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

=X=),

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION ()(3} DATE SURVEY
AMD PLAN GF CORREGTION IDENTIFICATION NUMBER: A BULDING ' COMPLETED
' I AU 24 781
B. WING \ -
‘ 185337 _ ' 0772212011
NAME OF PROVIDER OR SUPPLIER . 5]’;@1—:;:;1;;%33 g;ri;(ésE ATE, Z@%Oﬂ ?E Health Qgre o
LEE COUNTY CARE & REHABILITATION CENTE Southern Enforcement Brang
] RE& H ) l EN_ R BEATTYVILLE, KY 4
P4y SUMMaRY STATEMENT DF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX | {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOLULD BE COMPLETION
TAG RECULATORY OR LSC IDENTIFYING INFORMATION) TAG CROGS-REFERENGED TO THE APPROPRIATE DATE
> DEFIGIENCY)
F 000 | INITIAL COMMENTS F oog[lee County Care and Rehabilifation
) Center does not believe and does not
_AMENDED admit that any deficiencies existed,
) o before, during or after the survey. The
A standard health survey and extended survey. [Facility reserves the right to contest the | -
was conducted on 07/18-22f11. An abbreviated findin throueh  informal
standard survey (KY16730) was also conducted Furvey g9 oug orm
at this time. - The aliegation was substantiated dispute resolution, formal appeal
with deficlent practice identified. Immediate proceedings or any administrative or
Jeopardy was identified on 07/20/11, and was local : This vl £l
determined to exist on 07/15/11, een 'prO?eedmgs. - pan o
‘ correction is not meant to establish any
On 07/15/11, Resklent #1 was smoking while standard of care, contract obligation or
{ wearing nasal axygen in the facility's designated position and the Facility reserves all
smpkmgl area, The oxygen ignited, caiching the rights to raise all possible contentions
resident's face and beard on fire. Resident #1 d def . ¢ civil
was transferred to the local hospital for reatment anc delenses in any lype of cvil or
-and ‘evaluation, and then transferred to a rauma criminal claim, action or proceeding.
center on 07/15/11, for evaluation of burns by the | - Nothing contained in this plan of
Plastic Surgery service. The residentwas R ;
discharged back to the facility on D7/18/11, with c01'.1ect10n should be c'onmdered‘ s a2
diagnoses of first and second degree bumns to the waiver of any potentially epplicable
| face, eyelids, nose, cheeks, and itps and biisters [Peer Review, Quiality Assurance or self
on both hands. critical  examination privilege which
. y ] the Fadlity d iot i
i The facility was notified of the Immediate é actity _Oes 1 Waw.e and
Jeopardy on 07/20/11. Deficiencies ware cifed at reserves the “g_ht to assert in any
| 42 CFR 483.25 Quality of Care {(F323), 42 CFR administrative, civil or criminal claim,
1 igg;g ﬁ\\gmfﬂisgl’a?l?ﬂ EE‘@O;, Eind 42 CFR action or proceeding. The facility
. ministration (F518) at a scope and . ; ;
severity of ")." Substandard Quality of Care was offers 1ts}resp0nse, credible a}legz.atmns ‘
identified at 42 CFR 483.25 Quality of Gare of compliance and plan of correction as
(F323). part of its ongoing efforts to provide
i i quality of care to residents. :
An acceptabie Allegaticn of Compliance was -
-received on 07/22/11, which alleged removal of
immediate Jeopardy on 07/19/11. An extended
survey was conducted on 07/22/11, and the State
Agency dftermmed the immediate Jeopardy was
“CABORATORY DIRECT: PRovsDERraePPUER REPRESENTATIVE‘:- SIGNATURE e (%5) DATE
(/{\;{_ Administrator 08/18/11

- > —
. Any deficiency statement ending with an asierisk {*) denotss 2 deficiency which the insfitution may be excused from corracting providing it is determined that
T ofhEr SEEGUATHS Provide SUMGent proteclion 10 the patients. (See NSHUchons.) EXGept for nDisng homes, the findings stated ebove are disticeable 90 gaye
joliowing the dafe of survey whether or not a plan of correction ts provided, For nursing homes, the above findings and pians of corraction are disclosable 14

days following the daiz these documents are madg avaiiabie to the faciity. If deficiencies are cited, an approved plan of comection is requisite {o confinued
program participation.
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H
H

|| defermined the facility falled to maintain

curtain was stained,
The findings include:

Duf‘gng the environmental tour with the .
i Maiptenance Director conducied on 07/22/41, at

sefvices,

The facility must provide housekeeping and
maintenance services necessary (o maintain a
sanitary, orderly, and cornfortable interiar,

This REQUIREMENT s not met as evidenced
by:
Based on observaﬂon and mterwew it was

maintenance and housekesping services -
necessary tb maintain a sanitary, comfortable,
and ordery environment. Qbservation revaaled
bedside cornmodes were discolored with rough
legs and seats; floor files were cracked and
stained; bedside tables and doors had splintered
edges; a basebuard was lbose, and a prlvacy

10:45 Al, the following areas were observed o
be in need of manntenanaefhoUsekeapmg

1. Residents‘ bedside commodes on the G Hall

commodes in resident rooms C-10 and

i 2. The Maintenance Staff replaced the

| spintered edges on 7/22/11.

D "X
F%:Eplg( {EAGH DEFISIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHCULD BE COMBLETION
- TAG REGULATORY OR LSC IDENTIFYING INFORMATIOHN) T TAG CROSS-REFERENCED |Tﬁ Cﬂ%E APPROPRIATE DATE
: - DEFIGIE ‘
| .
F 000 | Continued From page 1 . Fopo|E233 :
| removed on 07/19/11, prior fo exit, which lowered Address what corrective action will be
the sgope and severity to "D" at 42 CFR 483,25 accomplished for those residents found
(F323), 42 CFR 483.75 (490), and 42 CFR to _be affected by the deficient
48’31'5 (F&£18) while the_facrlity monitors the - ractice/Specific corrective action.
-| effectiveness of systemic changes and quality -
- | assurance activities. .
F 253 | 483.15(h)}(2) HOUSEKEEPING & F 253| No residents were identified.
55=F | MAINTENANCE SERVICES ' 1. The Housekeeping/Laundry
Supervisor removed the bedside

C-20 and replaced with new ones on
7/22/11. .

cracked and stained tile in resident
rooms C-9 and C-20 on 08/16/10.. The
Maintenance Staff will replace or
repair the cracked and stained tile in
the C-Wing shower rocom.

3. The Maintenance Staff removed the
bed51de tahle with.ragged and rough
edges in resident room -9 and
replaced with another bedside table on
8/16/11. The Maintenance Staff
installed a handle on the bedside table,
with the missing handle in resident
room C-18 on 7/25/11.

4. The Maintenance Staff repaired
resident room C-16 entrance door with

FORK GMS-2567{02-95) Previous Versiona Obsalete

Event 1D:879G11

Facility I0: 100284

If continuation sheat Page 2 of 2¢




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

PRINTED: 08/18/2011
FORM APPROVED
OMB NO. 0938-0391

P2 MULTIFLE CONSTRUGCTION

BTATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA {13 RATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
- A. BULLDING
B.WING I ¢
185337 ' 072242011

NAME OF PROVIDER OR SUPPLIER

LEE COUNTY CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, 5TATE, ZIP GODE
249 EAST MAIN STREET :

.BEATTYVILLE, KY 41311

-+ PROVIDER'S PLAN OF CORRECTION

seal support bars,

2. Resident rooms C-9 and C-20 and the
resident showsar room on the C Hal had floor tiles

around the edges and/orhad missing handies.

! repairs. in addition the MS revealed a

in resident rooms C-10 and G-20 were obsarved
to have rusi cojor and roughness on the legs and

that were cracked and stained,

3. The bedside tables in resident rooms C-9 and . |-

C-18 were observed fo be ragged and rough

4. Rasident room G-16 had an entrance door
with splinfered adges,

5. The bathroom in resident room A-B had a
baseboard locse and broken away from the wail.

6. Resident room B-15 had & stained privacy
curtsin. .

An interview with the Maintenance Supeivisor .
(MS} conducted on 07/22/11, at 10:45 AM,
revealed the MS was responsikle for the repair
and mairenance of the facility. The MS stated -
he monitored the entire facility weekly for needed

maintenance request form.was located at the
nurses’ station.: When any staff member
identifies a problem with maintenance issues a
request was filled out and forwarded to the
Maintenance Department for repairs, The MS
had not raceived requesis for repair of the above
identified areas and was unaware of the identified
needed fepairs.

An interview with the Housekeeper Supenvisar on
07122111, at 3:40 PM, revealed she was

13. The Maintenance Director and. the

(X4 1D SUMMARY STATEMENT OF DEFIGIENGIES D )
BREFK (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFLX (EACH CORRECTIVE ACTION SKOULD BE CONPLETIOR
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE DATE
DEFICEENCY) ‘
F 253 | Continuad From page 2 £ o539 The Maintenance Staflf repaired the

loose baseboard in refsideﬁt room A-8
on 7/25/11. '

6. The Houéekeeping St'aff rernoved
and cleaned the stained privacy curtain ¢
on 7/22/11.

:Address how the facility will identify i
: other residents having the potential 1o |
be  affected by the same defident
practice/Explanation of steps taken -to
identify other areas of same defident

practice,

1. The Houselceeping/Laundry Director
checked all J:esident_rooms for bedside
commodes for rust and roughhess on

the legs and seat support bars on
8/11/11. T '

2. The Maintenance Director and
Housekeeping /Laundry Supervisor
checked all resident rooms and shower
rooms for cracked and stained tiles on
8/12/11.

Housekeeping/Laundry - Supervisar
checked all resident rooms for bedside
tables with ragged and rough edges
and/or missing handles on §/12/11.
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X4y 15 SUMMARY STATEMENT OF DEFICIENCIES T PROVIDERS FLAN OF CORRECTION (x5!

LEE COUNTY CARE & REHABE [TATION CENTER

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENGED TO THE AFPROPRIATE DATE
, ' DEFICIENCY) ; :
F 253 | Continued From page 3 | " Fosz 4 The Maintenance Director checked
" !responsible for the cleantiness of the facility. in all resident room entrance doors for

addition the HS revealed dirty privacy curtains splintered edges on 8/12/11.
were usually idepfified and reported by the staff.
if the resident's privacy curtain was soiled

] . . 5, The Maintenance Director checked
Housekeeping removed and cleaned the privagy - . . ‘
curtain. all resident rooms for loose and broken

F 281/ 483.20(k}(3)() SERVICES PROVIDED MEET [ 281 |baseboards on 8/12/11.
$5=D | PROFESSIONAL STANDARDS - -

é. The Housekeeping/Laundry
Supervisor checked all resident rooms
{or stained privacy curtains on 7/22/11.

The services proviced er arranged by the facility
-must meet professional standards of quality.

This REQUIREMENT is not met as e\ridénced

Address what measures will be put

by . . . : o dl
Based on obsetvation, interview, and record i into place or SVSteml.C_ 682 r-nade FO
review it was determined the facility failed fo ensure that the deficient practice will

provide. services in acoordance with professionial not Tecur,
standards for cne of twenfy-six sampled -
residents. Resident#14 had a physician's order ,

for heel boots which wers not applied. L. The Housekeeping/Laundry

) ‘ Supervisor and/or Maintenance
The findings Include: ‘ i Director will complele environmental
: ‘ 5 it kot ck
Review of Resident #14's medical record | rounds on one um per wee . O_ che
revealed the resident was re-admitted to the ‘ for housekeeping and maintenarce
faciity on 02/07/11, with diagnases that Included issues.

Dehydration, Ostecarthrifis, Chronic Pain,

Anemia, Lumbar Disk Discectomy, and Hip 2" The Housekeeping/Laim dryl

Reptacement. ) . . .
| Supervisor and Maintenance Director
Review of the Admission Minimum Data Set in-serviced housekeeping, laundry,
1 {MDS} Assessment, dated 03/14/41, revealed the and maintenance staff on checking

facility assessed the resident to have impairment ‘ . .
in cognitive skills, required extensive to total rooms for bedside commodes needing
assistance with most Activities of Dafy Living to be replaced, areas with cracked or
(ADL), and was at risk for daveloping pressura stained tiles, bedside tables needing
ulcars. The Care Area Assessment (CAA) repaired, splintered doors, loose
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B. WIN .
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DA, | SUMMARY STATEMENT OF DEFICIENGIES s _ FROVIDER'S PLAN OF CORRECTION ey
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‘ DEFICIENCY)
I, 2
F 281 | Continued From page 4 F 261 F253 . .
Summary identified Resident #14 as being af risk ba_seboards’ .and dirty or stained
for altered skin integrity including skin tears, privacy curtains. Staff were instructed
injury, and breakdown related ta decreased to address any housekeeping issue or
physical function and severe cognitive complete maintenance orders for any |
bmpairment. - . .
. _ maintenance issue.
Review of Resident #14's Treatment
| Administration Record, dated Juty 2011, stated, Indicate how the facility plans to
Di-;?;;fhft boots when in bed,” and was ordered an monitor its performance to ensure that
: | solutons are sustained.
Record review of Resident #14's Camprehensive ' ‘
‘Plan of Care, dated 07/06/11, revealed the listed 1. The Housekeeping/Laundry
interventian, "heel I5|ft boats when in bed for' the Supervisor and/or Maintenance
identified problem, "red area on nght ankle.’ - e .
: . Director will complete envirohrmental
Observation of the resident on 07/20/%1, at 9:00 rounds on cne unit per week to check
i AM and 3:40 PM, revealed the resident in bed for houSel(eep-j_ng and maintenance‘
without heel kft boots in use. | o issues. Rounds will be on-going.
Interview an 07/20/11, at 3:25 PM, with the State . R o
Registered Nurse Aide (SRNA) assigned to assist 2. The Administrator will validate the
Resident #14 with care l‘eveaied she was environumental rounds once per month
unaware the resident was to have heel boots on , . . .
since she did not see any at the resident's fo ensure. completion and fmdmas.
hedside. Validation will be on-going,.
) , ) :Any issues identified will be add_ressed i
Interview with the Unit Coordinator on 07/20/11, ‘1rmned1atelv, and results of the rounds
at 4:00 PM, revealed the resident was to have orted 1o ' the monti! QA
heel lift boots but could not locate thern in the Tep y !
resident's room of laundry. comrmittee, with system revisions, staff
. ) - - training, and/or disciplinary actions, as
interview on 07/20/11, at 6:38 PM, with Licensed | - needed.
Practical Nurse (LPN) #2, Resident #14's )
! @ssigned nurse, reveaied she was not aware that o ) o
! the resident needed to have the heal ifft boots on | Include dates when corrective actior
while in bed, . will be completed. 08/31/11 |
F 323 | 483.25(h) FREE OF AGCIDENT Fazz| - '
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%410 SUMMARY STATEMENT OF DEFIGIENGIES D , PROVIDER'S PLAN OF CORREGTION {x5)
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F 323 | Continued From page 5 CF3EE T F281

§5=] | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as iz possibte; and each resident receives
afjequats supervision and assistance dewces to
prevent acciderntts.

This REQUIREMENT s ot met as evidenced
by:

Basad on ebservation, sntemew zhvestlgataon
review, record review, and policy review, it was
determined the facility failed to have an effective
system to ensure adequate supervision was
provided to prevent avoidable accidents, The -
“faciiity failed to adeguately supervise one of
| twenty-six sampled residents (Resident #1) that
had beeh assessed te require staf supervision
while smoking. Cn 07/15/11, Residant #1 was |
" smoking while wearing nasal oxygen in the
facility's designated smoking area. After the
resident had smoked almost the entire cigaretts,
the oxygen ignited, catching the resident's face
‘and beard on fire. Resident #t was transferred o
the local hospital for treatment and evaluation,
end then transfered to a trauma center on
07/15/11, for evaluation of burns by the Plastic
Surgery service. The resicent was discharged
back fo the facility on 07/18/11, with diagnoses of
first and second degree bums to the face,
i eyelids, nose, cheeks, and lips, and blisters on
i both hands.

. The facility's failure i ensure residents received

Address what corrective action will be

accomplished for those residents found
to be affected by the deficient practice.

Resident #14: The heel protectors/lift
boots were 'placed on the resident’s
foot as per physician orders on
07/206/11. The SRNA and the Nurse
‘were educated on 7-20-11 by the Unit
Coordinator to read the C.N.A. care
record, the comprehensive care plan or
the physidan orders to ensure all
iorders are being followed.

) :Address how _the-facility_will identify
‘other residents having the potential to
‘be affected bv the same deficient

| practlce -

All residents have the potertial to be:
affected. -

1. The Director of Nursing and Medical
Records Director audited residents’
charts to identify residents with
;physician orders for specialty devices,
including heel protectors/lift boots.

2. Residents identified with physician
- lorders for specialty devices, including
_hee] protectors/lift boots, were checked

FORM CMS-2567(02-99) Previous Versions Opsoler Evenl |0: 82914
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payo i " SUMMARY STATEMENT OF DEFIGIENGIES 1D PROVIDER'S PLAN QF CORRECTION [y
PREFIX : {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE PATE
. . ) DEFICIENGY)
e o F 281
F 323 Continuéd From page 6 F 323 E““ 1 4 Honi
; L . . . ix acer ) ning.
! supervision to prevent accidents placed residents OF Proper p ,Cemem and posttioning..
in the facility at risk for serious injury, harm, No other residents were noted to be
impairment, or death. Immediate Jeopardy was affected.

ideniified on 07/20011, and was dalermined to
exist on 07/15/11. The facility was notified on.
07/20/11. .

An acceptable Allegation of Compliance was
received on 07/22/11, which alleged remaoval of
Immediate Jeopardy on 07/19/11. The Stale
Agency delermined the Immediate Jeopardy was
remaved on 07/19/11, prior to exit, which lowered
the scope ‘and severity to "D" at 42 CFR 483.25

‘| (F323) while the facility moniters the
effeciivepess of systemic changes and quality
assurance activities. "

The findings include:

A review of the facility's policy fitled "Contraband
Discovery-Smoking” {dated December 2010}
revealed all recidents who smoke were fobe
supervised by designated faciliy staff. The policy
revealed all emoking materials such as fghters,
matches, and cigarettes, were reguired to be kept
: in the nurses’ medicafion room. The policy

- further stated the faciity would be responsible for
fighting resident smoking material. The policy
revealed smoking would not be parmitted in any
areas with oxygen refated devices.

A review.of the medical record for Resident #1
revealed the resident had been admitted fo the
facility on 08/20/11, with diagnoses to include.
Chronic Cbstructive Pulmonary Disease (COPD)
and Chronic Respiratory Failure, A review of the
smoking assessmeant compieted on 06/20/11,
revealed the facility assessed Resident#1 o

ci24

followed as ordered. A Lst of all |

- jof Nursing and is maintained in front

Address ‘what_measures will. be pu
into place or systemic changes made to !
ensure that the deficient practice will ;
not recur, :

1. Any ' change in scope/plan of ‘
treatment will be documented on the |

: hour shift - report. ;
iInterdisciplinary team will check 24
{hour shift report during daily clirical :
imeeting. The Unit Managers/Staff
Development Coordinator will follow-
‘up to ensure orders are written and

residents that have orders for specialty
‘devices was developed by the Director

of the TAR and C.N.A. care record for
reference. The list is brought .to clinical
meeting and is updated as physician
orders are read, by the Director of
Nursing ar Unit Managers. '

2, The Unit Marlager/Stdff
\Development  Coordinator  will
complete daily room rounds to confirm :
physician orders are followed and -
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require supervision by the faciiity staff while
smoking. The smoking evaluation furiher
revealed Resident #1 required staff assistancs
with lighting tobacco products.

A review of the faciiity's Incident/Ocoumence
Investigation, dated 07/20/11, at 7:15 PM,
revealed Resident #1 was smoking in the smoke
room with his/her oxygen tank on the back of the
wheeilchair when the oxygen ignited and.caught
Resident #1 on fire. The Invastigation revealed
Resident #1's face and hards were “chared
black" and the residenf's facial hair was singed.
The Investigation further revealed the residenfs
physician was notified and the resident was -
transferred by ambulance to the local hospits!.

A review of the facillty's Investigaticn Report
completed on 07/20/11, revealed on 07/15/11, at
7:15 PM, Nursing Assistant (NA) #1 was
assigned to monifor the resident's smoke break.
According to the investigation Report, Resident
#1 enterad the facility's designated smoking area
in his/her electric wheeichair with an oxygen
canister, which was turned on, attached to the
back of ihe wheeichair and a nasal cannula in
his/her nose. The Investigation Report further
revealed NA #1 had not observed the nasal
cannula and gave Resident #1 a cigarette and

1 proceeded fo light the cigaretie. The report

: reveated three residents (Residents #9, #24, and
#25) ware in the smoke room when Resident #1
entered the rocom. However, two of the residents
| (Residents #9 and #24) finished smoking and

i exited the smoke room, . leaving Residents #1
and #25 and NA #1 in the resident smoke room.
The report revealed NA #1 saw smoke and
observed Residents#1's facial hair smoking, and.

(X4} 1D X SUMBMARY STATEMENT OF DEFICIENCIES [a] . PROVIDER'S FLAN OF CORRECTION {45}
PREFLX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CORRECTIVE ACTION SHQULD BE COMPLETIOR
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE CDaTE
. \ ‘ : DEFIGIENSY)
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specialty devices are in use. |

3. The Director of Nursing will in-
service the professional nursing staff
on noting changes in scope/plan of
treatment on the 24 hour shift report
each day, the nursing staff on
following physician orders, and the
Unit Managers/Staff  Development
Coordinator on completing daily room
rounds to confirm physician orders are
followed and use of specialty devices
per physician orders.

Indicate how the facility plans to
monitor its perf_ormance tc ensure that

solutions are sustained,

1. The Director of Nursing will review
the dally room rounds weekly to
ensure the rounds are compieted and
that any issues identified have been
followed up on immediately.

2. The Director of Nursing will audit
10% of residents’ charts each week to
ensure physician  orders are being |
followed and will validate placement
and use of specialty devices.
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then an immediate flash of flame. NA #1 yelled 3. Any issues will be addresse
for help and ran out of the room. When staff | immediately with findings reported to
arrived fo the smcke room Resident #1 had put L the QA Committee monthly, with
out the fire on his/her face with his/her hands. | |Tevisions, ~ Staff traiting, and/or
The Investigation Report revealed upon refurning discinlin ot ded
to the smoke room staff observed Resident #1 isCplihary actions, as needed.
atiernpting to put out the fire on the oxygen tubing : .
; by using his/her hands. ‘ Incdude dates when corrective action 08/31/11
! ' | ! wil teted: '
A review of the local hospital Emergency Room il e comzlete
: report revealed Resident #1 was transferred to
the local hospital for reatment and evaluation, F323 N
and then transferred fo a trauma center on Address ‘what corrective action will be
37118/, for evatuation of burns by the Plastic accomplished for those residents found

Surgery service. The resident was discharged
back to ths facility on 07/18/11, with diagnoses of
first =nd second degree bums fc the face,
eyelids, nose, cheeks, and lips. In addition, the
Tesident also sustained blisters to both hands.

An observation of Resident #1 on 07/19/11, at
1.10 PM, revealed the resident had burns on the
face and blisters on both hands. The resident's
upper forehead was observed 1o be red. The
resident was complaining of pain related to the
burns and was recelving Percocet 10/325 four
times per day.

An interview conducted on 07/18/11, at 1:45 PM,
with Resident #1 revealed he/she forget to turm
off the oxygen prior to entering ths resident
smoke room. The resident furthér stated, |
always take my oxygen into the smoke reom wiih
me, {always turn it off when | go into the room.

. No facility staff has ever told me 1 coutdn't take

{ the oxygen tank intc the smoke room."

AN inferview conducted with NA #1 on 07/19/11,

to__be_ _affecied by the deficient :
| practice/specific corrective action, |
' i
E

1. On 7-15-11 resident #1 oxygen tank
was turried off by Nurse Kim Henson,
RN and the resident was immediately |-
J{removed frem the smoke room and
taken to the A/B nurses station where
cold . compresses were . applied.
Notification to MDD, Family and
Hospital was made by Tina Byrd, RN
and Chasidy Johnson, RN, with new
orders received. The resident’s
physical condition was assessed. The
resident was talking, alert and oriented
and remained calm.  The oxygen
saturation was noted to be at 81%.
Oxygen was applied. MD order was .
obtained and resident was transported
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tat 2:25 PM, revealed Resident#1 always came
{into the smoke reom with oxygen, but would furn
it off prior to entering. The NA revealed she was

'} the only staff person monitoring the designated
resident smoke rocm.on 07/15/11. The NA
reveaied Residents #9, #24, and #25 wore
already in the smoke room when Residernt #1
.jentered. The NA gave Residenf #1 a cigaretie
and fit the cigareite and Residents #9 and #24 laft
the room. The NA further revealed she was
talking to Resident #25 and noticed Resident #1
was relighting his/her cigarette. Per interview she
was unsure where the resident had obtained the
fighter, and stated it was not the same lighter she
had used to initially fight the cigarette. ‘NA #1
stated after Resident #1 had smoked almost the
entire cigarette, she heard a sizzing noise, and
the oxygen ignited, catching the resident's face
and beard on fire. The NA stafed she ,
immediately left the smoke room screaming and
ran tothe AB nurses' stafion to notify a nurse.
The interview further revealed when the NA
returned to the smoke room, Resident #1 had put
out the fire on his/her face with his/her hands, -
and was trying io put out the fira to the nasat
cannula on the floor with his/her hands. Tha NA
stated she was so scared at that time she just
dién't kndw what to do.

An interview with the Director of Nursing {DON)
on 07/20/11, at 3,00 PM, revealed any staff

! member could be assigned © menitor the smoke ;
room except the Therapy stafi. The DON
revealed the Contraband Discovery Smoking
policy was reviewed in orientatipn. The DON

(| further stafed NA #1 should never have allowed
Resident #1 to enter the smoke room with the
oxygen tank and thé oxygen tank should have

apparent injuries or obvicus signs or

" determine if any other residents were

3.Kim  Henson, RN, initiated staff

[} %53
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY} ’
, S - L 1F323
F 323! Continued From pags 9 F323

per EMS to Marcum Wallace Hospital.
MDD and Family were aware. Resident
#25 was transported in her wheelchair
by Rebecca Stewart, NA, out of the
smoke room upon identification of |
concern of resident #1. The resident !
was ajert .and oriented with no

symptoms of respiratory or physical
distress. Further assessment of |
resident #25 by Scarlett Caudill, RN,
revealed that the resident’s reépiratory
status was stable and vital signs were
within normal limits with no signs of |
distress. The family and MD were
notified on 7-15-11 by Scarlett Caudill, |
RN, with no new orders received.

2. A thorough investigation was
initiated on 7-15-11 by Nurse Kim
Henson with further direction from
Administrator, Director of Nursing
and Social Services Director to

affected. None were identified.
Rebecca Stewart, N:A. was suspended
pending mvestigation on 7-15-11.

education or 7-15-11 at approximately
7:45 pm on the smoking policy,
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' should have confiscated the lighter and taken it fo

"| the room alone.

baen left outside the door. The DON revealed |
upon seeing Resident #1 using a lighter KA #1

the nurses’ staticn and reported the resident's
behavior fo the nurse. The DON also stated NA
#1 should have used the fire blanket to extinguish
the fire on the face of Resident #1. The DON
stated the NA should have calied for help from
the deor and should hot have left the residents in

| Further interview with NA #1 on 07/18/11, at 2,25

PM, revealed she had not received any iraining
on monitoring residents in the smoke room. The
NA stated she had not been frained by the Tacility

prior to the incident on how fo use the fire blanket |

and she did not know what to dc when Resident
#1 caught on fire.

An imterview with the facility's Administrator on
07/20/11, at 4:15 PM, revealed the Administrator
had been notified of the incident om 07/15/11.
The Administrator stated Resident #1 carme into
the resident smoke roor with an oxygen tank,
The Administrator revealed ihe NA panicked and
shouid have used the fire hianket to extinguish
the fire and yell for help from the door.

**An acceptable Allegation of Compliance (AOC)
was received on 07/22/11, which alleged removal
of immediate Jegpardy on 07/19/11. An
extended survey was conducted on 07/22/11,
which determined the Immediate Jeopardy was
removed on 07/18/11. A review of the Allegation
of Compliance revealed the foliowing:

- NA #1 was terminated on 07/20/11, for allowing
Resident #1 to enter the resident smoke room

F 3237 ) . :
. inchzding oxygen is not allowed in the

i stnoke room, for the facility staff that
were present in the building at the fime
of the incident.

Address how the facility will identify |
_Jother residents having the potential 1o -
‘be_affected by the same deficient

practice.

All residents have the potential to be
affected regarding accidents as’
rumerous angd various accident
hazards exist in everyday life. The.
facility staff understands the facility’s
responsibility as well as their own, to
ensure the safest environment possible
for residents. ‘ '

1. Smoking assessments were
completed on the all residents by
Rachel Stéele, LPN, Della Creech, RN
and Tresa Bowman, RN, on 7-15-11.
Care plans were updated and revised
by Rachel Steele, LPN, Della Creech,
RN, if needed per smoking assessment.

12, Stephanie Robinson RT reviewed all
“ residents on 7+15-11 requiring oxygen
i administration and noted compliance
‘ of room signage noting oxygen in use-
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with oxygen. ’

- Residents #1 and #25 were interviewed on
07/18/11, by the Sccial Services Director (S5D)

i and Admsn strakor in attémpt to identify any -
psychosocial concerns refated fo the smoking
incident on 07/15/11. According fo the AOC,

| psychosociaf interviews would coniinue for seven
days, or jonger if necessary, by the S3D.

- Smoking assessments were completed on all
residents on 07/15/11, and resident care ptans
-were Updated/revised as needed.

- On 07/16/11, all residents in the facility who
smoked were reassessed for a smaoking apron or
oxygen usage. A list of residents who smcked
was updated and kept in the smoking box to alert
: staff to each resident's specific safely needs.

- On 07/15/11, all residents' rooms that required
oxygenhad signage nofing oxygen was in use
and in compliance with oxygen administration, I
addition, the faciiity posted a sign on the smaoke
room door that stated oxygen was not permitted
in the' smoke room.

- All active staff persons were educated prior to
their next working shift ragarding the facility's

g smoking policy and what to do in an emergency
. situation. The educafion began on 07/15/11.

- Letfsrs were sent to all families and hand
delivered to residents on 07/46/11, to remind the
families and residents of the facility's smoking

copy of the smioking and contraband policies
would be given to all newly admitted residents

polictes and procedures, Effective 07/17/11,2 I

administration.

3. On 7-15-11, the Social Service
Director and Director of Nursing

] peﬂformed room search for contraband
with the residents” permission of all
residents. No contraband was found.

4. A letter regarding the smoking
policy was mailed to the families and
+hand delivered to the facility’s resident
by the Administrator on 7-16-11. The
letter includes the foliowing safety
rules; smoking areas only, all residents
who smoke will be supervised by
designated facility staff, ali smoking
materials (lighters, matches, cigarettes,
ete.} are to be kept by facility staff for
distributien and smoking in NOT
permitted in any area with oxygen
related devices.

5. The Director of Nursing in-serviced
the staff on the response toan
emergency situations with a fire and
with supervision of residents that
smcoke. The in-service included;
Rescue, Alarm, Contain, Evacuate,
return demonstration of a resident
with and w1thout oxygen, when
lobserved to have the presence of

(411D SUNIMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION .
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F 323 | Continued From page 12 - ‘ F 303 smoke/ fire, of monitoring the smoke

-1 break, induding reviewing the list of

: _ resident specific interventions located

(—jOn ]07/;;5/:1, at 103DfPM, Bnhaudiﬁﬂ%tON was : in each smoke box and ensurjng‘ ;
eveloped to ensure safety in the smoking . . : i

i lounge. An additional staff person was required oxygen equipment does not enter the :

to monitor the staff persan whe was assigned to | smoke rcom.

monitor the resident smoke break,

and famifies.

Address what measures will be put
into place or systemic changes madeto
ensure that the deficient practice will

- A review of the Social Services noteson . ' not recur.
0712211, for Residents #1 and #25, dated ;
07/15/11 through 07/21/41, revealed the b
{ residents were interviewed by the Social Services |

**The Allegation of Complfance was venﬁed Y
the following:

1. All active staff will be educated By

i.Director and the Administrator to identify any | staff Development, DON, ADONs, ’
psychosocial concems ralaied to the incident. MDS  coordinaters, Administrator
Resident #1 had been hospitalized on 07/15/11. and/or nursing  supervisors  on | :
The psychosocial interviews began again for i, . . o
Resident #1 upon the resident’s retum fo the acc1dentsl to include that the resident
facility on 07/18/11, . . envir_onment remains as free of
. - accident hazards as is possible and |
~On 07/22/11, a review of a list found in the ‘leach  resident receives adequate )
smeking box located at the A/B nurses' station L d assist devi
: revealed the list had been updated on 07/16/11, Supen”s’on. and assistance devices 1o
to inciude the resident's assessed nesds while ‘ prevent accidents. :
i smoking. - |
1 - o 2. The Inierdisciplinary team which |
- Atour of the Facility on 07/22/11, at 415 PN, | e UBersapEnaty team |
| revealed Residents #1, #29, and #35 required | will include Administrator, Director of |
| axygen therapy, and had signs posted on the - {Nursing or .a member of nursing :

; roorn doors to alert anyone entering that oxygen administration, and plant -operations,

! was in use and nc smoking was aliowed. The " | has reviewed the orientation process

} tour alse revealed a large sign posted on the : ) . I al
| resident smoke room alerting anyone entering : and procedure for new employees and |

i that oxygen was not permitted in the room. . | the annual orienfation, The IDT i

discussed and reviewed  the | i

disaster/fire safety plan to develop a

1
|- Areview of the medlca[ records for Residents 1
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‘education began on 07/15/11..

#27, #28, #29, #30, #31, #32, #33, #34, and #35
revealed smokmg assessments wete compleied
on all residents with care plans being updated

-l and revised as necessary by LPN #1 and RN #8

on 07115411,

- Areview of the education rosters revealed al

active staff in the facility had been educated prior .

fo working regarding the facility's smoking policy
and oxygen policy, with a return demonstration of
interventions for emiergency events reiafed to
smoking and fire. The roster revealed the
Interviews on
07/22/11, between 1:30 PM and 4:00 PM, with
State Regisfered Nursing Assistants (SRNAs) #5
#12, and #13, Housekeeper #13, Licensed
Practical Nurse #3, and RN #2 revealed all staff
was aware of the smioking policy, exygen policy,
and safely interventions. 'In addition, siaff was
knowledgesabie regarding the list kept in the
smoking box.

- A review of the letter mailed fo families and
hand delfiverad to residents in the facility on
07/16/11, revealed smoking was o be allowed in
designated sroke areas only, would not be
parmilted in any area with oxygen related
devices, and residents who smoked would be
monitored by facility staff. The ietter further-

| revealed facility staff was reqmred to keep all
SITIDKan materials.

- A review of an a_umissicn packet for new
residents revaaied the facility's policy titled
"Contraband Discovery-Smoking" had been
added o be given to all new residents and
families.

tfor residents, fo ensure compliance

-testing. The Interdisciplinary team will
i develop an annual in-service training

initiated to ensure oxygen is not in the

4. All new residents will receive a copy

4y 1D SUMNARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION s
PREFLL (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE ARPROPRIATE DATE
. ‘ DEFIGIENCY) ;
F 323 | Confinued From page 13 F3pg Plan for  demonstration and post

schedule for emergency preparecness |.
and response

3. The smoke break audjtiﬁg tool was

smoke roormn, a fire extinguishet, smoke
blanket and extra smoking aprons are
in the smoke room, that residents have
all safety interventions in place as
assessed, and  that  motorized
wheelchairs are not in the smoke room,
was initiated on 7-15-11 at 10:30pm by
the Director of Nursing, The trained
employee that is monitoring the smoke
break will also be monitored by an
assigned staff member that has been
trained to audit the smoke monitor,
during each designated smoke break

with the smoke room policy and
procedure. Any-concerns identifies will
be addressed immediately.

of the Smoking Letter that was given to
our residents and families by the
Admissions LCoordinator upon | -
admission to remind .them of the
smoking policies and procedures.
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- An observation of a resldent smoke break on.
O7r2zM1, at 1:35 PM, revealed oxygen was not
being utdized in the smoke room. Observation
further revealed Maintenance Employes (ME) #1

was moniioring the resident smoke break. ME #1 :

stated he received an in-service prier to
monitoring a smoke break which included what
he shouid do in case of an emergency, howio .
use the fire blanket, and was required to give a
return dermonstration. ME #1 also revealed he
had received educztion on the facility's smoking
and oxygen policy. Further obsarvation revealed
RN #1 was aiso present during the resident
smoke break. An interview with RN #1 on
07/22/11, at 1:40 PM, revealed she was
monitoring the smoke room monitor (ME #1) to
ensure residents were safe and the smoking
policy was being enfarced. The RN was able to
identify how to use the fire blanket, fire
extinguisher, and the location of hoth,

- A review of the smoke room audiing tool
reveated the audiling was initiated on 07/18/11, &t
8:45 PM, and every resident smoke break had
been monitered since that fime. The monitoring

included ensuring oxygen was not in the smoking |

area, aprons were utilized for residénts who
required aprons, the fire extinguisher, firs blanket,
and exirs aprons were present in the smoke
rooin, motorized whesichairs were nof present in

the smoke room, and the monitor's signature.,

-An ihterview conducted with the Administrator
fon Q7722M1, at 2:30 PM, revealed he was

reviewing the smoke Break audits daily with the
DON {o ensure appropriate complation and

follow-up as Indlcated.

H
i

| 1. The Administrator with the Director

SUMMARY STATEMENT OF DEFICIENCIES iD FROVIDER'S PLAN OF CORRECTION x8)
FREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFIGIENCT)
) ' Effective 7-17-11 new admissions and
F 3231 Continued From page 14 T 323 w

families will also be given a copy of the
stnoking and contraband policies.

5. The Administrator will initiate daily
Sfinterdiscip]jnary team rounds. The!
‘ comprehensive rounds will address |-
nursing care, nursing documentation, |
CMN.A care, dietary, environment,
room hazards, housekeeping, residents
concerns and Jaundry.

Indicate how the facility plans to
monitor its performance to ensure that'
solutions are sustained

of Nursing will review the smoke
break auditing tool daily for three
months to enstire compliance.

2. The Staff Deve_lopment Coordinzator
will

training

bring the  annual in-service
schedule for emergéncyr
prepatedness and response to the
imonthly QA for review and revisions
; as necessary.. ’

i

13. The Administrator will review all
ifindings of the interdisciplinary team
'rounds at the morning meeting. Any
issue will be zddressed, immediately.
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% efficientty to attain cor maintain the highest

: well-baing of gach resident,

-| to-use ts resouices effectively and efficiently to

A facility must be administerad in a manrier that
enables if to use its resources effectively and

practicable physical, mental, and psychosoclai

Th;s REQUIREMENT is not met as ewdenc:ed
by:

Based on interview, recond review, and facility
policy review, it was defermined the facility failed

attain or maintzin the highest practicable physical
well-being for residents regarding adequate
supervision to prevent accidents for ope of

twenty-six sampled residents {Resident #1). The

Facility Administration falled to have an effective !
systern to ensure poficies and procedures were

Address what corrective action will be
accomplished for those residents found

to be affected by the deficient
practice/specific corrective action,

1. Administration participated in the
investigation'of resident #1 who was
transterred out of the facility on 7-15-
11 to Marcum Wallace Hospital and
returned on 7-18-11. Nurse Aide #1
was suspended pending investigation
on 7-15-11 and was terminated on 7-20-
(11, '

|2. 'The Administrator instriicted the '
|Director of Nursing to in-service staff

on the response to an emergency

AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED °
. . A BULDING
E. WING
- 185337 07/222011
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4 1D SUMRARY STATEMENT DF DEFICIENGIES o i PROVIDER'S PLAN OF CORRECTICN ps)
PREFIX [FACH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) i TAG ! CROSS-REFERENCED TO THE APPROPRIATE GATE
i DEFGIENCY)
'F 323 | Continued From paga 15 £ a0a|All findings will be reported to the QA
- Ah interview conducted with the Administraior of ~ |Committee monthly, with revisions,
the faciiity on 07/22/11, &t 415 PM, reveaied NA staff training, end/or disciplinary
#1 was terminated.from the facility on 07/20/11. actions, as needed.
- A review of the personnel file for NA #1 revealed : . .
| the NA had been terminated from the facility on Include dates when corrective actior
07/20M11. will be completed. - D8/31/11
. i Based on the above findings, it was determined
the Immediate Jeopardy was removed on
07/19/11. Noncompliance continued with a scope
and severity lowered to "D" leved based on the
facility's need to evaluate the effectiveness of
Quzlity Assurance activities relafed o the
implementation of Policies/Procedures for the
FirefSmoking Safety program. . ‘
F 490 | 482.75 EFFECTIVE . F 400 |F 490
55=) | ADMINISTRATION/RESIDENT WELL-BEING
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F 490 | Confinved From page 16 F 4gp Sttuation with a fire and with -

implemented. Administration failed to ensure
interventions for safe smoking were implemented,
and failed to ensure all staff was trained and
knowledgeabie of ermergency procedures. (Refer
f0 F323 and F518.)

On 07M5/11, Resident #1 entered the resident
designated smoke room in histher eiectric
wheelchair while utifizing portable oxygen via

| nasal cannufa. When Resident #1 was finishing
* | hisher cigaretie, Nursing Assistant (NA) #1, who
i was moniforing the smoking room, observed a
flash and noted the resident's face/beard was on
fire. NA#1 ran from the room to sumimon the
nurse without first attempting fo exiinguish the fire
and ensure residents in the smoke room were
protected from further potential injuries. The
resident sustained first and sscond degree burns
o the face and blisters to both hands.

_The'facrhtys faiiure to have an effective system in
piace to-ensure the tacility was admintstered ina |
mapner that enabied it 16 use its resources
effectively and efficiently caused and was fikely to :
tause serieus injury, ham, impairment, or death.
immediate Jeopardy was idenfified on 07/20/11,
and was determined fo exist on 07/15/11, The |
facility was notified on 07/20/11.

An acceptable Allegation of Compliance was
| received an 07/22/11, which alleged removal of
tmmediate Jeopardy on 07/16/11. The Siate
Agency determined the Immediate Jeopardy was
removed cn 07/19/14, prior to exit, which lowered
the scope and severity fo "D" at 42 CFR 483.75
(F480) white the faciiity monitors the
effectiveness of systemic changes and gquality
assurance activities. .

supervision of residents that smoke.
The in-service included; Rescue,
Alarm, Contain, Evacuate, return
demonstration of a resident with and
without oxygen; when observed to
have the presence of smoke/ fire, of
monitoring the smoke break, including
reviewing the list of resident specific
interventions located in each smoke
box and ensuring oxygen equipment
does not enter the smoke room.

‘Address how the facility will identify

other residents having the potential to
be affected by the same deficient
practice/Explanation of steps taken to -
identify other areas of same deﬁaent

Tactice.

All resident have the potential to be
affected.

1. A thorough investigation was
initiated on 7-15-11 by Nutrse Kim
Henson with further direction from
Administrator, Director of Nursing
and Social Services Director to
determine if any other residents were
affected.

FORM CMS-2567{02-99) Previous Verslons Obeolats . Event ID:629G11

" Facliiy I 400284 ; if continuation sheet Page 17 of 29




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

PRINTED: 08/18/2011
FORM APPROVED
OMB NO. 0838-03391

| STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLLA [2) MULTIPLE CONSTRUCTION {X#) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: GOMPLETED
: A BUILDING .
: c
B, WiNG -
- 185337 : 0712212011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZI? CODE
248 EAST MAIN STREET
4 HABILLT, C
LEE COUNTY CARFE & REHA ! ATION CENTER BEATTYVILLE, KY 41314
Ao SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION s
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RESULATORY OR LSC ICENTIFYING INFORMATION) TAG GROSS-REFERENCED 7O THE APPROPRIATE DATE
. DEFICIENCY) _
F 490 | Gantinuad From page 17 F 490 2. The Administrator directed that
‘ smoking assessments be completed by
The findings includa; Rachel Steele, LPN, Della Creech, RN
- - o K and Teresa Bowman, RN, on 7-15-11 ;
A_rewew of the fgcﬂll:cys _pohc:y tiled "Contraband far all residents to ensure that all ]
Discovery-Smoking” policy (dafed December . . i
| 2010) revealed al residents who smoked would smoking residents have the
fequire supervision by designated facility siaff. appropriate safety interventions in ;
The policy further revealed ali smoking materials place.
such as lighters, matches, and cigarsttes, were : .
required to be kept in the nurses' medication : L E
room and facifity staff was responsible for lighting 3. Under direction from the '
resident smoking materials. The policy also - Administrator, Stephanie Robinson RT
revealed smoking would not be permitted in any  reviewed all residents on 7-15-11
areas with oxygen related devices. ' Tequiring oxygen administration and
A teview of the facility's policy entitied "Fire noted compliance of room signage
Classes" (dated January 2005) revealed fire inofing oxygen in use and compliance
classes wollid be cenducted for all parsonnel on with oxygen administration.
aquarterly basis. The policy further revealed fire
fighting procedures would be included in the , o
class. The palicy revealed fire classes would be 4. Under the direction of the
conducted by the Safely Officer or other administrator, on 7-15-11 Social Service
f;"p?rfsib]et’ person designated by the Director and DON performed room
rihisaater. ! search for contraband with the
A review of the faciiity's Incident/Occurrence residents’ permission of all residents,
Investigation dated 07/20/11, revealed Resident No contraband was found,
#1 had been smoking in the smoke room with S :
his/her tixygen tank on the back of the wheelchair L .
where the oxygen ignited, and caught Resident i 5'_ The - admn:ust'r.ator ad“s?d the :
#1 on fire. RN #4 revealed Resident #1's face Director of Nursing to revise the
and hands were “charred black” and the education material for new and
resident's facial hair was singad. The established emplovees. All active staff
! Investigation further revealed the resident's . b mproy P ' tod prior
physician was notified and the resident was members —wvere  educated prior {0}
transferred by ambulance to the local hospital. A working their scheduled shift.
review of tha discharge summary from the trauma
center dated 07/18/11, revealed Resident #1 had |
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F 450 | Confinued From page 18 F490. {kddress what meast-lres will be put
sustained first and second degree burs to the  Into place or systemic changes made to
face {eyelids, nose, cheeks, and [|ps} and blisters  ensure that the deficient practice will
| to both hands, i not recur,
A review of the facility's Investigation Report .
cempleted on 07/20/11, revealed on 07/15/11, at 1. The Ad;rumstrator, DON, and the
17:15 PM, Nursing Assistant {NA) #1 was - administrative team received in-service
assigned o monitor the resident's smoke break. . i education provided by the Regional
According to the Investigation Report, Resident  Nurse Consultant and VP of
#1 enfered the facility’s designated smoking area EO N 2118/11 resardine th
in his/her electric wheelchair with an oxygen pe?anons on 7/18/ regarding the
canister, which was tumed or, attached o the i requirements of the quality assurance
back of he wheeichair, and a nasal cannula in i process. The Administrator initiated a
his/her nose, The investigation Report further introd devel d
revealed NA #1 had not observed the nasal | process to mmtro 1ch?; eveop, an
cannuia and gave Resident #1 a cigarette and  implement process improvement plans
proseeded to light the cigarette. The report  for identified concerns on 7/18/11 with
?Veiled I;A #1 saw smoke and dbserved the administrative team. Concerns are
esident #1's facial hair smoking, and then-an di dint nin tin
immediate flash of flame. NA #1 yelled for help rechssec he morning m?e, &
and ran out of the room. When staff arrived to daily, and 2 plan developed with the
the smoke room Resident #1 had put out the fire team to correct the concern using the
;Jn his&fheﬁl’_ fac; witr;this!hez E:jands. Thtﬁ B process improvement plan. The
nvestigation Report revealed vpon returning fo - . ; _
the smoke room staff observed Resident #1 Admmlst’re.ltor‘revlewed the,: smoke
attempting to put out the fire on the oxygen tubmg break monitoring system W.lth_ the
by using his/her hands, Director of Nursing on 7/18/11t0
An ot i Résident #1 on 07/18/11. at identify that the system ensures that
n interview with Resident #1 on 07/4 a : . A
1:45 PM, ravealed he/she had never been told by safefy precautions are being followed
faciiity staff to leave hisfher oxygen outside the during smoke breaks.
room. The resident also revealad. hefshe had .
taken fhe axygen tank into the smoke room 2. The Administrator, Director - of
§ numerous hrne; before. Nursing and administrative team will
{ An interview conducted with NA #1 on 07/19/11, review the orientation process and
{ at 2,25 P\, ravealed she had never received procedures for new employees and on-
{ In-service training regarding the rmontoring of ’
: , : _
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| competency checks related to monitoring the

" aliowed the resident into the resident smoke

restdents in the smoke reom until after the
incident with Resident #1 on C7/15/11. The NA
further revealed she had notbeen told residents
couid not bring axygen tanks info the resident
sSIMoke room.

An inerview conducted with the Director of :
Nursing {DON) on 07/20/11, at 3:00 PM, reveaied
the Contraband Discovery-Smoking policy was
reviewed with afl new empiayees during
orientation; however, the faciiity did not complete

residents’ smoke breaks. The DON stated not
bringing oxygen tanks intc the smoke room
"should be common knowledge.” The DON
further stated the facliity had the employee to sugn
a check-off sheet to prove they attendsd the
in-service; however the facility offered no pre-test
or post-fest to ensure the employée was
knowledgeable regarding the information glven in
orientation. The DON stated she just assumed
siaff had a knowledge base of the information
aiven in orentation.

An interview conducted with the Administrator of
the facility on 07/20/11, at 4,15 PM, revealed he
had riot been aware Resident #1 had a cigarette
lighter in his/her possassion at the me of the
incident. The Administrator further revealed the
residents were not permitted to enter the resident
smoke room with oxygen, nor were they allowed
to have cigarette lighters in their possession. The
Administrator stated NA #1 should not have

room.with the oxygen f&ank, and also shoiild have
taken the cigafetie lighter, placed it at the nursing
station, and reported the resident's behavior to
the nurse, The Administrator revealed staff is

Interdisciplinary team will discuss and
review the disaster/fire safety plan to
| develop a plan for demonstration and
' ;post testing..
| teamn wil] develop an annual in-service
training  schedule for

preparedness and response.

3. The Administrator will initiate daily
interdisciplinary team rounds. The
comprehensive rounds will address
nursing care, nursing documentation,
C.N.A care, dietary, environment,
concerns and laundry.

Indicate how _the facility plans to
monitor its performance to ensure that

solutions are sustained

1. The Administrator reviews findings
of the smake break audit daily Monday
thru Friday with the DON to ensure
appropriate completien and follow-up
as indicated. Concerns identified will
be corrected immediately.

2. The Quality Assurance meeting was °
held on 7-18-11 by the DON and
! Administrator. Dr. Santos, Medica!

L

The Interdisciplinary ‘

emergency

room hazérds, housekeeping, residents |.
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(11D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE  ©  DATE
: : DERCIENCT) : :
'F 490 | Continued From page 20 . F 490 Director, wals in attendal‘we as well as
required to attend new empioyee orientation, and Plant Ops director, Medical Records,
 then given an arnual in-service on the the MDS coordinators, the Unit
Contraband Discovery-Smoking policy. The Managers, the HR Director, 55D,
Administraior revealed since the incident on Dietary Manager, Housekeenine
07/45/11, the faciiity had added a new quaiity Di t) R hi S’ . M_ep © q
monitor to ensure the resident smoke break LIECLOL, WelAD SETVices ar'lage:r e
monitor was knowledgeable about and following the Activities Director to review the
the facility's policy regarding resident smoking. performance improvement plan and
o - ; for furthy dation. Th
**An accsptable Allegation of Compliance (AOG) or iy e recommeg ﬁa o : ¢
was received on 07/22/11, which allegad removal smoking, oxygen and fire safety
of immediate jeopardy as of 07/19/11. An policies including the contraband
extended survey was conducted on 07/22/11 . policy and procedures were reviewed. -
which determined the Immediate jecpardy was The PI pl 4 bv the -
removed on 07/19/11. A review of the Allegation c . planwas approve. by the
| of Compliance revealed the following: Quallty Assurance committee and Dr.
: Santos the medical director. All
- The Admimstrator, DON, and the Administrative findings of the stated audits and
team received an in-service provided by the | review P ;
Regional Nurse Consultant and the VP of treview of t}_Le policies will be Pre_sentEd ;
Operations on D7/18/11, regarding the to the Quality Assurance Committee
requirsments of the guality assurance process, each week for four weeks, then
- The Qually A . c it ¢ monthly for further recommendations
i~ The Qua ssurance Committee mst on
07/18/11, to review the performance and follow up.
¢ improvement plan and for further
recommendations. 3. The administrator will oversee the
The VP of Operatl the Regional N QA commiitee meeting in conjunction
- The VP of Dperations or the Regional Nurse L T .
Consultant would be providing oversight daily. with the Puecﬁor of Nur51j:1g, DT team
: and Medical Director. Keith Boyce, VP
*The Allagation of Compliance was verified by of Operations, or the Regional Nurse
the following. ) Consultant will provide oversight
- A review of educational rosters dated 07/18/11, daﬂy,‘ Monday — Friday, starting
revealad the Administraior, DON, and the G7/18/11 for one (1) week; then, once
administrative team (Unit Managers, MDS ) per week for four (4) weeks and then
Nurses, Social Services, Activily Dlrector, Medical monthly for three (3)months of the
FORM CMS-2567{02-09) Previous Versians Obsqiete Event 13 875G11 Faciiity IO, 100284 - If continuation sheet Page 21 of 28
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F 480 | Continued From page 21 F 49p| Administration and operations. !
Records, Dietary Manager, Staff Development ) . _
| Coordinator, Housekeeping Supervisor, 4. The Regional Nurse will observe the }
Mainfenance Director, and Medical Director) were Staff Development during orientation !
educated by the Regional Vice President and of new employees for momitoring of |
Regional Nurse Consultant regarding the QA ducation £ ‘ dn
process related to the smoke break monitoring education for emergency preparedness .
system and o ensure that safety precautions and response, once during the next;
were followad. An interview conducted with the month.  Thereafter, the director of |
Administrator on. 07/22/11, at 2:30 PM, revealed nursing or the administrator will |
the Administrator was reviewing the smoke break b the ori . -
audit daily with the DON to ensure appropriate observe the orientation process once a :
completion and follow-Up as indicated. month on an on-going basis. All
‘ findings will be discussed at the:
- Areview of the minutes for a Quality Assurance ; ; ;
; " ‘ t tt
: meeting conducted on 07/18/11, revealed the mon h ly QAdcom;n ittee, with SySt?m
 Administrator, DON, and Medical Director, as wel revisions, and further recommendatfon |
as the Plant Operations Director, Housekeeping as needed.
Supervisor, and other Departiment Managers . .
reviewed the Performance Improvement Plan . . Interdiscioli -

e : - i5, terdiscipl ti 1
which included findings of stated audits and the 0 : The rdleIP mary' eam_ Wﬂ
smoking, oxygen, firs safety, and cantraband review the annual m-servmev training
policy and procedures, The minutes also schedule for emergency preparedness
re\.lfealed thekQA C?mmiﬁeekwouig tr}?vlew fh? and response each month with the QA

olicies weekly fur four weeks and then month " - - -
| 1E:)r theee mon?rf]s fo ensure compliance. ly committee with revisions as necessary.
~ An interview conducted Wwith the Regional Nurse 6. During the morning meeting the
8?”5;”‘5“_50”?7;{ éﬂ 11 nt?t 4:00 ;M,Rrev_eale? the Interdisciplinary team reund findings
ice President of Operafions or the Regional : L B
Nurse Consultant was providing oversight daily 'With_ . be . discussed  with  the
beginning on 07/18/11, and would confinus for administrative team and a- process
one week, then once weekly for four weeks and . improvement implemented for any
then monthly for three months. _ concerns. All . findings will be
Based on the above ﬁndihgs, it was dstermined d]SC'l]BISEd ajc . the mon.ﬂle QA‘
the Immadiate Jeopardy was removed on _ committee, with system revisions, and
£07/19/11. Noncompliance continsed with scope further recommendation as needed.
; and severity lowered to D" level based on the ]
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F 490 Continued From pag 072 E 490 Include datels when correc:twe achoz
facifity's need to evaluate the effectiveness of will be completed. - 08/31/11 1.
Quality Assurance activifies refated to the '
implementation of Policies/Procedures for the
Fire/Smoking Safety program. 518
F 518 483.75(m}(2) TRAIN ALL STAFF-EMERGENCY F518 e .
s5=1| PROCEDURES/DRILLS - Address what corrective action will be™

1 by:

i When the resident was finishing his/her cigaretts,
: the oxygen ignited, causing the resident's face

'F323)

The facility must frain all ernployees in emergency
procedures when they begin to work in the facility;
periodically review the procedures with existing
staif, and carry out unannounced staff drills using
those procedures.

This REQUIREMENT s not met as ewdenced

Based on interview, record review, and policy
review, it was delermined the facility failed fo
have an effective system 1o ensure all employses
were trained in emergency procedures to include
monitoring of resident smoke breaks. On
0771511, one of twenty-six samplad residants
{Resident #1} enfered the resident smoke room
with portable oxygen attached 1o histher electric
wheeichair, The oxygen was on and the resident
was recelving the oxygen via nasal cannula. NA
#1, who was monitoring the smoke room, ’
provided Resident #1 with a cigarette and light.
The NA observed the resident relight hisher
cigarstte with a fighter he/she was carrying.

and beard to cateh on fire. The NA ran from the
room fo summon help and did not attempt fo
extinguish the fire or ensure residents were
protected from further potential harm, (Refer to

to  be affected by the deficient
pPractice/specific corrective action.

1. Kim Henson, RN, -initiated staff
education on 7~15-11 at approximately
7:45 pm on the smoking policy,
including oxygen is not allowed in the
smoke room, for the facility staff that
were present in the building at the time
i of the incident. Mary Deaton, C. N.A,

facility staff at 9:30 pm on 7-15-11 to

" ithe facility for education on the
smoking policy to include oxygen rot
allowed in smoking room.

other residents having the potentiaf to
be affected by the same deficient
"I practice/Explanation of steps taken to
identify_other areas of same deficient

practlce

-|1, After'review of education provided
by Kim Henson, RN on 7-15-11, the

accomplished for those residents found

Staffing Coordinator, called remaining 7

Address how the facility will identify-
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Based on the above findings, it was determined
the facility's failure to hava an effective system in
place o ensure employees were adequately
frained in emargency procadures ralated to fire,
caused or is likely tp cause serious injury, harm,
impairment, or death to a resldent Immediate i
Jeopardy was identified on 07/20/11, and was
determined to exdst on 07/15/11. The fadility was
notified on 07/20/11.

An acoceplable Aliegation of Compliance was
received on 07/22/11, which alleged removal of
immediate Jeopardy on 07/1%/11. The State
Agency determined the Immediate Jecpardy was
removed on 07/19/11, prior to exit, which lowered
the scope and severily to "D" at 42 CFR 483.75
(F518) while the facility monitors the
effectiveness of sysiemic changes and quaiity
assurance acfivities.

The findings include:

A raview of the facility's policy entitted "Fire
Classes" {dated January 2005) reveaied fire
classes would be conducted for all personne! en
a quarterly basis. The policy further revealed fire
fighting procedures would be inciuded in the
class.. The policy reveaied fire classes would be
conducted by the Safety Officer or other
responsible person demgnated by the
Administrator,

A review of the Taciiity policy entitled "Contraband
Discovery-Stmoking” (dated Decembar 2010}
revealed residents who smoke were required to
be.supervised by designated facility staff. The’
policy revealed all smoking materials were
required fo be kept in the nurses' madication

¥

Director of Nursing revised the - i
education material and began to in-
service the staff on 7-16-11 at 5am with
retum demonstration of a resident
with and without oxygen, when
observed to have the presence of
smoke and/for fire, of monitoring the
smoke brezk, including reviewing the -
list of resident specific interventions
located in each smoke box and
ensuring that oxygen equipment does |
not enter the smoke room. This in- *
servicing also included RACE: Rescue,
Alarm, Contain, Evacuate and what to
do in an emergency situation. The
educational in-services continued
throughout the day by the Director of
Nursing, Jennifer Pelfrey, RIN and
Denise Lynch, Consumer Relations, All
active staff members were educated
-prior to working their scheduled shift,

F 518

2. On 7-18-11, the Director of
Maintenance in-serviced active staff on
the fire safety policy and procedure.

3. The Administrator, Director of
Nursing and administrative team will ;
review the orientation process and :
procedures for new employees and on- !
going training of existing staff. The |
Interdisciplinary team wiil discuss and i
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room. The poficy further stated the famirty staff

was required to light resident smoking material. |

The policy revealed smoking-would not be

- | permitted in areas with any oxygen related

dewces

The facility did not provide a policy related to new
employee orientation. The facility aiso did not
pravide a policy related to monitoring resident
smoke breaks.

A review of the facility's lnc;dent/Occurrence
Investigation completed on C7/20/11, revealed
Resident #1 had been smoking in fhe smoke
room with his/her cxygen tank on the back of the
wheelchair when the oxygen ignited, and caught
Resident #1 on fire. RN #4 revealed Resident
#1's face and hands were "charred black” and the
resident's facial hair was singed. Per the repoit,
Resident #1 sustained first and second degree
bums io the face (eyelids, nose, cheeks, and lips)
and blisters {o both hands,

A revisw of the faciiity's Invesfigation Report .
completed on 07/20/11, revealed Nursing
Assistant (NA) #1 had been assigned to monitor
ihe resident smoke room for a smoke break. The
Investigation Report further revealed NA #1 had
not seen the oxygen tubing, nor did she realize
the axygen was still on. -NA#1 gave Resident #1
a cigarstie and proceeded 1o fight the cigaretie.
The Report revealed NA #1 saw smoke and the
facial hair of Resident #1 on fire, and then an

'immediate fiash of flame. The Report revealed

NA #1 velied for halp, ran out of the room o the
nurses’ station fo get help, did not atiempt to
extinguish the fire on the resident’s face, and
failed to ensure residents were protected from

develop a plan for demoenstration and
post testing.  The Interdisciplinary
team will develop an annual in-service
training schedule for emergency
preparedness and response.

" i Address what measures will be put
; intD place or systemic changes made to

ensure that the deficient practice will
i not recur.

1. Safety/Awareness to prevent
'} accidents/hazards has been revised by
the Administrator, Director of Nursing,
HR Director and Staff Development
Coordinator and has been added to
orientation of all new employees as of
July 17, 2011, This inchudes education
on RACE, the smoking policies and
procedures, monitoring the smoke
room and safety procedures and
oxygen and fire safety. The new
packet will include post test for all new
| hires effective 7-17-11 with return

: demonstration of turning off oxyger,

throwmv the fire blanket on the flame,

‘ pulling the fire alarm to alert other
staff for need of rescue and possible -
- evacuationi.

] 2. The Interdisciplinary team discussed
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i The NA stated the only in-service she had,

-smoke break. Per interview, when Resident #1's

: educational in-services for the staff. The SDC

‘i kept for use in the resident smoke room. The

| statad the facility provided 1o special in-services

further harm.

An interview conducted with NA #1 on 07/19/11 ,
at 2:25 PM, revealed she monitored the resident's
smoke brezks on most of the shifts she worked,

received since employment, regarding monitoring
rasident smoke. breaks and what to do in an
emergency situation, was after the incident with
Resident#1. The NA stated all she had been told
regarding residents’ snicke breaks was that the
residents could only have two cigarsttes per

oxygen ignited, NA #1 screamed for help and teft
the smoke toom to get a nurse, leaving two
residents in the smoke room alone {(Residents #1 |
and #25). The NA siated she did not know what
to do and just panicked.

AN interview conducted with the Staff
Development Coordinator (SDC) on 07720111, at
3:50 PM, revealed she was responsible for the

stated policies were reviewed; however, there
was so much informaticn to cover, the in-service
wes general. The SDC further stated she
showed the employees where-the fire blanket
was kepf in the resident smoke room, but did not

demonstrate to the empioyees how to use the fire |

blanket or when te use it. The SDC further
revaaled the fire blanket was not mentioned in
any of the facility's fire safety pelicies, but was

8DC revealed she did not complate any
competencies to assess the new emplayess'
knowledge of the informatidh she presented in
new empiloyee orientaficn. The SDC further
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plan to develop a’ plan for
demonstration and post testing. The
Interdisciplinary team will develop an
annual in-service training schedule for |
| emergency preparedness and response..
3. The Staff Development Coordinator
will develop and initiate post testing
for ~emergency procedures .and
preparedness. - Training wiil be
completed for new employees during :
Qi-ientation process and on-going for
existing staff as scheduled on the
lemergency = preparedness  training
i calendar.

Indicate how the facility plans to

monitor its performance to ensure that .

solutions are sustained

1. The Director of Nursing or the
Regional Nurse Consultant will
monitor the Staff Development
Coordinator once per month for the
next three months during orientation
;of new employees.. The Director of
%Nursing or Regional Nurse Ceonsultant
will document any findings, address
any corrective action immediately and :
re-educate if needed. All findings will :
be brought to QA monthly for revision,
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| know how to use the fire blanket because the last
‘| in-service conducted on fire safety was on

03/17111. The MD further stated the fire blanket .
should have been usad for the incident with
Resident #1 on 07/15/11. Per interview, the MD
felt fire safety training was very important and
someone coutd potentially die if the staff did not

- | know fire safety. .

A review of the personnel file for NA #1 revealed
the NA was hired on 04/01/11, and attended
orientation ort 04/01/11. The In-service record for
NA#1 revealed on D4/01/11, NA #1 aftended
Fire/Disester Safety and Risk Management
Accidenttncident in-services provided by the
SDC during the routine new employse orientation.

**An acceptable Allegafion [ACC) of Compliance
was received on 07/22/11, which alleged remova
of immediate Jeopardy on G7/15/11. An
extended survey was conducted on 07/22/11,
which determined the immediate Jeopardy was
removed on 07/18/11. A review of the Allegation
of Compliance revealed the following:

Ao | ) PROVIDER'S FLAN OF CORRECTION )
PREFIX } {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EAGH CORRECTIVE ACTION SHOULD BE COMPELETION
TAG | _ REGULATORY DR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE

- , . : DERICIENGY)
F 516 - Continued From page 26 , | F 5g| 1 needed.
1o staff assigned to monitor the resident smoke ) ‘ .
room prior to the incident with Resident #1 on ° 2. The Staff Development Coordinator
07/1541. will bring the in-service calendar and
t test for all in-servi cheduled
AN interview on 07/20¢11, at 3:35 PM, with the ot mmorth e s O o T
faciiity's Maintenance Director (MD) revealed he or that month to the Q_ meeting. Ihe
was responsible for conducting in-services on fire QA committee will review and discuss
| safety. The MD stated the fraiing he provided the material and the post test for any
was 1ot part of new employee onentation. . Per changes that may be needed.
interview, he told employees where the fire . ‘
blanket was stored but did not instruct staff on - '
how to use the fire bianket. The MD stated there Include dates when corrective actior -
-could petentially be some employees who did not will be completed. 08/31/11
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- In-services began on 07/15/11, and all staff
would be educated prior to working their mext
scheduled shift In-services included menitoring
residents’ smoke break; smoking policy including
* L oxygen nof being atlowed in the smoke room;

i safety interventions with a refurn demonstration
_:ofwhalt to do in the presence of smoke and/or .

‘ fire; whet to do in an emergency situation; and
where fo find resident specific interventions to be
implemeniad when smoking. ;

- The Safely Awareness in-service to prevent
accidents, including education on the facility’s
smoking policies and procedures, monitoring the
smoke room, -and oxygen and fire safety, has

| been revised by the Administrator, DON, Human
Resources Director, and $DC, and added to the
orientation agenda beginning 07/17/11. '

*The Allegation of Compliance was verifiad by
the following:

-A review of the education rosters revealed
education was inittated on 07/15/11, and facility
staff was in-serviced on the process to moniter

.| scheduled smoke breaks/safety procedures with
return demonstrations of emergency interventions
prior to working their next shift, inferviews on
07/22/11, betwaen 1:30 PM and 4:00 PM, with
State Registered Nursing Assistants (SRNAS) 6,
#12, and #13; Housekeeper #13, Licensed '
Practlcal Nurse #3, and RN #2 revealed staif was : :

able fo confirm ﬁrefoxygen safety education had
been provided and all sfaff was able to relate the
appropriats emergency interventions that shoulid
be provided in the event of an emergency.

| Observations in the smoke room on 07/22/11, at
1:30 PM, revealed ME #1 and RN #{ were able to
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demonsirate the use of the fire blanket and
location of the fire extinguisher.

- A review of the orientation agenda regarding
Safety/Awareness fo prevent accidenis/hazards
revealed the agenda had been ravised and added
to the orientation of zll new employ=es, This
includad education on RACE, smoking
policles/procedures, monitoring the smoke room
and safety procedures, and oxygen and fire |
safely. The new packet included pre and post
tests for all newly fired employess with return
demonstrations required for shutting off oxygen, |.
placing the fire blanket on the flames, pulling the
fire alarm, and possibie evacuation,

Based on the above findings, it was determined.
the Immediate Jecpardy was removed on

0711911, Noncompliance continued with scope
.| and severity lowered to "D" leve! based on the o ;
facility's need fo evaluate the effectiveness of ‘ : ‘ ' i
Quality Assurance activities related to the ‘ '
implementation of Policies!Procedures for the ‘ o

Fire/Smoking Safety program.
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A life safety code survey was initiated and
concluded on 07/20/11, for compliance with Title
42, Code of Federal Regulations, §483.70(a).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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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 to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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