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Submission of this Plan of Correction does
FO00 INITIAL COMMENTS o not constitute admission or agreement by 1
provider of the truth or the facts alleged or
A Recertification Survey and an Abbreviatad conclusions set forth in the Statement of |
Survey investigating Compiaint KY#22827 was Deficiencies. The Plan of Correction is |
conducied on 02/24/15 through 02727115 with submitted solely because it is required by the
deficiencies clied at the highest scope and provision of federal and state Jaw.
severlty of a "E®. KY #22827 was substantiated
with deficlancies cllad
F 166 483.10{T(2) RIGHT TO.PROMPT EFFORTS TO F 188

ss«E RESOLVE GRIEVANCES

A residerit has the right to prompt effarts by the
facliity to resotve grisvances tha residant may
have, including those with respact to the behavicr
of cther residents.

This REQUIREMENT g not met as evidenced

by:

Based on cbservation, inlerview, and review of
the facllity's pelicy, it was determined the faciiity
falled to ansure sach resident’s right to voice
grievances and fo be assured that afler receiving
a complaln or grievance, the facllity would
actively seak a resolution and keep the resldent
appropriately apprised of its progreas toward a
resolution for five (5) of six (8} unsampled
residents (Residents D, E, F, G, and H,) who
attended the Group Interview and Residant
Councll,

The faclilty falled to act upon repeatad
cornplalnts, made during the monthly Reaident
Council Mestings, of siaff talking end texting on
their call phonen in the resident's rooma and care
areas; beds linens not being changed in a timaly
mannsr, cancams with residanta needing
assistance back to their rooms after meals and
having to wak, as much as two (2) hours, and out

F166
483.10(1}2) Right to Promp1 Efforts to
Resolve Grievances

It is the routine practice of this facility to
make effort 10 resolve grievances voiced by
residents or his’her representative,

Cor e for
Identificd in the deficiency:

The minutes from the Resident's Council
meetings from the prior three months were
revicwed to verify that all concerns had beep
addressed. Inservice with nursing staff was
conducted on 2/25/15 regarding bed
making, linen change, assisting residents
after meals and activities. The care plan of
resident requesting to be gotten up earlier,
was revised 10 reflect that preference.

How other residents who may have been
ed i we ntifled

A Resident's Councii Meeting was held on
2727115, Concerns expressed during this
mecting were managed through the facility'd

4/8/15

LABORATCAY DIRECTOR'S OR PROVIDER/SUPPLIER REPREBENTATIVES SWM TITLE @” /D)d

{XH) DATE q,.f”

mmmmmmwmhr)dmamm the institution may b excused from comecting providing i Is delermined thet

muummmmmmumum.(mmm.y Excepl for nursin
following the dute of survey whether or not & plan of comaction Iy provided. For nursing homes,

ghomn.hhdnpmhdn!nnamdmmdm
the above findings and plana of comection ere disclosaila 14

demNdﬂbﬂnnMﬂlmﬂnf-mmbmfm. It deficiencies are citad, an appraved plan of comection ks raqulsits 1o continusd

progrem participation.
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of bed and dressad in the momings. Additionally,
the facility falled o kaap the residents apprisad of
its prograss towand a resolution ta the complaints
made by the Residert Council Members,

The findings Include:

Raview of tha Iacillty’s policy titled "Residant
Councilf Activities” and "Resident Council
Guidelinas®, last ravised 01/14/1Q, revealed the
Rasident Council was to enabla the residents ta
axarcise their rights and protect thelr Interests by
participating fully in the decisions and tasks which
affoct thelr evarydsy lives. The designaled
suppont person shouid complete the Sacrelary's
Worksheet for Resident Council Notes, for each
meeting and submit these to the Adminlatrator, as
soon as possible, 80 that concems or
suggestions can be acted upon timaly, The
Administrator or designee will respond to all
supgestions following the meating, The
daslgnatad support person is to requesl a formal
raspanss {o sk kdentified concems and follow up
on all identified concamns 1o assurs responsas are
avalisble to the council prior to the next councit
meeting.

A review of tha facility policy for "Communication
Devices and Cellular Telephones,” last revised
01/01/13, revealad empioyaes’ parsonal callular
telephonss may not ba used during working limes
and in working areas of the facillty, excapt in
response to a facility or parsonal amargency and
were lo be used during non-working timas, before
clocking in or after clocking out, during authorized
break or meal times, so long aa this doss not
disturb residents or intarfere with the work
performed by the employes.

grievance process and addressed by the
appropriate disciptine for the identified
concern. Resolution to the grievance was
communicated back to the individual (if
known} that expressed it and was reviewed
and signed by the Administrator. Resolutio
of the issues wiil be communicated to the
group at the next residents council meeting,

-

lemented or
n nee;

-

The Activity Director, who is responsible fo
facilitating the Resident's Council Meetings,
was provided education on 2/26/15 and was
directed to provide copies of minutes to the
Administrator following the meeting and to
initiate the facility’s grievence or missing
items process for any concerns not
immediately resclved, This education was
provided by the Director of Nursing. He wal
further educated to report back to resident’s
council the resolution of issues reported in
previous meeting. Reaffirmation of the
education was conducted an 3/23/15 by the
Director of Nursing.
Monj ompliance;
The Administrator will revicw the Resident'§
Council minutes following each meeting to
assure a prievance was initiated for issues
identified. The open gricvances will be
followed through the facilities Abbreviated
Quality Assurance meeting until completed.
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Intarviews with six (8) residents, Residents D, E, Grievances will be reviewed by the facility'd
F. G, Hand |, on 02/24/45 at 3:16 PM, and Quality Assurance Committes monthly to
reviews of the Residant Council Minutes for verify that efforts were made to resolve
12101114, 12“30”‘. and 01/28/15 revealed cancerns. The Abbreviated Quﬂli‘y
m—&o:ngz mm:tmn&?‘“m!zg'ﬁk Assurance Committee includes the
ﬁth eif(rui)ml afl:r ": i :r' — nf::i s 9 Administrator, DON, Assistant Director of
morminge; bad linens not being chunged oftan Nursin_g, Unit Managers,-Staﬂ' DFv'e.] °pm="7
enough; and, staff talking and texting on thels cell Coordinator, Secial Service, Activities
phanes in tha residant moms and in halways and Director, Medical Records Director,
not being svallable when needed. Admissions Director, MDS Coordinator,
Dietary Manager, Environmental Service
Interview with the Activity Coordinator, on Director. The Quality Assurance Committe¢
02/27/18 at 9:05 AM, revealad the staff mamber consists of the same people plus the
had reported the concems from group, to the Consultant Pharmacist, Medical Director
previous Administrator, verbally and at one times
there was a sheet to have been fliled out. Since
that time, he hes baen reporting the concems to
various departmant heads, depending on what
department was Involved and these particular
concerns wera glven to the Director of Nuraing
{CON,}) verbally and in e-malls. Hs stated he had
never given anyons a copy of tha Resident
Council Minutas, axcapt the previous
Administrator, but would have if asked. A reviaw
of e-malls to the DON revealed the concems had
bean reported to her.
Interview with tha DON, on 02/27/15 at 1:42 PM,
ravealed sha probably did ses the e-malls from
the Activity Coordinator but needed to do a batter
Job of acting on them,
F 254 483.15(h)}{3} CLEAN BED/BATH LINENS IN F 254
gg=E GOOD CONDITION
The facility must provids clean bed and bath
finens that are In good condition.
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This REQUIREMENT s not met as evidancad
by:

Basad on observation, Interview and facility
pallcy review, it was detarmined the faciity failed
lo ensure an adequate supply of washcloths and
lowels were evallable for staff and residents use
1o provide care.

Review of the Cansus with Licensed Practical
Nurse (LPNN) #8 revealed thers ware twenty-alght
{28) residents, rasiding on 300 Hall on 02/25/15
at 8:30 AM.

The findings include:

Raview of the facility’s policy titled, "Laundry
Services", last revisad 04/10/13, reveeled the
facility should provide an adequate supply of
hygienically clean and odor free linens to meat
the needs of the residants. The laundry
department will maintain an adequate supply of
hyglenically clean linens to provide resident care.

Intarview with Unsamplad Resident #C, on
02124115 at 11:15 AM during initial tour, revealed
he/she doea not get & clean washcloth and towel
dally when bathing. Further interview revealed
thare were mominga he/she had to wait for
laundry staff to stock the Enen on tha unit.

interview with Resident #11, an 02/25/15 a1 3:15
PM, revealad he/sha had an “issua® with the
facility not having washcloths avallable whenaver
he/she needed one. Resident #11 stated at imes
he/sha had to use towsls to baths when
washcioths were not accessible and she know
ihe nursing staff had to wash finen when supplies
were short during after hours when laundry steff

It is the routine practice of this facility to
provide a sufficient quantity of bed/bath
linens that are in good condition.
i ] eviden
in i A

Additional stock of wash clothes and towels
that were in supply were placed into
circulation,

An additional 3000 washcloths and 200
towels were purchased on 3/3/15.

How other residents who may have been
affected by this practice were identified
An inventory of washcloths and towels was
conducted on all units by the environmenta)
service director on 2/25/15.

Meas [ tems
Altered to Prevent Re-occurrence:

Par levels of linen werc established 1o have
on available for use. Laundry staff is now
supplying a minimum of two washcloths
and one 1owel per resident at the beginning
of dey and evening shift. The supply is
replenished 2-3 times during the shift. An
additional supptly of linen, including at Jeast
2 washcloths is being stocked at the end of
the evening shift to be available for night
shift. An additional supply of washcloths is
being stored in the Main Clean Utility room
across from the nurses station for easy acces|
in the event there is an excessive use,
Additional stock will be maintained for
utilization as needed. When back up supply
is accessed to meet stocking needs,
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oft duty. additional items will be ordered.
Nursing Assistants will be educated from
Mﬂgﬁ#“ linan '“&':ﬂr: d“r:"m"“ 3/23/15- 3/31/15 by the Staff Development
wash clothes of tow eh';. Further obu::uon of Coordinator to report to Environmental
the 300 Hall linen g on 02/28/15 at Service Director and Administrator en the
B:25 AM ; l’ Ithu |mag : “’“H‘mt'n o) event linen is required to be obtained form
washcloths and elght (8) towsls avaliable. Review the Clean Utility Room so distribution levels|
of resklent cansus on 300 Hall 02/25/15 at 8:30 can be adjusted. Afer 3/31/15 SRNA's will
AM, twanty-eight (28). be trained prior to their next shift worked.
Intarview with Cortified Nuree Alda (CNA) #7, on Monitoring for Ongoing Compliauce:
and (8) mﬁmmu:,ﬂxﬁt:: Linen inventory -vs- par Jevels will be
to begin AM care prior to laundry sarvices reported to the quality assurance committee
delivering linen ta the unit. CNA ¥7 siated cach morith by the Environmental Service
washcloths and towels are not always readily Director and Resident's Council will be
avallable for staff and residents o uss, CNA #7 queried regarding availability of linen in the
stated, * Im surprised there ars this many Monthly Resident's Council Meeting.
washcloths this moming, wa usually have lo Rounds will be made by ADM, DON,
search showar rooms or other units bafore ADON, SDC or UM as assigned weekly x 4
laundry makas a delivery to the halls in the weeks, then monthly x6 to verify that the
moming. The nurses do have access to the quantity of linen supplied is adequate.
laundry room if we (nureing staff) have to wash a Findinps of rounds will be reported to
load of linen. Administrator and QA Committee to
determine if par levels require adjustment.
Intarview with CNA #8, on 02/24/15 at 3:40 PM,
revealed towels and washcloths were not always
available for residents and staff to provide care,
CNA# stated the facility siopped using wet
wipes in November 2014 which increased
demand of washcloths and toweis. CNA #6
stated, “There are times when giving a reskdent &
shower er providing care that | have to go to the
laundry and wash a ioad of washciothe and
lowais just lo provide care to the patients®.
Interview with Housekeeper #1, an 02/25/15 at
12:45, revealed washcloths tend to get thrown In
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the trash by residants and siaff. She stated there
had besn timas when washclothe were in limited
supply and not enough to stack linen shelves on
units,

Interview with Housekesper #3, on 02/25/15 et
12:55 PM, revealed facility experienced a
shortage of weshcloths for approximatsly two (2)
wueks in November when the facliity stopped
supplying wet wipes. She statad she and other
laundry/houssakesping staff were getting
complaints from staff and residents washcloths
and lowels ware not being svailable to provide
care.

Interview with Plant Service Director of Leundry/
Housekeeping,/Maintsnancs, on 02 /27/15 at
10:10 AM, revealad ha became aware of tha
washcloth shortage In Cetober 2014 when the
facllity stoppad using wet wipas. He stated staft
and residents diaposing of soiled washcloths and
undarpad's in the trash caused a reduction of
avallable nen. He ruvealed there had never
beean a time the facllity was without washeloths,
and the CNAsg with a history of laundry
exparience had gane (o the laundry and weshed
8 load, if linen waa unavaiable.

Intarview with the Director of Nursing (DON), on
02/23115 et 5:00 PM, revaaled the facliity stopped
using wet wipes three (3} months ago because
wet wipas were being flushed creating problams
with the city sewer system. The DON ateled she
would not expect wet wipas io affect quantity of
washclothe available for residents and staff use
while providing care. The DON revealsd staff had
access lo laundry during off hours of the laundry
personnel.
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F281 483.20(k){3l) SERVICES PROVIDED MEET
38=0 PROFESSIONAL STANDARDS

The servicss provided or aranged by the facifity
must meet profeseiona! standards of quality.

This REQUIREMENT is not mat as evidencad
by:

Based on obsarvation, interview, recard raview,
and review of the faciiity policies, and review of
the Kentucky Board of Nursing Advisory Opinlon
Statement (AOS) #14 and #27, it was determined
the facliity falled to provile services to meet
professional standarda of quality for Ihvee (3) of
ninatesn (18} sampled residents {(Resident #4,
Resijant #9, and Resideni #8). The faciity falled
to complets a Full Risk Asgessment on Resident
#4 and Resldent #9 to determine the sizs of the
sling neaded lo transfer the rasident with the
transfer B In addition, there was no physician's

F281 pROFESSIONAL STANDARDS

it is the practice of this Facility to provide or
arrange for services

[
Identified in the deficiency:
New Transfer-Lift Analysis' for Residents #
4 and #9 were complcted that reflect the
correct size indicated based on the
manufacturer's recommendation. The Nurse
Aide Data Sheet for Residents #4 and #9
were updated to reflect the evaluated sizes by
unit nurses on 2/25/15. An order was
abtaiied by the Unit Manager on 2/25/15 for
Resident # 6 for use of the soft fap tray. The
order for the alarming seat belt was
discontinued on 2/25/15. The treatment
Administration record, Care Plan and Nurse
Aide Data Sheet were updated on 2/25/15 by
the Unit Manager to reflect the current

order for the use of a soft lap top wheesichalr tray orders,
on Resident #6's whesichalr that had bean In use,
on a trial basis since Novembar 2014, Further How h have

review revealed Resident #6 had a physiclan's
order for a veicro alarming seat belt and pressure
sensitive alarma for the bed and wheel chalr,
howaver, observations during the four day survey
(02/24/16-02/27/15,) revealed the items were not
In use and review of the February 2015
Treatment Adminisiration Record {TAR) revealed
licangsed staff had initialed the items were in
place.

The findings include:
Review of the Kentucky Board of Nurging Patient

Care Orders ADS #14, last rovised 1072010,
revealed the liconsed nurses ware responsible for

by this w
The Transfer Lift Analysis for all residents
were audited by Director of Nursing,
Assistant Director of Nursing and Unit
Manager on 2/25/15 to verify that the
analysis was complete and that sizing was
accurate. Nurse Aide Data Sheets were
audited to verify that the method of transfer
and sling size when indicated was correctly
transcribed onto the Nurse Alde Data Sheet
on 2/25/15 by the MDS Nurses.

The Physician's Orders, Treatment
Administration Records (TAR) and Nurse
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the adminiatration of medication or treatment as Aide Data Sheets were audited by the Uni
y the Unit
aulhodzr:* by the physician. 0’;’"‘“"‘" Licansed Manager (UM), Assistant Director of
m”'mm " ““’a’l'“ umA w“:" ot revised Nursing (ADON) and Director of Nursing
seatrdndieg u:n ce i ‘;‘ d“’mm";'“‘ (DON) between 3/23/15 and 3/25/15 1o
all as ppmlo:';nuram it m;“;: 4 s validate that the devices in use reflect the
0 P ) current orders and documentation.
Review of the facility's policy titfed, “"Lits and
Transtaming Dovices,” revissd 12119/13, revealed YTy .
documentation to include R was the policy of the ; 2 SUE A DRG]
facliity to seek mathods by which |
mn‘fw.mm of residents ':vy” gdum?ms Education was provided to Licensed Nurses
safest means possibis for the safsty of residents i on 3/19/15 through 3/27/15 by the Staff
and the care of providers and residents would be Develgpment Coordinator (SDC) to educ.ate !
svaluated for the need of a |ift on admission and regarding the proper completion of the Lift
whenaver thers was a change in the residant's ‘Transfer Analysis and proper method of
8blity to bear weight or transfar. Further raview sizing slings. Training also included
ravealed employwes would be trained on the trmscrip}ion of analysis findings onto the
proper usa of Ifts and caregivers woukd have Nurse Aide Data Sheet (NADS). After
access to resident specific Information on the initiation of Transfer / Lifl Analysis audit,
type of lift, aling or transfer device and were to onfy nurses who have completed teining will
follow manufacturer Instructions, be authorized 10 complete analysis.
Review of tha Manufacturer Instructions, titled Training was provided at the same time
Hoyar Siing Guide, undated, revealed regarding Professional Standards of Practice
documentation to include a suggested aize and requirement to accurately record care
waight rangs chart and recommendad a full risk provided. This training was extended to
assesament be conductsd before any sling wae Licensed Nurses and Medication Aides
selected. responsible for documenting provision of
such things as treatments and safe
Resident #4 on 01/31/12, with diagnoaes which
included Comonary Artery Disensa, Conpestive State Registered i i
gistered Nursing Assistants were
H“LF:":"“' Arthritis, Depression, Dementia : provided education by the SDC, DON,
g‘“" n:""’;"'n‘lﬁ" Ly 5°s";"'°"- Review of ADON or UM beginning on 3/23/15,
e "{ y J:T;Es’?s (Mfﬁlh . continuing through 3/31/18, regerding
aaaesamnm‘; A sident’ » revea cifity process of sizing of slings by the nurse,
o 8 cognition as severely method of communicating sling sizing and
impaired with 8 Briaf Interviaw of Mental Status
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(BIMS) score of 98, and the resident required a method of identifying sling size for use.
machanical ift with assist of two (2) staff for Afler 3/31/15 an,ffy SRgNA 2 yet rained will
transfers. be trained prior to next shift worked. Sizing
charts denoting the weight capacity of each
Raview of Ruldam1#4‘s Resident WT""“"M size sling and tghe color of bml:i?ng used to
Qn:n};siu;;tm ﬁ 1:Eémdmmmu quickly identify the sling size, was posted in
exhibited i nv:um Tt el .u nable the Lift Storage Room for quick reference
o maintain an upright seated posture on the toliet when choosing the specified sling on
or bedsile commods and nesded @ basic sing, 3/23/15 by the Quality Management Nurse.
Further review revealad there was no evidenca Monitori lian
Monitoring for Ongolng Compliance:
::p:::':z: :;:‘::::_m bt The MDS Nurses will check for proper
completion of the Lift Transfer Analyss,
Review of Resident #4's Welght Record and when gn!hcring info for the quarlerly MDS.
review of the Hoyer Sling Manufecturers They will confirm that the master NADS
instructions revealed a Medium (ysliow) siing was containg the sling size specified on the
appropriate for Resident #4 whose weight was cosmpleted analysis. In the event a sling size
betwean zero (0) and two hundred (200) pounds. is not present, they will immediately report
to DON for completion. Findings will be
Obsarvation of Residant #4, on 02/25/15 at 8:20 reported weekly in the Abbreviated Quality
AM, roveslad the resident was sliting In the main Assurance meeting and conveyed to full
dining room on a yeliow it sling in a broda chalr. QAA committee for monthly review monthly
x 3 months, then quarterly x3.
2. Record Review revealed the facillty admitted
Resident #8 on 05/21/14, with diagnoges which
included Selzurss and Post Oparative Brain
Surgery. Review of the quarterty MDS
assessment, dated 02/03/15, revealad the facliity
assessad the resident In a comatose stats, and
the msident requirad a mechanical Iit with asslst
of two (2) staff for transfers.
Review of Resident #9's Resident LIt Transfer
Analysis, daled 08/21/14, revealed
documentation to include that the resldent was an
"Active Liftar, evaluate for sling alze. Proceed to
Question A", Questian A was not complated and
Quastion B was answered by clrciing *Yes, Full
FORM CMS-2507102-4) Prarvicua Visrslors Obsclete Evend I0:130V1H Faciity ID: 100290 It continuation sheat Page 9 of 25
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back Sfing" plus two (2) person assist. There
was no documanted evidence the siing size was
determined.

Review of Resident #9's Weight Record and
review of the Manufacturer'a Inatructions revealed
2 Medium (yellow) sling wak appropsiate for
Rasldent #4 whose weight was between zero {0)
and two hundred (200) pounds.

Observation of Resident #9, on 02/24/15 at 3:45
PM. revealed the reaident lying in bed in a right
lateral position with the hesd of bad elevated, no
Iift sling visible In the room or beneath the
resident,

Intarview with CNA #2, on 02/25/15 at 12:45 PM,
revealed the yallow "medium® siing was used for
Rasidents #4 and #8. CNA #2 sald she ysed the
medium (yeilow) sling most of the time. 8he
staled "I would not use the amall (red), ) just iry to
think about it, I have not been tralnad on how 1o
salact a sling size, tharapy vsually tells us.” CNA
#2 stated sling size was not discussad during
shift change.

Review of Resident #9 Resident Lit/Transfer
Analysls, dated 08/24/12, revaaled there was no
evidence the facllity evaluaied tha resident for the
approptiate sling alze.

Interview with Madical Records Parsonnel, on
02/25/15 at 12:40 PM, ravealad she previcusly
worked as a CNA at the facllity and was taught to
measure realdents from the neck {0 the lower
back to datermine the appropriate sling size. She
stated sling size should be assessed prior lo
using of a It and she was unsure If staff
maasured for sling size prior to use at this time.

Fa81
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Interview with the Licansad Practical Nursa (LPN)
#3, on 02/25/15 at 12:20 PM, revealed the siing
sizer were color coded and the red trimmed sling
was A sma¥, yeliow was a meadium, gresn was a
large and biue was an extra large. She sald the
facility had not assessed the twanty-two (22)
residents who required the use of @ mechanical
lift for the appropriate sling size.

Interview with the DON, on 02/25/15 at 3:15 PM,
revealed sling size should be assessad and
documented on the Nursa Aide Dala Sheet in the
“device typa® section and the proper size should
be circled on the Reesident lift/Tranafer Analyals
form. She stated she axpectad the nurse to
complete both forms on admission and when a
rasident’s transfer abllity changed, The DON
ravealed she axpacted all nurses to ba trained on
all forms und they shoukd know how to mark the
Resident Lift/Tranefer Analysis form based on the
resident's welght. She atalad sling size was not
determined by Physical Tharapy, “they may
recommend a [ift but not the sling size.” The
DON etated she was not awara of any fafla or
significant injury related to the use of a it

3. Record raview revealed the facility admitted
Rasident #6 on D4/14/08, with disgnoses which
Included Chronic Heart Fallure, Alzheimer’s
Dementia, Renal Insufficiency, Arthritis and
Diabates MekHus. Review of tha quartsily MDS
assessment, dated 12/16/14, revealed tha facility
arsessad the resident’s cognition as saverely
impalred with a BIMS scom of *3" which indicated
the residant was not intarviewable, In addition,
the resident was assessed as needing the
extensive assistance of two (2) staif with Activities
of Dally Living (ADL} and was listed as having a
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chalr restraint that prevented rising.

Review of the Fabruary 2015 Physician Orders
revesied the resident required a pressure atarm
to the bed and wheel chair and & velcro, slarming
seatbelt to the wheelchair with a start date of
12/0514. However, cbearvation of Resident 48,
on 02/25/15 at 1215 PM, revealed the resident
was baing asslated by staff for meals, In the
dining soom and wes saated in the wheal chair,
with an attached sofl lap tray, There was no
valcro alarming seat belt and pressure alarm In
use,

Further review of the February 2015 Physiclan's
Orders rovealed there was no order for the soft
fap tray.

Review of tha February 2015 Treatment
Adminlstration Record (TAR) revealed the
reakdent requirad a pressure alarm (o the bad and
wheal chair and the licensad ataff were 1o have
checked placemant every shift and a velcro,
alarming seatbeit io the whael chair with @
placement chack. The TAR was Initialed avery
twelve hours indicating the prassure alarms and
velcro alarming seatbelt were In placs, However,
furthar observations of Resident #8 on
02/24/15-02/27/16 revealed the praasure alamm
and alarming seatbeit were not in placs.

Interview with CNA #1, on 2/25/15 at 1:10 PM,
revagled the CNA was unsuna how long the
alarms had not been in place and statad the
resident had not been using the alarming seat
belt.

Interview with Licensed Practical Nurse {LPN)#3,
on 02/25/15 al 1:35 PM, revesaled sha updated

F 201
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Basad on cbsarvation, interview, record review
and faclity policy review it was daetarmined the
faciiity faied to provide the necessary care and

2/27/15, wo determine if an Admission / Ne
Onset/ Weekly Wound Analysis had been
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5:3:;‘ S;r:um;d :&%mxgaﬁﬁ o 483.25 Provide Care/Services for 4/8/15
wes a physician's order for the soft lap tray. Highest Well Being
interview with Reglstered Nurss (RN) #1, on It is the routine practice of this facility 1o
02125116 at 1:20 PM, revesled the nurse was provide the nccessary care and services lo
unsure i an n!am'lin;; s8at beit had been used aftain or maintain the highest practicable )
with this resident and statad the lap tray had been physical, mental and psychosocial well-being
in piace for "a good bit of time* and stated she did in accordance with the comprehensive
not know there was no physician order for the tap asscssment and plan of care.
tray. Qumﬂzgﬂ&smtg.&r.&m
imervisw with the Director of Nursing (DON), on An Admission/New Onset/ Weekly Wound
2120115 at 11:05 AM, revealed the [ssus with the Analysis was completed for residents #7 on
lap tray was with the process of following up on a 2/27/15 and #9 on 2/24/15 documenting the
trial that therapy recommended. She siatsd the current status of each resident's wound.
staff failad to follow the TAR and tha physiclan New analysis have been completed weckly
orders and the Velcra seat belt should not have i since 3/4/15 to record the progress of the
bean Initialad on the TAR, i it waa not being ! areas.
utilized. Weckly skin observations were also
F 309 483.25 PROVIDE CARE/SERVICES FOR F309 completed and recorded for each of these
ss=D HIGHEST WELL BEING residents to review for any additional skin
concemns by Unit Nurses beginning on
Each resident must recelva and the faclity must 3/1115.
provide the neceseary care and servicas to attaln
or maintain the highast practicable physical, How other residents who may have been
mental, and pgychasocial well-bsing, in af ractice w ntifted
accordance with the comprehensive assessment Skin Observations were completed on all
and plan of care. residents by Unit Nurses between 2/24/15
and 3/2/15. Records were audited 1o assure
that each resident had the results of the Skin
Observation recorded on his/her record. The
clinical records of all residents having
:’;” REQUIREMENT is not met as evidenced wounds were reviewed by the ADON on
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services related to wound assessments for two
{2) of ninateen (18) sampled residents (Resident
#7 and #8), The facility falied to complets and
document weekly ekin observations for Rasident
#7 and aasess anc document the condition of the
skin prior to resident #9's transfar to ancther
facility and upon retumn from another facility.

The findings includa:

Interview on 02/27/15 &t 10;15 AM, with the
Director of Nursing (DON}, revesled the facilty
did noi have a poiicy, specific to clinical
assesyments prior to tranafer or upon retum from
another facility. She saki when a resident returns
from an emergency room visit the nurss should
assess and complete a two (2) page document
litled, Ciinical Admisslon Checkilst for New or
Readmittod Residents, deted 11/19/14. The DON
sald new admisslons or raadmiasions following
hospital stays should be asssssed using the two
{2) page documant titted, Comprehansive
Resldent Anslysts, dated 10/29/13,

Review of the facilty poilcy for Pressure
Ulcer/Wound Care, clinical praciice guldelinas,
deted 12/19/13, revealed a reviaw should ba
completed upon ldentification of & wound of
pressura sore, and weekly until resolved,
Oocumentation of the wound should ba made on
the "Admisslon/New Onsat/Waekly Wound
Analysis® form.

Review of tha facliity's "Admission/New
Onset/Waeldy Wound Analysls Guldelines” form,
dated 12/19/13, ravesled the form Iincluded
Information usad In completion of the waekly
documantation of wounds "Weakly Wound
Analysis (Form 250.3800.8), which included the
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completed for any wound that was present.
All were found to be present,

easores | r
| v rr H

Education was provided to licensed nurses,
by the SDC on 2/27/15, instructing that
unless a medical emergency exists, the
condition of a resident's skin should be
evaluated prior to transfer to another fucility
for treatment. The findings of that
evaluation should be recorded either in the
nurses notes or on a Weekly Skin
Observation record. Upon return from the
outside facility, the resident's skin should
once again be checked for abnormalities ar
trauma that may have developed during the
time he/she was away from the facility. The
findings of that evaluation should also be
recorded in the clinical record, cither in the
nurses notes or on the Weekly Skin
Observation record. Reaffirmation of this
training will be completed between 3/23/15
and 3/27/15.

Education to all nurses was provided
regarding completion of Weekly Skin
Observations, for ail residents to monitor for
the emergence of skin concerns. The TAR
was re-organized to facilitate easy
rccognition of scheduled Weekly
Observations. This education will be
provided by SDC, ADON, DON & UM
between 3/23/15 and 3/31/15.

A reference list for tasks to be completed
following a short term transfer /retumn was
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m‘:“ Pﬂib:mm%mn:::'fnw developed to be used for ER visits or outside
m""b""’ disgnoals |;e rinent and treatments in which no acu:ml discharge or
contributing fador;. and Initlal stage of the wound read!nigsmn occurs triggering the
as i appearsd when identifisd. admnssl'onlreadmlssion processes and
evaluations. The checklist includes 2 head to
1. Record Raview revealed the facility admittad toe skin cvaluation with findings
Resident #9 on 05/21/14, with diagnoses which documented, review & jmplementation of
Included Salzures, Hypothyroidism, Hypertenaion, orders issucd during visit, revision of care
Post-Operallve Brain Surgery and Comatose plan to reflect any new condition, treatment
Stats. A review of the quarterty Minimumn Data plan or change in abilities aqd.
Set (MDS) assessment, dated 02/03/15, ravesied communication of new conditions through
the resident was in a comalose state, and written and verbal report, Licensed Nurses
required a mechanical ¥t with assist of two (2) were provided training on pre- and post
otaff for tranafers and was at risk for the transfer evaluations of resident’s skin
tevelopment of pressure sores. condition beginning on 3/23/15 through
3/31/15 by the SDC, ADON, DON & UM.
Interview with Registared Nurse (RN) #2 during Impiementation of the checklist will be on
the initial tour, on 02/24/15 at 11:45 AM, revealed 4/1/15.
ha noted Resldent #9 had “shearing” on the left
and right buttocka during his moming skin onitorj in iance:
assessment. RN #2 stated he photographed the
wound on Resident # 8's buttocks. RN #2 The completion of Admission / New
revealed he did not recelve a verbal report from Onset /Weekly Wound Analysis for
the night shit nurse bacause she ieft prior to his residents having wounds will be monitored
arival at 6:00 AM; however, he siated he read weekly by the ADON to verify that all
the shift report from the twenty-four (24) hour residents having a wound has an evaluation
report form and did not see a wound report or & of the wounds status. She will review new
fursing note about the areas on Resident #9's physician orders to identify any new wounds
buttocks. In addition, RN #2 stated Resident #8 that require cvaluation and/or monitoring. In
had been transferred by ambuianca to the local her absence the reviews will be completed by
m room |ast night because of an the DON or another Administrative nurse as
emperature. assigned.
Unit Managers will audit for the completion
bnumof the mdmnggmlgz of Weekly Skin Observations 3x weekly to
’ Immn‘d:;te on s rnauura'm ent fool that verify that planm.:d observations have been
read the wound was seven (7) by three (3) _ comple}cd. Any identified as not having been‘;
centimetera (crm). i done will be completed on the day of audit.
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Review of the nurse'a noles, dated 02/24/15 at
9:30 AM, revealed documentation o include
“resident has twa unstageable pressure areas on
left and right buttocks. New ordar for calazime
{every shift for fourieen (14) days and
re-evaluate.”

Qbsarvation of a skin asseasment, on 02/25/15 at
8:36 AM, by Licensed Practical Nures (LPN) #4
and assisted by RN #4 revealed LPN #4 cleansad
the areas on Residant #8's butiocks with wound
tloaner, pailad the areas dry and applied an
antifungal cream to the wounds than sprayed
buttocks with Lotrimin spray. LPN #4 stated the
wound measurad 7 by 3 centimeters and was
“shesring type” wound.

Review of 8 weekly skin observation form with
documentation to Include a skin cbservation on
02/01/15, 02/15/45, and 02/22/15, ravealed a
weelly skin assessment was not completed on
02/08/15. Further review of the weakly skin
obasrvation farm complated on 02/22/15 revealed
“ro open areas, redness on buttocks and under
breast and treatmant in progress.”

Interview on 02/25/15 at 9:15 AM, with LPN #4,
reveaied Resident #8 did not have the wounds on
her buttocks when LPN #4 workad day shift (8:00
AM-8:30 PM) on 02/23/15.

Raview of Realdant #0's clinlca! record revealed
there was no documantation evidence in the
Consolidatad Nurses Notas that a skin
assassment was conductad prior to the realdent
going to the hospital on 02/24/15 at 1:30 AM.

Review of the hospital Emergency Room (ER)

The Clinical Record of residents who are
transferred to the hospital ER for
treatment/eval will be audited by the Unit
Manager, SDC , ADON or DON to verify
that skin observations were recorded prior 4
transfer, unless contraindicated by pre-
transfer condition, and upon return to
facility. Findings of the audits will be
reparted in the next Abbreviated Quality
Assurance Committee meeting, which meet§
M-F except holidays.

1<)
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docurnentation, dated 02/123/15 at 10:47 PM,
revealed on the "Assessment” section for
"DERM: ragh notad butiocks with some bloody
drainage.”

Further raview of Rasident #9's record revealed
there was ne Clinical Admission Checkiist for
New or Readmitted Residents following the
02/24/15 emergency room visit and no new
onsetwaskly wound analysia form,

Interview an D2/26/15 at 12:05 PM, with LPN #5,
revealad she worked the night shift {8:30 PM-8:30
AM) on 02/23/15. LPN #5 stated she was the
Charge Nurse for Resident #9 on 02/23/16 when
the resident was sent lo the loca! emergency
room for an slevaled tamperature. The LPN sald
she asseased Resident #9 when he/she retumed
lo the facllity by ambulance at approximately 1:30
AM. LPN #5 revealed she saw a red, open area
that was "a lins about three (3) centimetars by
one and a half (1.5) centimetars®, and she should
have documented the skin assessment in tha
chart and on the twenty-four hour shift report.
LPN #5 sald she did not report the skin
assessment to anyone and only she and Resigent
#9's parent was In the room when she complsted
the assessment. LPN #5 said she was given
permission by the Staff Devalopmant
Coordinator to leave sarly and she left st
approximataly 6:00 AM on 02/24/15. LPN #5 said
she Jaft a wiitten report on the twanty-four hour
report form for the day shift nurses but did not
leava any Information about Resident #8's butiock
wound.

Interview on 02/26/15 at 8:10 PM, with Certified
Nuree Aide (CNA) #4, revealad she warked night
shit on 02/23/15, the evening Resident #0 was
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transferred to the emergency room, CNA#4
stated sha and the Charge Nurse along with the
rasident's mother and twa (2) ambulance
personnel transferred tha resident from the
strefcher to the bed, CNA #4 saki she cared for
Resident #9 for two (2) or three {3) days prior and
at that time the residents bottom was red with
fitle bilstars, The CNA said tha resident retumed
1o the faclity on 02/24/15 at approximataly 12:30
AM. The CNA said there was a “bloody abrasion
type area” on Res!dent #8's bottom that was "an
inch in length® end she sew blood on the
washcloth when the rasident’s mother cleaned
the resident's butiocka. CNA ¥4 revesled on
02/24/15 at epproximately 6:00 AM, CNA #8 and
CNA #9 reposilionad Resldent #8 prior to his/har
physical therapy session. CNA#4 stated in
addltion, 02/24/15 at approximately 7:00 AM, a
day shift male nurss came into Resldent #0's
room, measured, and made pictures of Reaident
#9's botiom.

Interview on 02/27/15 at 11:00 AM, with Residant
#9's mother, revealad the resident "has always
had the redness” and tha redness had improved
when she saw the resident on 02/22/15, The
resldent’s mother eald sha firat saw the butlock
wound on 02/24/15 at approximately 12:30 AM, In
the emargency room and made pictures. On
02/24/15 ot approximataty 8:00 AM, she went to
tha nursing facllity, spoke with the Staffing
Coordinator and showed the picturea of Resident
#9's butiocks. She said the Staffing Coordinalor |
made notes during thelr conversation. She said, |
"it was a flabbergasting exparience and the

Staffing Coordinalor got on It Immediately and

calied later in the day and sald staff had been
roprimanded and new procedures were put in '

place.”
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Inerview on 02/27/15 at 9:50 AM, with LN #2
revealed Realdant #0s skin assessment was not
complsted prior to or upan retum from the
emergancy room and tha night shift nurse had
been “writtan up®.

revealad she was the wound care nurse. She
said sha was aware skin assessments for

She sald RN #2 told her about Realdent #9's
butiocks on 02/24/25 at approximately 8:30 or
9:30 AM. In addition, tha ADON said sha was
presant when the Staffing Coordinator informed
LPN #5 It was the nurse's responalbility to make
suro @ resicant was groomsd and a skin
assasamant completed prior ta fransfer from the
facllity and upon return to the facliity. in addition,
the ADON sald the Staffing Coordinator told LPN
#5 the nurse was respensibls for care provided
by a CNA. The ADON sald the nurse should
complete and document & skin agsessment priar

another facity.

Interview on D2/27/15 et 10;15 AM, with the
Director of Nursing (DON), revaaled the night
shift nurse, LPN #5, would be “writtan up” when
she retumed to work. The DON sald the Charga
Nurse should lock at the skin assessment
assignment sheet at the baginning of each shift

Diractor of Nursing (ADON) was responsible for
raviewing skin observations and placing them in
the charta. The DON said ehe noticed on
Monday (02723/15) several weekly skin

Interview on D2/27/15 st 1:25 PM, with the ADON,

Resident #9 were missed but she was unaware of
missad skin assesaments for any other residents.

to transfer to another facllity and upon return from

end snsure skin assessments ware completed as
assigned. In addition, the DON sald the Assistant

F 308
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observations were missed and the Stafling
Coordinator bagan in-servicing stafl on 02/24/15.

2. Racord review revealed the facility readmitted
Resldent #7 on 01/2(/15 with diagnosas which
Included Atrial Fibrlllation, Cangestive Heart
Fallurg, Chronic Obstructive Pulmonary Diseass,
and stage threa (3) Kidney Disease. Review of
Significant Change MDS asssssment, dated
02/11/185, revesied tha faciiity assessed Resident
#7T's cognition as cognitively intact with a Brief
Interview for Mental Status {BIMS) score of
fourtean (14).

interview with Resident #7, on 02/24/15 at 11:35
AM during initia! tour, revaaled "1 have a sore on
my butt that thay putting cream on”, Further
interview revealed he/sha have been receiving
treatment to wound for over s month,

Obsarvation of Resident #7°s skin aasassment,
on 02/25/15 at 10:26 AM, revealed an open area
fo the right bultock with measurements of four
{4} centimaters (cm) by three (3} cm abtained per
LPN #6. Further cbsaervation ravealad LPN #8
cleansed the right buttock with wound cleanser
end applied calazima cintmant and left the wound
opaen to alr.

Review of Residant #7 Nurass Note, dated
01/25/15, revealsd the resident acquired wound
to right butiock while being repositianed in bed,
Further review of the medical record ravealed
there are no weekly skin agsessments or
documentation 1o reveal ongoing assessment of
ares,

Intarview with LPN #6, on 02/25/15 at 10:40 AM,
raveaied the wound to Resident #7's right buttock

F 308
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483.25(m){1) Frec of Medication Error

was Identifled as "shearing”. Further Inlerview Rates of 5% or More 4/8115

revesiad waekly skin assessments have not baen

conducted to assess and resvaluate changes In It is the routine practice of this facility to

e administer medications as ordered.
Intarvisw with tha DGN, on 02/27/15 at 2:30 PM, Corcestive Measures for Residen
::;:'::h'th I:umnl?ndw:mrs:x.g m:rnad The medications that were initially omitied,
relaled area. Further mh:;gw revealed she were administered later in the moming upon
would expect any changes in 8 wound to be recognition of the omission.
asseasud weakly or as needed, documentation
on wound, and notify physician of eny changes "ﬂ_m r residen - Y
that may require a change in traatment, - . am—"
F332 483.26(m)1) FREE OF MEDICATION ERROR Fasz Audit of MARS for omitted medication was
§8=D RATES OF 5% OR MORE completed on 3/23/15 by Unit Manager,
SDC, ADON or DON.
The facility must ensure that it Is free of
medication error rates of five percent or greater. ensu ‘:’ 1 nte
Altered to Prevent Re-occurrence:

Education was provided to licensed nurses
and medication aides regarding

This REQUIREMENT is not mat as evidencad administration of medication on 3/14/15 by
by: the SDC, ulilizing the Six Rights of

Based on observation, inlerview, record review Medication Administration. Education for
and a review of the facility policy on Genaral nurses for the requirement to add new orders
Dose Praparation and Medication Administration, for routine medications to the end of a

it wes determined the facility fafled to ensura tha routine medication page or start & new page
medication administration error rate was less and not add routine medications to the PRN
than five (5) parcent (%). Observation of page was conducted by the SDC on 3/3/15 .
Mmedication passas revealed thirly-three (33) Additiona! Mcd Pass observation was
medication administration opportunities with two conducted with CMA#10 by Unit Manager
(2) medication errors, for a medication to verify sccuracy in medication
administration envar rate of six percant (8%). administration. The Medication
Certified Medication Alde (CMA) #1 fallad to Administration Records were reviewed
administer two medications that were ordered to during the month end process to assure that
have basn given with the 8:00 AM medication

routine medicatfons were separate from PR}

pass. medications.
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Tha findings include:

Review of the facliity policy, "General Dose
Preparation and Madication Administration,”
dated 12/01/07, revealed the medications wers to
hava been prepared using tha fiva (5) rights of
medication administration: the right reaident, right
madication and strength, the right tme of
administration, tha right frequency and raute of
administration,

1. Observation of a medication administration
pass, on 02/25/15 at 8:00 AM, revealed CMA #1
falled to administer two medications, Zantac, a
madication for the treatment of Gastric Reflux
and Mathotrexats, a medication for the treatment
of Rheumatoki Arthritla.

Review of tha Physician Orders for February
2015, revealed the Zentac was ordered on
02/14/15 to be given daily and the Methotrexals
was ordered to have besn administered one (1)
time a wask on Wednesday.

Raview of tha MAR, dated 02/25/15, revealed that
both medications were scheduled to have bsen
given that mormning.

Interview with Cartifiad Medication Assigtant
(CMA) #1, on 02/2515 at 8:30 AM, revealsd she
*Just missed" the order, as the medication were
printed with the PRN, or as needad medications
and the CMT did not see them.

Interview with the Director of Nurses (DON), on
02126115 at 10:10 AM, revealed the medications
should have been administared with the 8:00 AM
medication pass.

Med Pass Observations of CMTs and
licensed nurses have been scheduled and will
be completed by 4/8/15 by DON, ADON,
SDC, UM or Pharmacy representative.

ni i ing C liance;
Med Pass Observations will be completed
monthly,by administrative nurses or a
pharmacy representative, for three different
staff members for three months then, twa
staff members monthly for the next six
months. Results of observations will be
reviewed by the QAA Committee and
future frequency for further monitoring will
be established based on findings.
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F431 483.80(b), (d), (e) DRUG RECORDS, F431  Store Drugs & Blologicals
§S=p LABEUSTORE DRUGS & BIOLOGICALS
Tha facility must employ or abtain the services of ::;:eth:dz?;ii::efﬁc;iﬁsorsueli:tf :!cl;lritn)”otl?ed s
ficensed phurmacist who aetabilshes a sysiem ' er PO
8 i Substances utilizing a system which enables
?ontroﬂo; mp:;;:::pmc !milu?oa:::b!e - accurate reconciliation and eccounting of the
accurste reconcillation; and determines that drug drugs.
records are in ordar and that an account of all
conirolied drugs is maintained and periodically
reconciled, Jlerive D ide
n in th :
Drugs and biologicals used in the facifiy must be The Ativan for the discharged resident was
labeled In accordance with currently acceptsd given to the Director of Nursing, reco_ncnled
professional principles, snd include the with the count sheet, properly stored ina
appropriale accesvory and cautionary double locked secured compartment in a
Instructions, and the explration date when locked room, until destruction occutred.
applicable.
in accordance with State and Federal laws, the How other residents who may have besn
facility must stors all drugs and biclogicals In affected by this practice were identified
locked compartments under proper tamparature Remaining controlled substances were
cantrols, and permit only autharized personnel to audited by the DON, ADON, SDC and Unit
have access io the keys. Manager on 2/26/15 10 verify that all were
for current residents, count on reconciliation
The fachity must provide separately locked, sheet corresponded with medication and
permanently affixed compartrents for storage of were properly stored.
controlled drugs listed in Schedula Ii of the
Cornprehenaive Drug Abuse Pravention and Measures Implemented or Systems
Control Act of 1978 and othar druga subject to Altcred to Prevept Re-occurregce;
abuse, except when the facility uses single unit Education was conducted with Licensed
package drug distribution systems In which the Nurses on 2/26/15 by the SDC, o instruct
Quaniity stored {s minimal and @ missing doas can them to give narcotics of residents who
be readily detected. discharge or expire, to the Unit Manager as
soon as possible following discharge. Meds
will then be lagped with the Director of
Nursing and stored in the double
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This REQUIREMENT |8 not met as avidenced
by:

Based on observation, interview and review of
the facility's policy on Controfled Substance
Disposal, it was determined the facility failed to
ensure madications and biologicals were
appropriately counted and destroyed, after one
unsampled resident (Resideni B) had expired.

The findings include:

Revisw of the facillty's policy litled, "Controlled
Substance Disposal Policy”, undated, revealed
after a controlled substance isted as Schedule N,
I, IV and V, is discentinued, or the resident Ia
discharged, the medication will be taken directly
to the Director of Nursing (DON) or his/her
altemste, as specified within the faclity. The
medication will be stored In & designated
non-portable location that is bahind two (2) focked
doore/drawers,

Observation, on 02/26/15 al 9:08 AM, of the Main
Medication Room revealad one (1) opsned vial of
Alivan, g medication usad In the trsatmeni of
anxiaty and selzures, in the locked box of the
medication refrigerator, with appraximataly 28
millliters (mi) of medication left, Further
abservation revealed the medication was for
Unsampled Resident B and wau not accountad
far in the Nareotic Count Sheets used on tha 300
Wing.

Revigw of Resident B's Narcollc Count Shest,
abtalned from Medical Records, on 02/268/15 at
10:00 AM, revealed tha last time the narcotic had
been countad was 10/28/14.

locked area until destruction. Follow- up
education was initiated on 3/20/15, by the
Staff Development Coordinator to clarify
that the medication is to be conveyed directly
to the DON to be secured in the double
locked location.

in mpliance:

The DON will check locked narcotic storage
weekly to verify that controlled substances
have been discontinued or for residents that
have been discharged, were removed. In the
event a medication is found to be remaining
on the unit, during the weekly DON audit,
the med will be removed by the DON at that
time. Results of weekly Audits will be
reported monthly to the Quality Assurance
and Assessment committee for review and
further recommendation.
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Intarvigw with Licensed Praclical Nurse (LPN)#1,
an 02/26/15 at 8:10 AM, revealed Unsampled
Rasident B had expired ssveral months earfler
and the LPN was not aware there was a narcotic
in the refrigarator locked bax.

Intarviow with the LPN #2, Unil Menager, on
D2/268/15 st 9:55 AM, revealed nursing staff was
respansible o monkior the medication room for
explred medications and this was never brought
to the Unkt Manager's attantion, as she rarely
panses medications, The resident expirad on
10/30/14 and the Narcaotic Count Sheet was sent
to madical recorda,

Interviaw with the DON, on 02/26/15 at 10:10 AM,
revealed tha narcotic should have continued o
have been countad, until tumed in to the DON
and disposed.
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Based on implementation of the acceptable
POC, the facility was deemed to be in compliance
04/08/15, as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency stalement ending with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 80 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 fallowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

pregram participation.
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KOO0 INITIAL COMMENTS K 000
CFR: 42 CFR 483.70(a) /.
BUILDING: 01, t’;\\‘?’o
PLAN APPROVAL: 2012, 2 o\
2
SURVEY UNDER: 2000 New. W ?-\oec?é@"“
S
FACILITY TYPE: SNF/NF. N

TYPE OF STRUCTURE: Cne (1) story, Type Il
(000).

SMOKE COMPARTMENTS: eight (8) smoke
compariments.

FIRE ALARM: Complete fire alarm system J
installed in 2013, with 99 smoke datectors and 16
heat detsctors,

SPRINKLER SYSTEM: Complets automatic dry
sprinkler system installed in 2013.

GENERATOR: Type Il generator installed in
2013. Fuel source is Diesel,

A recertification Life Safety Code survey was
initiated on 02/25/15 and concluded on 02/26/15,
The facility was found in non-compliance with the
requlrements for pariicipation In Medicare and
Medicald, Tha facliity is certified for one-Hundred
one (101) beds, with a census of ninety-three {23)
on the day of the survey.

The findings that follow damonstrate
noncompllance with Title 42, Code of Federal
Regulations, 483.70(a} el seq. (Life Safety from

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

oo

Any deficiancy statement ending with an asterisk (*) dancles a deficiency which the institulion may be excused from comhciing priwiding it Is determined thal
cther safeguards provide sufficient protection to the patienis . (Sae Instructions.) Except for nursing homas, Ie findings alated abave are discicsable 90 days
following the dats of survey whather or not a plan of cormction is provided. For nursing homea, the above findings and plans of comaction are disciosabie 14
deyn following the date thase documents are rhade availabla to the facility, if deficlencles are cited, an approved plan of comreciion is roquisite (o continued
program participation,
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Submission of this Plan of Correction does
000 xContinued From page 1 LS not constitute admission or agreement by th+
Flre). provider of the truth or the facts alleged or
o . D conclusions set forth in the Statement of
c?:f?;l::g;aizewr:i?e d t:’"g:t:‘a\trl ghes Deficiencies. The Plan of Correction is
: submitted solely because it is required b
K027 NFPA 101 LIFE SAFETY CODE STANDARD K 027 Y q Y

S5=E
Door openings in smoke barriers have al least a
20-minute fire protection rating or are at least
1¥inch thick solld bonded woad core. Non-rated
proteclive plates that do not exceed 48 inches
from the bottom of the door ara permiited.
Harizontal sliding doors comply with 7.2.1.14.
Swinging doors are arranged so that each door
swings in an opposite direction. Doors are
self-closing and rabbels, bevels or astragals are
raquired al the meeting edges. Positive latching
is not required. 18.3.7.5, 16.3.7.6, 18.3.7.8

This STANDARD s not met as evidenced by:
Based on obsarvation and interview, it was
determined the facility failed to ensure
cross-carridor doors located in a smoke barrier
would resist the passage of smoke in accordance

the provision of federal and state law,

NEPA 101 Life Safety Code Standard K027; 1
is the practice of Creckwood Place 1o meet the 4/8115

Life Safety Codes as stated in the NFPA 101 Lify
Safety Code Standard,

Corrective Actions for those identified in the

The deficicnt practice had the

potentiat to affect five (5} of eight (B) smoke
compartments, all residents, staff and visitors,
The facility has the capacity for one<hundred ond
(104) beds and at the time of the survey, the
census was ninety-three (93). On 2/25/15 the
facility Maintenance Direclor and the Regional
Maintenance Director properly adjusted the self
closing device on the 200, 300, 400 & 504 hall
cross cooridor doors to be In compliance with thé
NFPA standard and in order for the doors to
close completely.

Other ident w i
by the deficient practice:

The deficient practice had the

potential to affect five (5) of eight (8) smoke
compartments, ali residents, staff and visitors.
The facillty has the capacity for anc-hundred ond
(104) beds and at the time of the survey, the
census was nincty-three (93), On 2/28/15 a 100%
audit was conducted by the facility Maintenence
Director to ¢nsure no other doors were noted to
have self closing devices that were not adjusted
according to NFPA standards. No issues were
noted.
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K 027 {continued
K 027 Continued From page 2 K027 . )
with Nationa! Fire Protection Association (NFPA) ;‘ I N
Prevent Re-gccurrence;

slandards. The deficlent practice has ths
patential to affect fiva (5) of alght (8) smoke
campartments, all residents, slaff and visitors.
Tha facifily has the capaciy for one-hundred one
{101} beds and at the time of the survay, the
census was ninety-threa (93).

The findings include:

1, Obsarvatlon, on 02/26/15 at 9:00 AM, with the
Reglonal Maintenance Director and the
Maintenance Director revealed the croas-corridor
doors located In the 200 Hafl would not close
completely when tasled. This was due to the
self-closing device not belng adjusted properly,

inlerview, on 01/14/15 at 9:01 AM, with the
Regional Maintenance Director and the
Maintenance Director revealed they were nol
aware the salf-closing devices were out of
adjustment.

2, Observation, on 02/26/15 at 9:15 AM, with the
Regional Maintenance Director and the
Maintenanca Direclor revealed the cross-corridor
doors located In the 300 Hall would not close
complately when tested. This was dua to the
self-closing device not being adjusted properly.

Interview, on 01/14/15 at 9:18 AM, with the
Reglonal Maintenance Direclor and the
Maintenance Director revealed they were not
aware the self-closing devices wera out of
adjusiment.

3. Observation, on 02/26/15 at 8:35 AM, with the
Regional Maintenance Director and the
Malntenance Director revealed the cross-corridor

in-serviced by the Regional Maintenance
Director regarding the NFPA standards as they
relate to adjusting self closing devices on all
facility doors and ensuring doors are able to fully
close, Additionally, on 2/28/15, the Regional
maintenance Director in-serviced the facility
maintenance Dircctor regarding implementing
processes that allows for periodic cheeks lo
easure door closing devices remein in
compliance with NFPA standards.

Monitoring Measures to Mainiain On-going
The facility Maintenance Director will complete
facility audits weekly x 3 weeks, then monthly x
12 months, surveying the cntire facility/all cross
cooridor doors/doors that require and have a
self-adjusting device to ensure sll doors will
properly close in accordance with NFPA
standards. Results of the audits will be
brought monthly to the Quality assurance
committce for review and further
recommendations.

On 2/28/15 the facility maintenance Director qu
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K027 Continued From page 3
doors localed in the 400 Hal! would not close
completely when tested. This was due lo the
self-closing device not being adjusted proparty.

Intarview, on 01/14/15 al 9:36 AM, with the
Regional Maintenance Director and the
Maintanance Director revealad they wera not
aware the self-closing devices were out of
adjustment.

4. Observation, on 02/26/15 at 10:00 AM, with
the Reglonal Maintenance Director and the
Maintenance Director revealed the cross-corridor
doors located In the 500 Hall would not close
completely when tested. This was due to the
self-closing device not being adjusted proparly.

Interviaw, on 01/14/15 at 10:01 AM, with the
Reglanal Maintenance Director and the
Malnienance Directar revealed they wera not
aware the self-closing devices were out of
adjustment.

Tha census of ninety-one (81} was verifisd by the
Administrator on 02/26/15. The findings ware
acknowledged by the Administrator and verified
by the Regional Maintenance Direclor and the
Malntenance Director at the exit Interview on
02/26/15,

Actual NFPA Standard.:

Reference: NFPA 101 (2000 edition) 18.3.7.3
Any required smoke barrier shall be constructed
in gccordance with Sectlon 8.3 and shall have &
fire resistance rating of not less than 1 hour.
Excaption No. 1: Where an atrium is used,
smoke barriers shall be parmitied to tsrminate at
an atrium wall constructed in accordance with

Kaoz27
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NFPA 101 LIFE SAFETY CODE
K 027 Cuntlm.:ed From page 4 K027 STANDARD K029
Excaption No. 2 to 8.2.5.6(1). Not less than two It is the practice of Creekwood Place to meet the
separate smoke compariments shall be provided Life Safety Codes as stated in the NFPA 10] Lifd
on each floor. Safety Codc Standard. 4/8/15

systems.

accordance with 18.2.2.2.6.

leaving

operation

33=D

are self-closing or automatic closing In
accordance with 7.2.1.8.  18.3.2.1

determined the facility falled to meet the
requireaments for Protection of Hazards, in

Excaption No. 2*; Dampers shall nol be required
in duct penetrations of smoke barriers In fully
ducted heaaling, ventiiating, and alr conditioning

Reference NFPA 101 (2000 Edition) 16.3.7.6*
Doors in smoke barriers shall comply with 8.3.4
and shall ba self-closing or automatic-closing in

Refarance NFPA 101 (2000 Edition) 8,3.4.1*
Doors in smoke barriars shall close the opaning

only the minimum clearance necessgary for proper

and shall be without undercuts, louvars, or grillas.
K 029 NFPA 101 LIFE SAFETY CODE STANDARD

Hazardous arees are prolected In accordance
with 8.4. The arees sre enclosed with a one hour
fire-rated barrier, with a 3/4 hour fire-rated door,
without windows (in accordance with 8.4). Doors

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

accordance with the National Flre Protection
Assoclation (NFPA) standards. The deficiency
had the potential to afiect one (1) of eight (8)

K 029 the facilily maintenance Director, with the {45)

Actl hose ide he
deficlency:
The deficiency had the potential to affect one (1)
of eight (8) smoke compartments, residents, staff|
and visitors. The facility has the capacity for one;
hundred one (101) beds and the census was
ninety-three (93) on the day of the survey. On
2/28/15 tho facility immediately began the
process to order doars that would be in
compliance with the NFPA standard, On 4/6/15,
the (20) minute fire rated door in the basement
copy room will be replaced by & contracted
vendor, supervised by the facility Maintenance
Director, with the required (45) minute fire rated
door. On 4/6/15 the (20) minute fire rated door
in the medical records basement office will be
replaced by a contracted vendor, supervised by

minute required door, in accordance with NFPA
standards,

e may b &

h
The deficiency had the potential to affect one (1)
of cight (8) smoke compartments, residents, staff,
and visitors. The facility has the capacity for one-
hurdred ane {101) beds end the census was
ninety-three {93) on the day of the survey. On
2/28/135, the facility maintenance director
conducted a 100% audit on all facility doors to
ensure the firing rating was in conjunction with
NFPA standards, Prior to the audit on
2/28/15, the facility maintenance Director
was re-educaled by the regional maintenancq
Director regarding the NFPA standards and
the specific facility fire door rating

requirements. There were no other issues
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K029 Continued From page 5 K029 Ka29
smoke compartments, residenis, staff and . .
cd in the a
visltors. The facllity has the capacity for Lt L
one-hundred one (101) beds and the census was ' or M to

ninely-three (83) on the day of the survey.
The findings include:

Observation, on 02/26/15 at 11:30 AM, with the
Regional Maintenance Direclor and the
Maintenance Director revealed the doorto a
hazardous storage reom had a twenty (20)
minute fire rated door installed instead of the
forty-five (45) minute fire rated door. The room
was identified as the Basement Copy Room,

Interview, on 02/26/15 at 11:31 AM, with the
Reglonal Maintenance Director and the
Maintenance Direclor revealed he was not aware
the door was not rated propery.

Observation, on 02/26/15 at 11:35 AM, wilh the
Reglonal Maintenanca Director and the
Maintenance Direclor revealed the door io &
hazardous storage room had a twenty (20)
minute fire rated door Installed instead of tha
forty-five (45) minute fire rated door, The room
was identified as the Basement Medlcal Records
Storage Room,

Interview, on 02/268/15 at 11:36 AM, with the
Reglonal Maintenance Director and the
Maintanance Director revealed he was not aware
the door was not rated propearly.

Tha census of ninety-three (93) was varified by
tha Administrator on 02/26/15. The findings were
acknowledged by the Administrator and verifiad
by the Regional Maintenanca Director and the

P v 3
On 2/28/15 the facility maintenance Director
was re-educated by the regional maintc.nancL
Director regarding the NFPA standards and
the specific facility fire door rating
requirements and to ensure a system is in
piace to only order the proper fire rated
doors when replacing these items within the
facility.

M in i
Compliance;
The facility maintenance Director will audit
the facility doors monthly to ensure they are
in accordance with cusrent NFPA standards.
The facility maintenance Director will pull
the NFPA standards monthly to ensure
he/she has the latest regulatory informstion
regarding fire rating requirements on doors
and will order future new doors, as needed,
according to the standards. The facility
maintenance Director will bring audit
findings monthly to the quality assurance
committee for review and further
recommendations.
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. Maintenance Director at the exit interview an
02/26/15.

Actual NFPA Standard:

Referance: NFFPA 101 (2000 Edition) 18.3.2
. Protection from Hazards.
18.3.2.1* Hazardous Areas.
Any hazardous area shall be protected in
accordance with Section 8.4. The areas
: described in Tabla 18.3.2.1 shall be protected as
. indicated.

Reference: NFPA 101 (2000 Edition) 8.4

SPECIAL HAZARD PROTECTION
i B.4.1 General,
84.1.1"
Proteclion from any area having a degree of
hazard greater than that normal to the general
occupancy of the building or siructure shall be
provided by one of the following means:
(1) Enclose the area with a fire barrier without
windows that has a 1-hour fire resistance rating in
accordance with Section 8.2.
(2) Protect the area with automatic extinguishing
systems in accordance with Section 9.7,
(3) Apply both 8.4.1.1(1) and (2) where the
hazard is severe or where otherwise specified by
Chapters 12 through 42,
8.4.1.2
In new construction, where protection Is provided
with automatic extinguishing systems without
lire-resistive separation, the space protected shall
be enclosad with smoke partitions in accordance
with 8.24.
Exceptlion No. 1: This requirement shall not apply
o mercantile occupancy general storage areas
; and stockrooms protected by automatic sprinklers
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In accordance with Section 9.7.

Exception No. 2: This requirement shall nol apply

lo hazardous areas in industrial occupancies

protected by automatic extinguishing syslems in |
accordance with 40.3.2.

8.4.1.3

Doors in barriers required to have a fire

resistance rating shall have a 3/4-hour fire

protection rating and shafl ba self-closing or
automatic-closing in accordance with 7.2.1.8.
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