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“I'his Plan of Correction is prepared and
F 000 | INITIAL COMMENTS F 000

- — [submitted as required by taw, By ——
submitting this Plan of Correction,

A Recaertification Survey was conducted on e T

08/12/14-through-08/1 5}"1*4rirrconjunction‘with'ar ) e chn’lremter(i‘m:e*&Rehﬂbﬂltﬁlml

Abbreviated Survey (KY #22044), to determine Centm‘ does not admit that the dBﬁCIGBGy-

the-facility's-complianeewith-Federat listed on-this form exist, nor-doesthe | .. ___
" | requirements. The facility failed to meet the Center admit to any statements, Tindings,

minimum requirements for recertification with the facts, or conclusions that form the basis

highest scope and severity of an"E". KY #22044 for the alleged deficiency. The Center

was substantiated with deficiencies cited. reserves the right to challenge in 1 egal

F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241

s5=0 | INDIVIDUALITY and/or regulatory or administrative

proceedings the deficiency, statements,

- — | Thefacllitymustpromote careforresidentsna - -~ | —— - |facts, and conclusions-that-form the basis | -

manner and in an environment that maintains or for the deﬁciency."
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and revisw of the facility's policy/procedure, it was
determined the facllily failed to promote care for
residents in a manner and in an environment that
maintains or enhances each resident's dignity
and respect In full recognition of his or her
Individuality for thrae (3) residents, in the selected
sample of fifteen (15) residents (Residents #3,
#5, and ##7). The facility staff failed to ensure
privacy was provided during care/treatment for
Residents #3 and #5. Additionally, the staff
excluded Resldent #7 from conversatlon nduring
provision of care. -

The findings include:

Review of the facility's "Considerate and
| Respectfulpollcy/procédure, revised 09/01/13,

(X6) DATE

\H(*)D@, Adrisstyarine QA I

Any deliclency statement endirg vith an aslerisk (*) denolas a defclancy which tha Instilulion may be a\Fu/sed frdsq correcting providing It Is determined that
othar safeguards provide sufficlent prolection to the patienls. (See instruclions.) Excapl for nursing homies, the findihge-stated above are disclosable 80 days
followdng lhe dale of survey whelher or not a plan of correction Is provided. For nurslng homes, the above findingg"an}l plans of correclion are disclosable 14
days following the date these decuments are made availabls to the facility. If deficlencies are dited, an approved da of correction Is requlsite to continued
program parl¢clpation,

LABORATORY D/RECTOR'S OR PROVICER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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Resident #3's dignity and respect was ~ 09/09/2014
F 241 | Continued From page 1

revealed employees should maintain resident
privacy, focus on residents as individuals when

B 24 mintained by LPN #3or8/12/2014
which was observed by the Director of

{aiking to-themrand-addressresidentsas
individuals when providing care and services,

1. Record review revealed the facility admitted
Resident #3 on 11/06/13 with diagnoses which
included Essentlal Hypsrtension, Generalized
Muscle Weakness, Abnormality of Gai,
Dementla, unspecified without Behavioral
Disturbance, Hypopotassemia, Esophageal
Reflux, and Psychosis. Review of the Significant

Niising The privacy cortaim waspulied
securcly around resident #3 and the door |
{was-shut-completely-when-care-was— -

provided on 8/12/2014. Resident #7's

dignity and respect was maintained by
CNA #6 and LPN #1 on 8/15/2014-by
ensuring focus is on the resident and not
excluding him/her in conversation when

providing incontinence care which was—.

+4-Change- Minimum Dala-Sef-(MPS} Assessment,— - - --

dated 07/08/14, revealed the facility assessed
Resldent #3's cognition as sevarely impaired with
& Brief Interview for Mental Status (BIMS) score
of "3", indicaling the resfdent was not
interviewabla.

Observation of a skin prep appiication, on
08/12/14 at 3:35 PM, revealed Licenhsed Praciical
Nurse (LPN} #3 did not close the door nor the
privacy curtaln prior to providing treatment to
Resldant #3.

Interview with LPN #3, on 08/14/14 at 4:45 PM,
revealed hefshe should have closed the door,
and completely closed the privacy curtain,

Interview with the Nurse Practice Educator, on
08/15/14 at 10:43 AM, revealed she expeclad the
staff to closs the door and completely close the
"Eiivacy curtain prior to providing d fesidents —
treatment,

2. Record review revealed the facllity admitted
Resident #7 on 08/20/13 with diagnoses which

"1 Included Essential Hypertension, Mustle ™~ -

Weakness, Urinary Tract Infection, Diabetes Type

observed by the Director of Nursing,

Resident #5°s dignity and respect was
maintained by RN #1 and LPN #3 on
8/13/2014 by ensuring the privacy curiain
was pulled securely around the resident
which was observed by the Director of
Nursing,

Current residents including non-interview
able residents were observed by the
Director of Nursing on 8/15/2014 (o
ensure that privacy curtains were pulled
during care, doors were shut during care
and to ensure staff did not exchade
residents in conversation during care, The
Social Services Director interviewed

responsible party and remainder of
interview able residents regarding any
concerns of dignity and respect beginning

Resident-#3, 5 and Zand/or-their—— - -} — .

on §/15/2014 through 9/4/2014. Resident]
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#5 and responsible party's i
L F 241 L Continued From page 2 F 241 P party’s of Resident #3

1l, Aizhaimer's Diseass, Paripheral Vascular
Disease, Chronic Kidney Disease, Unspeclfied

and #7 voiced no concern related to
dignity and/or respect. No firther issues

Paycosis, Dyspiagha Hyperlipldemia, Anxisty
Stats, Depressive Disorder, Cellulifls, and

AbscessUnspecifisd-Site—Review-of the
Quarterly MDS Assessment, dated G7/09/14,
rovealed the facllity assessed Resident #7's
cognition as severely impaired with a BIMS score
of *3", indicating the resident was not
Interviewable.

Obsarvation, oh 08/15/14 at 9:40 AM, revaaled

wereidentified-by-theinterview able—
residents and/or responsible parties.
Licensed nurses, nurse aides, rehab staff
and rcereation staff was reeducated on
8/21/2014 through 9/8/2014 by the Nurse
Practice Educator regarding providing
care in a manner to enhance or maintain a

engaged in a conversation, and excluded
Resident #7 from the conversation while
providing Incontinent care for him/her.

interview with CNA#8, on 08/15/14 at 11:00 AM,
and LPN #1, on 08/15/14 at 10:20 AM, revealed
the focus should be on the resident when
providing care.

3. Record review revealed the facility admitied
Resident #5 to the facllity on 06/09/14 with
diagnosis to include Muscle Weakness, Presenile
Dementia, Blindness, and Macular Degeneration.
Review of the MDS, dated 06/16/14, revealed
Resident #5's BIMS score was ™14", indicating the
resident was cognitlvaly Intact,

Obsarvation, on 08/13/14 at 1:20 PM, during a
skin assessment ravealed Reglstered Nurse (RN)

#1 and LPN#T dld not puli the privacy curlainat’
the doorway. Buring the skin assessment,
Resident #5's buttocks was exposed when the
door was opened by another staff member.

't interview With RN #1, on 08/13/14 at T:36 PM,

revealed the privacy curfain should have been

-Certifiod-Nurse Aide {CNA)-#6-and-LPN #1 were - -

resiaent's-dignity and-respect lo-include
keeping the privacy curtains completely
pulled during care and keeping focus on
the resident during care and not having
conversations that excludes resident
participation,

The Director of Nursing, Assistant
Director of Nursing and Nurse Practice
Bducator will observe five residents a
week on all theee shifls to include
weekends of residents receiving ADL
care related to dignity and respect for fouy
wecks then three residents a week on all
three shifis for one month, then two
residents for a month on all three shifis to
ensure privacy and dignity. Corrective

laction witl-beprovided with-the frrvolved - —
employee at the time of occurrence, !
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F 241 | Continued From pags 3

The Social Services Director will

pulled arournd the entire bed in ordar to provide
privacy for Resident #5 and lo prevent the

E.241/interview five residents and/or-responsible
* |parties per week then three residents

and/orresponsible parties per week-for

resident frenrbeing-exposed-during-care:

sixty days for concerns of dignity and
respect. Corrective action wiil be

- trterviow with-LPN-#-on-0843/44-at-1:40 PM,—
rovaaled the privacy curtain should have baen
pulled around the entire bed while providing
resident care in order to provide privacy.

Interview with RN #2, on 08/15/14 at §:25 AM,
revealed she axpeacted staff to provide privacy for
all residents durlng care by closing the door,

provided with the involved employes by
the Directar of Nurses and/or Social
Services with follow up to the resident
and/or responsible patty,

The Director of Nursing and Social

Serviees-Dirgetor-willreport-findings-to—|————|-

=" pulling the curtain around the-enlire bad, pulling - -
the curtain between residents, and closing the
blinds.

interview with the Assistant Divector of Nursing
(ADON), on 08/156/14 at 11:10 AM, revealed shs
expected the staff to pull the privacy curtain
securely around the resident and close the door
prior to providing treatment, She stated she
expectad the staff {o focus on the residents, and
inclide the residents in conversation when
providing care.

Interview with the Director of Nurslng (DON), on
0615714 at 11,15 AM and 12:25 PM, revealsd
yearly training included dignity and respect. He
expected the staff to focus oh, as well as Include
{he residents in conversation during provision of
care, He also stated the staff should provide
privacy for all restdents during care by pulling the

1T 7T privacy curtain all the way around the fesldents at |-

the doorway, as well as the curtain batween
residents.

the monthly Performance Improvement
committee

for three months for review and farther
recommendations, The Performance
Committee is attended by the Medical
Director, Administrator, Director of
Nursing and Interdisciplinary Team
Members including the Social Services
Director, Admissions Director, Payroll
Coordinator and/or Dietary Manager for
further reccommendations,

F 316 | 483.25(d} NO CATHETER, PREVENT UTI, F 3t5
$8=D| RESTORE BLADDER B o )
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Resident #9's was given proper catheter
F 318! Continued From page 4 E 315 & prop .i 9/9/14

Based on the resident's comprehensive
assessment, the facifity must ensure that »

care in a manner which prevented or
reduced infections by CNA #8 and CNA #9

residentwho enters the facility withoutan
indwelling catheter is not cathsterized unfess the

on 8/13/2013 that was observed by the

—-———-rasident's-clinical-condition-demenstrates-that
" | catheterization was necessary; and e resident
who is incontinent of bladder receives appropriate
treatment and services fo prevent urinary tract
infections and to restore as much normat bladder
funclion as possible.

Director of Nursing.Resident #9 catheter].
bag was repositioned appropriately on
the wheelchair by the Director of Nursing
and/or Assistant Director of Nursing an
8/15/2014 to keep the catheter

collectlon bag from touching the floor,

This-REQUIREMENT-1s not metas evidencad - - - -
by:
Based on observallon, interview, record review,
and review of the facility's policy/procedurs, the
facillty failed lo provide catheter care in a manner
which prevented or reduced urinary tract
infactions for two (2) residants, In the selected
sample of fifteen (15} residents. {Resldents #9
and #13).

|
i
'
'

The findings include:

Review of the facllity's policy/procedure "Care of
Indwelling Urinary Catheter”, revised 01/02/14,
revealed to perform catheler care twice a day and
as needed (prm). Cleanse tha proximal third of
the catheler with soap and water, washing away
from the insertion site and manipulating the
catheler as fittle as possible, and rinse. Secure
the cathster tubing to keep the drainage bag

the floor. Position catheter for straight drainage.
1. Record review revealed the facility admitted

Resldent #9 with diagnosis to Include Alzheimer's,
T T 7] Peyéhbsis, and’Abscass fButlotk. Review af

the Quarterly Minimum Data Set {MDS)

T T below the lavel of the Tasident's tladderandoff T T[T

8/15/2014 to observe that catheter

Restdent #13 cathater collection bag was|
repositioned by the Director of Nursing
and/or Assistant Director of Nursing on
8/15/2014 to prevent contact with the

floor due to resident being in a low bed.

Current residents with catheters in low
beds and in wheelchairs were identified
and observed by Director of Nursing on |

collection bags are positioned _
appropriately when the resident is in bed
or up In wheelchalr to ensure the bag is
not touching the floor with corrective

were immedlately repositiohed by the
Director of Nursing on 8/15/2014 to
ensure catheters were off the floor,

- {action.upon.discovery. Those identifled .- |- . .._._._
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Resident #9 and #13 were evaluated and
F 316 | Continued From page 6 E 3B\ monitored-for signs and symptoms for

assessment, dated 07/25/14, revealed the fagility
assassed the resident with sevare cognitive

infection by the Director of Nursing

Impairmentandrequired-totat-assistance-with-alt
aclivities of daily living. He/she had an Indwsliing

andfortPN-Charge-Nurse-with-nofssues
noted on 8/15/2014,

urnary-eatheter-related-to-a-surgical-wound:

Observation, on 08/13/14 at 2:55 PM, revealed
Resldent #9, who had been incontinent of bowei,
was provided Incontinent care by fwo (2) Cerlified
Nurse Aldes {CNAs), #8 and #9. CNA#8 and #9
did not clean the indwalling urnary catheter
tubing during care. Further observation, on

Administrative Departments including
the Administrator, Activities, Admissions,

Licensed nurses, nurse aides,

Coordinator, Dietary Manager, Medical
Records, Maintenance Supervisor and

08716714 at- 1145 AM,-rovealed Resident #3-was - - -
sitting in a wheslchair with histher indwelling
urinary catheter collection bag touching the ficor.

Interview with CNA#9, on 08/13/14 at 3.05 PM,
revealed she normally dees catheter care while
doing incontinent cars, especially when the
resldent has had a bowel movement. She also
stated she normally cleans the restdent from the
top of the tubing to the bottom. She stated "l don't
know why | didn', it is what it Is, you saw it",

Interviow with GNA #8, on 08/13/4 at 3:156 PM,
revealed catheter care should have besn dans,
bui wasn't. She revealed she had no explanation
why it wasn't done.

2. Record review revealed the facllity admitted
Resident #13 on 08/10/14 with diagnoses to
Include Congesiive Heart Faliure, Cancer, and
Chronic Reral InsUfficiéncy. Review of the ™
Physician's orders, dated 08/10/14, included
“Foley catheter 18 FR with 10 mi balloon to
bedside draihaga”.

| ObgaTvation, orr08/14714 at 2:15 PM, Tevaaled

Resident #13 lying In bed with his/her eyes

observations. Corrective action was

Rehab Services were provided o
reeducation by the Nurse Practice
Educator on 8/21/2014 through 9/8/2014
regarding catheter collection bags are not
to touch the fioor when the resident is
either sitting up In a wheelchair orina
low bed, Nursing staff were provided
reeducation on procedure for
appropriate catheter care 8/21-9/8/14
by Nurse Practice Educator with return

provided at time of observation if
Indicated with the employee.
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‘ The Director of Nursing, Assistant
i F 318 | Confinued From page 6 B35 birector of Nursing, Unit Marrageramd
cfosed. Pale yellow urine was abserved in the . .
ubing draining In a bedslde dralnage bag which Nurse Practice Educator will observe
’ wags-lying-diractly-on-the-fioor-~Further re‘sideh‘ts'mtfra“t’a‘thétt?rywh@ﬁ“il‘p‘iﬁ F i
i observation, on 08/15/14 at 8:00 AM, revealed . . .
: Resident.#13 was In bed-with-histher-urinary wheelchair or in a low bed on -a:” shiftsto| R
. catheter dralhage bag lying directly on the floor. Include weekends weekly for one month,
: every two weeks for one month, then
Chssrvation and inlerview with the Director of maonthly for one month to ensure that ho
Nursing (DON), on 0871414 at 8:30 AM, verified | catheter collection bags are not
the drainage bag was lying directly on the floor. Pgitincs
The DON stated a resident’s drainage bag should observed touching tile floor, Catheter
not be in contact with the floor. care observations will be conducted by
T LI IESTRE FREE OF A e ors - F323\the Nufse Practice Educatar, Unit i -
§8:0 Managers, and Director of Nurses with
The faellity must ensure that the resident CNAS providing care across all shifts
enwronme?nt remains as free of accrde%nt hazards including weekends weekly times one
as {s possible; and each resident receives _ .
adequate supervision and assistanca davices to month, every two weeks times one
pravent accidents. month. Identifted problems will be
corrected immediately by the Director of’
Nursing, Assistant Director of Nursing,
This REQUIREMENT Is not met as evidenced ‘Unit Manager and Nurse Practice |
by: Educator. The Director of Nursing and/or
Basad on observation, interview, record review, Assistant Director of Nursing will report
and review of the faciliy’s investigation, it was
dstermined the facillty failed to ensure one (1) results to the Performance Improvement
resident, In the selected sample of fifteon (16) Committee monthly for three months for
residents {Rasident #8), raceived adequate .
supervision and assistance to prevent elopement review and reCOTTen(i_attons. Thf_ I
IR I oh O7/23114. T T T T T Performiance Comimiftee is attended by
The findings Include:
Record raview revealed the faciiity admitted -
" | RestdeRt#8 61 11/08/10 with diaghosés to - - ) T
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] the Medical Director, Administrator,
i F 323 | Conptinued From page 7 F 323 Director of-Nursing-and-Interdisciplinary
; include Dementia with Behavlorat Disturbances, . |
; Alzheimer's Disease, Cognilive Deficlts due to Team Members including the Socta
: Gerebrovascular-Biseaserand-Adult-Fallure-to Services Director, Admisstons Directoy;
Thrive. Review of the Annuat Minimum Data Set . .
(MDS}, dated-05/1611 4 revealod-Resldent#8-had Payroll Coardinator and/or Dietary SR M—
a Brief Infarview Mental Status (BIMS) of three - Manager for further recommendations. Tt
{3}, Indicating the resident was not Interviewable.
Review of the facility's Investigation revealed
Resident #8 sloped on $7/23/14 at approximately
8:00 PM. Further review revealed the resident
exited the facitity through the secured East door
= -~ [-ofihe-Solana Uni, Additicnally; Cerntlfied Narse -~ - -
Alde (CNA} #1 heard the door atarm sounding,
responded, and observed Resident #8 near the Resident #8 was returned to the unit ang
East doaor of the Solana Unit; howaver, CNA head to t E 8/9 /14
did not look outside the building perimeter or a head to toe evaluation was completed
grounds, by the LPN Charge Nurse on 7/23/2014.
Interview with CNA #1, on 08/1314 at 4:10 PM, No skin issues were Identified and
revealed the last eyewitness account of Resident resident was able to move extremities
#8, prior to slopement on 07/23/14, was at 6,30 without difficulty. An Elopement
P.M, Further interview revealed CNA #1 was .
caring for anather resident because hisfhar Evaluation was completed and care plan
sensor alann activated. She stated "l then heard was updated on 7/23/14 and 7/24/14 to
a door alarm going off, so 1 went to check on it. |
saw Resident #8 standing at the exit door holding include a wander guard for safety by the
en to the door handle. | redirected Resident #8 LPN Charge Nurse.
away from the door, closed the door, and reset
the alarm. | did not look outside the outside the Upon notification of the Elopemant,
bullding perimeter and grounds". .
charge nurses immediately completed a
T T T intevRW W CNAR2 on 08/13M 4 aL 320 PMT T T T éensos chieckon 2/23720TaT AllTesidents | T T
tevealed, on 07/23/114 at 7:15 PM, she was In the - i
facility courtyard monitoring a smoke break for (67 of 67) were present inside the facility. ‘
the residants. Further Interview revealed while This was initiated at 8:00 p.m. CST by the |
assisting residents back inside the facility, she F
‘i obsorved Resident #8 on the cutside of the faciiity -t - T
in the courlyard, 125 feet from the exit door of the !
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‘ . licensed nurses on 7/23/2014. The
F 323 | Continued From page 8 F 323 /

Solana Unit, CNA #2 revealsd Resident #8 did
not go oulside with the other residents when they

Maintenance Director was notifled and
came to the facility on the evening of

want-out-fora-smoke-broak:

Interview-with-Licensed-Rraclical- Nurse-(LPN)- #3*-

on 08/13/14 at 4:10 PM, revéaled Resldent #8
had a wanderguard upan admission; however,
the wanderguard was removed bacause the
resldent was not consldered an elopement risk.
Sha ravealed she last saw Resident #8 on
07723114 at approximately 6:30 PM. She stated
she was off the unit at 7:20 PM, and CNA#2

772372014 to validate that alt doors and

was noted by the Maintenance
Supervisor on 7/23/2014 that all door
alarms were functloning properly. The
East door of Solana door mag lock was
adjusted upon d!scovery

..{door alarms weze functioning. praperL\/Jt o

-noliced Rasidant #8 ¢cUisida tha-faeility In the
courtyard, and brought the resident back inside.

interview with CNA #4, on 08/13/14 at 2:55 PM,
revealed an eyewliness account of Resident #8
packing his/her clothing and attempting fo exit the
East door of the Sclana Unit. Further interview
ravealed the resident had exhibited these
behaviors for the past year.

Observation, on 0B/13/14 at 8:30 AM, revealed
the Maintenance Supervisor demonstrated the
operation of the deor onh the East Solana Unit.
The security code had to be entered bafore
antryfexit. The alarm sounded until the security
code was entered manually lo disamm it

interview with the Maintenance Supervisor, on
(6/14/14 at 8:45 AM, revealed the door on the
East Solana unit opened if the correct code was

The Director of Nursing, Assistant
Director of Nursing and Nurse Practice
Educator responded to the facility and
initiated elopement drills and education |
on 7/23/2014, Wander guard bracelets
were checked by the Director of Nursing,
Assistant Director of Nursing and/or the

(Murse Practice Educator to ensure all

bracelets were not outdated on

| 7/23/2014. No Issues were [dentified by

the Director of Nursing, Assistant Director
of Nursmg and/or Nurse ® Practice

“entered. He stated tie wanderguard sensar
deactivated the East door on the Solana Unit
because the alarm continually was going off when
residents with wandarguards went o the deor.
Further interview revealed the door was only

-utilized forthe Oxygen Tharapy Provider, and

staff does not use the door otherwise. He

Educator on 7/23/2014, o
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i
i Al staff were reeducated on 7/23/2014
i £3231 Conlnued From pags 8 323 through 7725/ 20 T4 by the Dirattor of
i revealed the Oxygen Therapy Providsr accessed ‘ i . . Y .
i the East door on the Solana Unit on 7/23/14. He Nursing, Assistant Director of Nursing,
: was-contacted the-avening of 07/23/14-at Nurse Practice Educator or Administrator
| approximately 8:15 PM, and was Infermed a ‘ di "
- resident-had-exited-the-East deorof-the-Solana regarding center policles on elopement _, —
! " [ Unit. The Maintenance Supervisor revealed upon ) prevention and management, expected
checklng the function of the door, he noted the
doar sensor alamm had malfunctionad, He further employee response to door alarms. Each '
revealed alf facllity doors were checked dally for employee completed a post-test to
proper functioning. validate learning. Reeducation regarding:
Intervisw with the Director of Nursing (DON), on door function was Initiated on 8/19/2014
| OBAGI A at 1210 PR, Févealad WS expaciations thraugh 9/3/2014 to all'staff by the Nurse - -
was if an alarm sounded, he expeacted the staff to .
check the alarm to see what caused the alarm to Practice Ed.ucator, .Dlrector of Nursing,
activate, Further interviaw revealed he expected and/or Assistant Director of Nursing,
the staff to look cutslde before securing the door i
and ressetting the alarm, The Maintenance Director will check all |
Interview with the Administrator, on 08/15/14 at doors Monday through Friday to ensure I
12:10 PM, revealed she was notified about the proper functioning including alarms and -
elopement on 07/23/14 betwaen 7:30 PM and . : !
8:00 PM. Further interview revealed, on 07/23{14 mag locks and dOC!-,lment flndlf?gs. In the :
at 10:39 AM, the Administrator checked the East absence of the Maintenance Director, the
door of the Solana Unit during moring rounds Administrator or a Licensed Nurse wiil
with no concerns Identified. She revealed Oxygen check the doors to ensure proper
Therapy Providers were the only ones who ) .
accessed the East door of tha Solana Unit. She functioning. On Saturdays and Sundays,
also revealed she was unaware the wanderguard the doors will be checked for proper
alarm sensor was not activated ai the East door functioning by the Amb dor staff
of the Solana Unit unctioning by the Ambassad
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441| (including: Payroll Coordinator,
88=E | SPREAD, LINENS o ' I R

The facility must establish and malntain an
Infection Control Program designed to provide &
safe, sanitary and comfortable environment and
to help prevent the davélopment and transmission

FORM CMS-2667(02-98) Provious Versions Obsolate
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5 Dietary manager, Social Service .

y F 441 | Continued From page 10 Edddl . - . R

! Director, Cenifal supply CIIK;

of disease and infaction.

Admissions Director, Business office

{&y Infactiom Control Program
The facility must astablish an Infection Control

Manager, Aclivities, MDS

Program-underwhich-it=

(1) Investigates, controls, and prevents Infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applled to an individuel resident; and
{3) Maintains a record of incidents and comactive

actions related to Infactions.

Medical Records and or Nurse
Practice Educator)or a Licensed Nurse
for proper functioning and document
findings,

Coordinators, Central Supply Clerk, |

1 {b} Preventing-Spread of Infection

{1) When tha Infection Control Program
determines that a resident needs Isolation to
pravent the spread cof infectlon, the facility must
Isolate the rasident.

(2} The facility raust prohibit employees with a
communicable disease or infected skin lasions
from direct contact with residents or their food, if
direct contact will transmit the diseass.

{3} The facliity must require staff to wash their

_hands after each direct resldent contact for which

hand washing is indicated by accepted
professional praclice.

{¢) Linens

Personnel must handie, store, process and
transport linens so as to prevent the spread of
infection.

—TElopementdrills willbecompleted-orrall

shifts to include the weekends by Nurse
Practice Educater monthiy for three
months to audit training compliance.
Reeducation will be provided by the
Maintenance Director and/or Nurse
Practice Educator upon discovery with
the employee. Results of elopement
drills will be presented to the
-Performance Improvement Commitiee
for three months for review and
recommendations. The Performance
Committee is attended by the Medical
Director, Administrator, Director of
Nursing and Interdisciplinary Team
Members including the Soclal Services
Director, Admisslons Director, Payrofl

This REQUIREMENT is not me! as svidenced
by:

Thomas, Vonda

Based on obsearvalion, interview, record raview,
and réview of the facllify's policy/procedure, it wes
datermined the facllity failled to ensure proper

- Coordinator and/or Dietary Manager for
further recommendations.
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§ Resident #3 was provided care from LPN
- : P 9/9/14
F 441 | Continued From page 11 E 441 #3 0n.8/12/2014 in a manner that ensured

Incontinent care and appropriate hand washing
and gloving techniqua dusing the performance of

proper hand washing to prevent the spread
of infection-that was.observed by the

parineak{incontinence) care forthree(3)
resldents, in the selected sample of fifteen {15)

-residents-(Residents-#3,#5-and-#7);
The findings Include:

Raview of the facility's "Hand Hyglene"
poficy/orocedure, revised 10/01/2013, revealed
smployeas should wash hands with soap and
water after ramoving gloves, before and after

Director of Nursing. Resident #3 was i
_ provided care from CN.A. #7on

8/1 3/2014-by ensuring propet incontinent
care was given to avoid the spread of
infection that was observed by the

Director of Nursing. Resident #7 was
provided care from CNA #6 on 8/15/2014
in & manner that ensured proper

-1 direct patlent cars, Immadialely after contact with

blood, body fluids, or other potentially infectious
matsrials and when hands are visibly soiled or
contaminated.

1. Record review revealad the facllity admitted
Resident #3 on 11/06/13 with diagnoses which
included Essential Hypertension, Generalized
Muscle Weakness, Abnormality of Gait,
Dementla, unspeclfled without Behavioral
Disturbance, Hypopotasseria, Escphageal
Reflux, and Psychosls. Review of the Significant
Change Minimum Data Set (MDS) Assessment,
dated 07/09/14, revealed the facility assessed
Residant #3's cognition as severely Impalred with
a Brlef Interview Mental Status (BIMS) score of
3", Indicating the resident was not intervlewable.

Observation of 2 skin prep application, an
08/12/14 at 3:35 PM, revealed Licensed Practical

incontifient ¢are was given, removing
soiled gloves, washing hands, and
donning new gloves to ensure that
infection control policies are being
followed that was observed by the
Director of Nursing. Resident #5 was
provided care by RN #1 and LPN #1 on
8/13/2014 in a manner that ensured soiled
gloves were removed, RN#1 and LPN #5
hands were washed and new gloves were
donned to ensure that infection control
policies are being followed that was
observed by the Director of Nursing.
Skin assessments were observed on all
residents between 8/15/2014 and
'8/21/2014_ by the Director of Nursing,
Nurse Practice Bducator and/or Assistant

- Nurse (LPN) #3 washed her hands ahd donmed
gloves, touched treatment cart keys and placed
the keys In her pocket, Further observation
revealed she opened and applied skin prep to
Resident #3's hee!, removed the gloves, replaced
‘the resident's sotk and Prevalon Bodt, bagged a

soflad towe), fouched the resident and the

Dircctor of Nursifig which resulted
in100% competency of staff observed.
No other issues identified, Pericare was
observed on 34 of 34 residents by the

- - Director of Nursing, Nurse Practice
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Educator and/or Assistant Director of

F 441 | Continued From page 12 F 441 Nursing-between-8/15/2014-and ' -
wheelchalr, and then transferred Resident #3 8/21/2014 with no other issues identified.

down the hallway to the activity reom without

Treatmentand-dressing-changes-were

washing-her-hands:
° observed with 12 of 12 staff members

Interview,-on-08/44/14-at 4:45 PM, with LPN #3 | competent between 8/15/2014 and .
rovealed she sholld have remdved hef gloves  ~ Y77 O[87Z1/2014, No'issues fdentified. =~ "7y T
and washed her hands foltawing skin prep
application, and prior to touching the resident, Licensed staff and nurses aides (CN AS)
sock, boot and wheelchar. ‘ :
staff was reeducated and competency
Observation of Incontinant care, on 08/13/14 at testing provided by the Nurse Practice
14:20 PM, revealad Certified Nurse Alda (CNA) Educator on hand hygiene including glove

’ T FHT TeioVad Resident #3's soiled incontinent -
brief, provided perineal care, and repositioned
Rasident #3 to the left lateral position, and wipad

usage, proper handling of linens o
include storage and incontinent care on

from back to front to remove stool, Further 8/19/2014 through 9/8/2014,
observation revealed CNA #7 applied a clean

Incontinent brief, touched the linens, and the call Licensed nurses as assigned by Nurse
light prior to removing her gloves or washing her Practice Educator will observe CNAS
hands.

providing direct care for hand washing,
glove usage and handling of linens to

Interview, on 08/13/14 at 4,20 PM, with CNA#7? N
prevent the spread of infections

revealed she should have wiped front to back

when removing stool, changed gloves, and three times a week on all three shifts for
washed her hands prior fo placing a clean four weeks then three times a month for
incontinent brief and before touching the resident, two months on all three shifts, The
linens, and the call light. ‘Director of Nursing, Assistant Director of
2. Record review revezled the facility admitied _g:i“'smg anc};lor}t)he N“rIffa Pr a“gw
Resldent #7 on 08/20/13 with diagnoses which u(fatlor WL ODSErVE LICeNnsed nurses
Included Essentlal Hypertension, Muscle providing skin assessments and treatments
Weakness, Urinary Tract Infection, Diabetes Type for hand washing, glove usage and
'''' -~ li; Alzhelmer's Disease, Perlpheral Vascular o [ handling of linens to prevent thespread of =~ —[——

Disease, Chronic Kidney Plsease, Unspecified
Psychosis, Dysphagla, Hypedipldemia, Anxlety
State, Depressive Disorder, Cellulits, and
Abscess Unspecified Site. Review of the
Quarterly MDS Assessment, dated 07/09/14, -~
Tevealed the facilty assessed Resident #7's
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) , infections three times a week on all three !
F 441 | Continued From pags 13 F a4t b 0 for four weeks then three times a *
cognition as severely Impaired with a BIMS score month for two months on all three shifts |
of "3", indicating the resicent was not ' f
intervisWabls : : i
The Direcior of Nursing and/or the i
Observation of incontinent care. on 08/16/14 at Assistant Director of Nursing will report . 5
9:50 AM, revealed GNA #6 removed Resldent - : - results to the Performance Improvement | -~ —!
#7's soiled incontinent brief, cleansed the perineal Committee for three months for review !
and reclal area, removed soiled gloves, and and further recommendations, The !

donnad clean gloves without washing her hands. Porformance Committee is attended by

Fusthsr observation revealed CNA #6 applied a . . . . ‘
clean incontinent brief, touched the resident, the Medical Director, Admlmstrator, '

finens, alarm control, and bedside table without Director of Nursing and Interdisciplinary

—removing-her-glovas- orwashing-herhands—————————Team-Members-ineluding-the-Seeial———— —
: Services Director, Admission Director, :
Interview, on OB/15/14 at 10:10 AM, with CNA #5 Payroll Coordinator and/or Dietary

revealed she should have washed her hands Manager for further recommendations
when gloves were changed, and should have :
removed her gloves and washed her hands prior
to touching the resident, linens, alarm control,

and bedskie table. ' |

interview, on 08/15/14 at 11:10 AM, with the
Assistant Diractor of Nursing (ADON) rovealed
her expectation was for staff to wash his/er
hands and don gloves bafore providing
incontinent care, after touching body fluids, and
when visibly sofled or contaminated,

3. Record revisw revealed the facllity admitted
Resldent #5 on 06/09/14 with diagncses to
include Muscle Weaknass, Presenile Dementia,
Blindness and Macufar Degeneration. Review of
- -- — ——Hhe-MDBS Assessment;-dated-06/16/14;-revealed e : - ‘
Resident #5's BIMS score was 14, indlcating -
cognitively intact, ‘

Cbservation, on 08/13/14 at 1:20 PM, during a
skin assessment revealed Registerad Nurse (RN} . . - -
i1 and LPN#1 fafled to change gloves after
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F 441 Continued From page 14 F 444

coming In to contact with the rasident's
perlibufiock area. They proceaded to touch the
residentulliple-tines fhroughcutiheresidents
skin assessment, and proceeded %o touch
Residenf #5's bad linens, pillow, heel boct, and
calllight bafore taking off thelr gloves. T o : - —— =

Interview with RN #1, on 08/13714 at 1.36 PM,
revealed durng the skin audit, gloves should
hava been changed after the peri-areafbuttocks
area was observed hefore proceeding fo another
area of the resident to pravent the possible
spread-of infectionthroughout-theroom:

intervlew with LPN #1, on 08/13/14 at 1:40 P,
revealed durdng the skin assessment, when
axamining the peri-areafhuttocks area, she
should have changed her gloves In order to
prevent the spread of infection.

interview with RN #2, on 08/15/14 at 8:25 AM,
revealed she expected the staff to wear gloves
while performing a skin assessment and change
gloves whan coming into contact with the
perifbuttocks area, wash hands, and puton a
clean pair of gloves to provide continued resident
cara. RN #2 further revealed wearing solled
gloves could cause the spread of infection.

Interview with the Diractor of Nursing {DON), on

08/15/14 at 11:15 AM, revealed he expecled the
H staff fo change gloves during any contact with a

P -—————rrasident's peri-orbuttock-area, wash-hands;-and-— - -
’ put on a new palr of gloves before proceeding . .-
with resident care to prevent the spread of ,
Infaction.
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“This Plan of Correction is prepared and
RO00 INTIAL COMMENTS ... .. . . - K 000} wbmitted. a3 sédiised 537 lave. By subinitting
this Plan of Correction, Paducah Center
CFR: 42 CFR 483.70(a) Care & Rehabilitation Center does not _
= — admitthatthedeficiency listed o this form !
BLILDINE:1. exist, nor does the Center admit to any
—[statements, findings, facts; orconclusions that =
PLANAPRROVAL 1980, form the basis for the alleged deficiency. The

Centerreserves the righttoclmtlenge im fegat

SURVEY UNDER: 2000 Exlsting. and/or regulatory or administrative |

proceedings the deficiency, stalements, facts, *
and conclusions that form the basis for the

TYPE OF STRUCTURE: One (1) story, Tyoe II] deficiency.”

FACILITY TYPE: SNF/NF.

s E‘H'_—:_L’.’:; o o e e i ==

SMOKE COMPARTMENTS: Four (4} smoke
compariments.

FIRE ALARM: Complete fire alarm system
installed in 1963, and upgraded In 1996 with 19
smoke detectors and no heat detectors,

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed in 1963 and upgraded
In 2005.

GENERATOR: Type Il generator installed in
1983. Fuel source is Natural Gas,

Astandard Life Safely Code Survey was
conducted on 08/12/14. The facllity was found not
to be In compliance with the requirements for
participation in Medicare and Medicaid. The ;
_fa_cil_ity_i‘sfc;eﬂijf@dja[,sever1ly:four.(7,4).beds.wflh.__ i s [l e i
a cansus of sixty-nine (69) on the day of the
survey,

The findings that follow demanstrate
noncompliance with Title 42, Cods of Federal S ndl i IR

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE \%{ JITLE (X8) DATE

Sivival Aenvaistadne Aligiy

Any deficlency statement endlng with an astsrisk (*) denotes a deficlercy which the institulion may be wseiﬂ;o&cﬁng providing It Is determined that

ather safeguards provide sufficlant protection Lo the palients. (See Instructiens.) Except for nursing homes, theflingngs stalod above are discloszble 90 days
following the date of stirvey whelher or nol a plan of correcticn Is provided. For nursing homes, tha above Fndisgs/and plans of correclion are disclosable 14
days following the dals these documents are made avallable to the facllity. If defclencles ars cited, an approved plan of correction is requisite to centinued
program particlpation,

FORM CMS-2507(02-89) Previous Versions Obsofa'e Evenl 10); KZN)21 Faciity ID; 100309 ‘ If continuallon sheet Page 1 o 10
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STATEMENT OF DEFICIENGIES .- (1) PROVIDER/SUPPLIERICHA,

(X2) MULTIPLE CONSTRUCTION : {%3) DATE SURVEY

AND. PLAN OF CORRECTION . IDENTFFICI‘\TION NUMBER: A BUILDING 01 - MAIN BUILDING 81 COMPLETED
186312 B.WING 08/12/2014
- NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE ' :
PA'U'li(,;AH CENTER 501 NORTH THIRD STREET
PR PADUCAH, KY 42001
O . SUMMARY STATEMENT OF DEFICIENCIES o . PROVIDER'S PLAN OF CORRECTION o8
PRERIX {EACH BEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOQ THE APPROPRIATE DATE
] DELICIENCY)
K000 | Continued Frampage 1. . . ... - K 000 . — S .

Regulafions, 483.70(e} el seq, (Lifs Safety from
Fire).

Deficlencles were clted with the highest
deficiency Identified at "F" levs!.

K 050§ NFPA 101 LIFE SAFETY-CODE STANDARD

K950 A fire drill was held oh all shifis on

that drills are part of established routine.
Responsibillty for planning and conducting drills is

|-z =] @sslgned-only-to competent-persons-who are-- - -

—--oweo | Firedrillswillbeheldby. . . .. | .. |

S5=F| : Ao A ceeed — 1 e £t 0| —
Fite drills are hald at unexpacled imes under Z/8/ 1% dnd GOCHITICINAIG O1 Urilis B
varylng congitions, at least quarterly on each shift. was recorded and filed by
The staff is familiar with procediires and Is aware Maintenance Director.

quafified to exerclse leadership, Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms.  19.7.1.2

This STANDARD is not met as evidenced by:
Based on Intervlew and record review, it was
determined the facility failed to ensure fire grills
were conducted quarterly on each shift at random
times, In accordance with Nallonal Fire Protection
Assoclation (NFPA) standards, The deficlent
practice has the petential to affect four (4) of four
{4) smoke compartments, all residents, staff and
visitors, The facility has the capacity for
seventy-four (74) beds and at the time of the
survey, the census was sixty-nine (69).

- TE’ha findings Include:

Flre Drill review, on 08/12/14 at 12:10 PM with the
Maintenance Supervisor, revealed the fire drills
.| were notbeing conducted quarerly on all shifts. - -

Maintenance Director and/or
Administrator monthly, on various
shifts and times and documentation
showing employees participation.
Drills will be recorded by the
Maintenance Supervisor in the Life
Safety binder. A back-up copy of
documentation will be saved
«electronically in the TELS system.

Reeducation was completed with the
Maintenance Director and

FORM CMS-2567(02-99) Previous Verslona Obsalata Evant [1); KZNo2{
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0538-0301
STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERICLIA {42} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION : IDENTIFICATION NUMBER: A BUILDING 11 - MAIN BUILDING 01 COMPLETED
) 186312 B. WING 08/12/2014
HAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
PADUCAH CENTER 501 NORTH THIRD STREET
PADUGAH, KY 42001 ]
wamn |0 . SUMMARY STATEMENT OF DEFICIENGIES s} PROVIDER'S PLAN OF CORRECTION . oS -
PREFIX | -~ (EACHDEFICIENGY MUST BE PRECEDED BY FULL PREFIX .+ (EACH CORRECTIVE ACTION SHOWLD 8F -GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TQ THE APPROPRIATE DATE
. DEFICIENGY)
K 050 | Continued From page &-- - - - - - - - K oso|Administrator en 8/12/2014 by-the-- - ~—- . |---
There was no fire drill performed an 1st shift - |Regional Property Manager to ensure .
during the st quarter of 2014, no fire dritt all fire drill documentation is

performed $i2nd shift. during The- 4h-quarderof

2013, and no drill was performed on 3rd shift completed each time a fire drill has

during the 2nd quarter of 2014 and the 4th been conducted. ] —
quarter of 2013. ) T .

T P— T PPTELRT ST An-electronio calendar-with-assigned

Mantenemon Su porvs ;, rovealed howas tasks will be generated by TELS that

unaware the firs drills wers not belng condusted includes fire drills. A copy will be

on each shift as requlred. submitted to the Administrator to

) , ensure fire drills are conducted t1mely i
- | The.census.of sixty-nine (69)\.wasverfied by the - -1 - _-_-=| -0 e . N

Adminisirator on 08/12/14. The findings were

acknowledged by the Administrator and verified The Maintenance Supervisor will
by the Maintenance Supervisor at the exit conduct fire drills quarterly according
Interview on 08/12/14. to the assigned tasks calendar and

report findings to the Administrator.

Actual NFPA Standard: \ .
Regional Property Manager will check

Reference: NFPA 101 (2000 edition) 19.7.1.2. quarterly results at time of monthly
Flra drills shall be conducted at laast quarterly on visits with corrective action if
each shift and at unexpected times under varied indi i ed
conditions on all shifts. indicat

K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 082

S8=F
Required autometic sprinkter systems are The Maintenance Director will bring a
confinuocusly malniained In reliable operating £the electron; lendar which
condition and are Inspected and tested : f:op}’ otthe e €e 1011{0 calendar whio
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, includes assigned shifts and dates to
9.7.6 perform drills to the monthly

o oo | —___ |Performance Improvement e
Committee. Fire drill documentation

This STANDARD Is not met as avidenced by: will be documented and uploaded each
Based on sprinkler record review, and interview it time completed into TELS by the

was determinad the facility falted to maintain the
—-1 sprinkler system in accordance-with Natienal Fire - -

FORM CMS-2567(02-98) Previous Versions Obso'eto Evont [D; KZNO2§ Faciiily ID: 100303 If continuation sheet Pege 3 ¢f 16
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K062

Protection Assoclation (NFPA) standards. The
deficient practice has the potential to affect four

MaintenanceDirector-will-report
results to the monthly Performance

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IBENTIFIGATION NUMBER: A BUILDING 1 - MAIN BUILDING 01 COMPLETED .
186312 B WNG 08/12/2014
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STAFE, ZIP CODE : B
PADUCAH CENTER £01 NORTH THIRD STREET
PADUCAH, KY 42001
o4 1D - SUMVARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFiX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COVPLETION
TAG - REGLRATORY OR LSC IDENTIFYING INFORMATION) - . TAG CROSS-REFERENCED TO THE APPROPRIATE bArg .
. DEFICIENCY)
Maintenance Director, The
Continted Frompage 3 ... .. _ . ¢ - KOB2 )

(&) olfour {4y smokecompartmants, allrasidents,

staff and visitors. The facility has the capacity for
seventy-four {74} beds and at the me ofthe

survey, the census was sixty-nine {69).

Improvement Corfimties forthiee ~ —[--——
. |months attended by the Medical
-~ Director, Admministrator, Ditector of |
Nursing, and the Interdisciplinary

—| facllity failed to provide documentation feran. _-— - -

Jjdetermiinethe . . _ ..

The findings fnclude:

Sprinkler record review, on 08/12/14 at 11:55 AM
with the Malntenance Supervisor, revealed the

obstruction investigation test performed since
4.16-08,

Interview, on 08/12/14 at 11:56 AM with the
Malntenance Supervisor, revealed he was
unaware the lest was not performed and he relies
on the sprinkier company for him to comply with
NFPA stanadards.

The consus of sixty-nine {69) was verified by the
Administrator on 08/12/14, The findings were
acknowledged by the Adminlstrator and verified
by the Maintenance Supervisor at the exit
interview on 08/12/14,

Actual NFPA Standard:

Roference. NFPA 25 (1998 Editlon). -

. 2«1 General. This_chapter provides.tha.minimum — _|.

requirements

for the routine inspection, testing, and
maintenance of

sprinkler systems. Table 2-1 shall be used to

minimum required frequencles for mspec!ion,

Team Members (including: Payroll
Coordinator, Dictary manager, Social
Service Director, Central Supply
Clerk, and or Nurse Practice Educator)
-- - . - |for-finther recommendations——==-. . -f - -~
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STATEMENT OF DEFICIENCIES {41} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (43) DATE SURVEY
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x4 1B SUMIARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION o)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TS REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE
BEFICIENGT)
- K062. - - KOB2A “sprinklerinspection was schicduled

-Gontinued From page 4--——~

testing, and
maintenance.

for 9/12/2014 and was comnpleted on

Q0014

9132044

EXceplion—Valves and fire-depadment

AITANLVLTF UY Lﬂlil(‘u Mw.,us ARCAEER

conngctions shall be inspscted,
tested, and maintalned In accordance with

Century Fire Protection.

Chapler &.

Sprinkler systems will be inspected,

| Exception-Mo.3

Tabie 2-1 Summary of Sprinkier System
Inspection, Testing, and Malntehance
item Activity Frequency Reference
Gaugss {dry, preaction deluge systems}
Inspection Weekly/monthly 2-2.4,2

:| Conirol valves-Inspection Weekly/monthly Table: .- -+

g-1

Alarm devices Inspaction Quarterly 2-2.6
Gaugss (wet pipe sysiems) Inspection Monthly
2-2.4.1

Hydrattic nameplate Inspection Quartery 2.2.7
Buildings Inspacilon Annually {prior to freezing
weather)

2-2.5

Hangarfssismic bracing Inspection Annuatly 2-2.3
Pipe and fittings Inspection Annually 2-2.2
Sprinklers Inspection Arnually 2-2.1.1

Spare sprinklers Inspection Annually 2-2.1.3

Flre department connections inspaction Tabls 8-1
Valves (all types) Inspection Table 9-1

Alarm devices Test Quarterly 2-3.3

Maln drain Test Annually Table 9-1

Antifreeze solution Test Annually 2-3.4

Gauges Test 6 years 2-3.2

Sprinklers - exirauhigh temp, Test § years 2-3.1.1

Sprinklers - fast response Test At 20 yaars and
every 10 years

thareafter

2-3.1.1 Excsption No. 2

Sprinklers Test At 50 years and every 10years - -
thereafior

-IReeducation was completed with the- ]

tested and mamtamed to ensure
compliance every five years by ;
the contracted vendor. The original
documentation will be kept in the Life
Safety Binder-and a backup-copy-of all
inspections and tests will be saved
electronically in the TELS system. An
electronic calendar with assigned tasks
will be generated by TELS to ensure
sprinkler systems are inspected, tested
and maintained.

Maintenance Supervisor and
Administrator on 8/12/2014 by the
Regional Property Manager to ensure
all inspections and tests are completed
timely. Sprinkfer tests and inspections
will be conducted timely and
documentation saved on the TELS

1
]

Supervisor, }

system by the Maintenance " -

FORM GMS-2567{02-99} Presdous Yorsiens Obsalste
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The Maintenance Supervisor will

- ] —- K062\ Continued From page 86— —— -~ — — e s —on — e K 0B21 o Rt
! 2311 pag K bring-a-copyoftireetectroniccatendar
Valves (all types) Maintenance Annually or as to the P erformance Improvement
needed Jabe 97 ‘ Lomnutiee-toanclude dates-olwhen
Obstruction Investigation Maintenance & years or sprinkler system inspections and tests
as ngadjﬁhaoiar 10 . :
aredueThe Maintenarce SUpervisor
Table 9-1 Summary of Valves, Valve will report results to the Performance
Components, and Trim Inspection, Testing, and Improvement Comrmittee monthly for
Pgafnteﬂ.ancli\ i - three months attended by the Medical
ngzf;”\j’;ve: vity Frequency Referonce Director, Administrator, Director of
Sealed Inspection Weekly 9-3.3.1 Nursing and Interdisciplinary team
o oonslhocked Inspection-Monthly 9:3:3:1.Excepticn.No. - =4 -—-----— |members: (mcludlng.« Rayroll —— . |~ = o ==
1 Coordinator, Dietary manager, Social

Tamper swilches Inspaction Menthly ©-3,3.1 . , )
Excaption No. 1 Setvice Director, Central Supply

Alarm Valves Clerk, and or Nurse Practice Educator)

Exterior Inspaction Monthly 9-4.1.1 for further recommendations.
Interior Inspection 5 ysars 9-4.1.2

Stralners, filters, orifices tnspection b years
8-4.1.2

Check Valves

Interior Inspaction 5 years 9-4.2.1
Preaction/Deluge Valves

Enclosure (during cold weather) Inspaction
Daliyfweekly 9-4.3.4

Exisrior Insgection Monthly 9-4.3,4.2

Interior Inspection Annually/6 years 8-4.3.1.3
Sirainers, fillers, orifices nspeclion 5 years
9-4.3.1.4

Dry Pipe Valves/Quick-Opening

Dovices

— ——}-Enclosure-(during-cold weather).dnspection. — | — i —— . - - - -—
Dailyiweekly 9-4.4.1.1

Exterior Insgection Monthly 8-4.4.4.3
Interior Inspection Annually 9-4.4.1.4
Strainors, filters, orifices inspechon 5 years
o Q4446 - - - - - e P o N L e e . e e e a e a R T jroes
Pressure Reducing and Relieralves

FORM CMS-2657{02-99) Previous Verslons Obsclete Event ID:KZNO21 Fagiliy ID: 100309 If continuation sheet Page 6 of 10
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K062 | Continuad Erom.page 8. — - o oo e K062 s e i e e e

Sprinkler systema Inspaction Quarterly 8-5.1.1
Hose connections Inspection Quarterly 9-5.2.1

Hoga racks Inspectic QUanarly $25.371
Flre pumps
Casing reilef vaives Inspection Weskly §-5.5.1,

8-5:81.1- - -
Prossure relief valves Inspection Weekly 9-5.5.2,

8-552.1

Backfiow Prevention Assemblies

Reduced pressure Inspaction Weekly/monthly
9-6.1

Reduced pressure detectors Inspection

| Weeldylmonthly 669 - — <—m- s o

Fire Depariment Connections Inspection
Quarterly 9-7.1

Main Drains Test Annually 9-2.8, 8-3.4.2
Waterflow Alarms Test Quarterly 9-2.7

Control Valves

Position Test Annuatly 9-3.4.1

Operation Test Annuaily 9-3.4.1

Suparvisory Test Semiannually 9-3.4.3
Preastion/Deluge Valves

Priming water Test Quarterly 6-4.3.2.1

Low air pressure alarms Test Quaderly 9-4.3.2.10
Full flow Test Annually 9-4.3.2.2

Dry Pipe Valves/Quick-Opening

Devices

Priming water Test Quarterly 9-4.4.2.1

Low air pressive alarm Test Quarterly 8-4.4.2.6
Quick-opening devices Test Quarterly 9-4.4.2.4
Trip {est Test Annually 9-4.4.2.2

Full flow trip test Test 3 years 8-4.4.2.21

. {.Pressure_Reducing and Relisef Valves —

Sprinkler systems Test 5 years 8-5.1.2
Circulation reliof Test Annually 9-5.6.1.2
Pressure relief valves Test Annually 9-5.5.2.2
Hose connactions Test 5 years 8-5.2.2

Backflow Prevention Assemiblles Test Annually

-.Hose racks Test 5 years 9-6.3.2 . B T - R

FORW, CMS-2667(02-£8) Fravious Varsions Obsclele Evend ID: KZNO21 Taclity #5: 100608
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X4 D SUMMARY STATEMENT GF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION P
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE
TAG REGULATORY ORLSC |DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
The employee smoking area was
- - K062, Gonlinved From page.f... — - —...——— . . - .— - - |-~ K062|cloaned by maintenance director.,
963 . :
ette butts and trash were
Control Valves Maintenance Annually 8-3.5 Slgar d. iately on 8/13/14
Preamtion/Delnge Valves Maintenance-Armually isposed of appropriately o T
9-4.3.3.2
Dry Pipe Valves/Quick-Opening _ 1 A walk through on 8/13/2014 by the | snnog
Devices - inistrator, Maintenance Director
Malntenance Annually §-4.4.3.2 Addrfl}ims.“ atﬂr]’lf ae f Manasar
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD Kogs| and Regionat Property-Manager
§5=D discovered excessive cigarette butts
Smoking regulations are adoptad and Include no near the entrance door by the
less than the following provisions: employee smoking area and the north
- o oo () -Smoking-is-prohibited In-any-room; werdiof s — oo oo beil,‘ygz'dooi_}io_? tbf:_l_jl%@;i\_{e_l_p e R
compariment where flammable liqulds, Hdentified. The identified areas wero
cormbustible gases, or oxygen Is used or stored cleaned on 8/13/2014 by the
and in any other hazardous location, and such Admissions Director and the Businesg
area Is posted with signs that read NO SMOKING '
or with the international symbol for no smoking. Office Manager.
{2) Smoking by patients classified as not Reeducation for all staff and new hires
rgsponsibte ifs prohibitad, except when under was initiated on 8/21/2014 to include ,
direct supervision. smoking only in designated smoking
{3} Ashtrays of noncombustible material and safe areas, using the proper dispensers for
deslgn are provided In all areas where smeking Is trash and cigarette butts by the
parmitted. Administrator,
{4) Motal contalners with self-closing cover \ ,
devices into which ashtrays can be emptied are Audits/rounds will be conducted by
readity avallable to all areas whers smoking is the Administrator and/or Maintenance
permitted.  19.7.4 Phrector twice a week for a month
SR ) | [thentwice a month for twomonthsto
ensure cigareite butts are placed in the
appropriate containers and trash is
This STANDARD Is not met as evidenced by:
-| -Basad on observation, smoking policy review, R— _ L .
FORM CMS-2667(02-89) Previcus Versions Qbsolsta Event jB); KENO21 Facllity ID: 100309 It conlinuation sheet Page 8 of 10
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laced separate from cigarette butt,
K068 | Continued From page 8 K 066 P P &

Mazintenance staff will provide
and inlerview, it wes'délerniined the Taclify faifsd i

to ensure the use of approved smoking areas, in corrective action at the time of
accordance with-National-Fira-Protection discovery-including reeducation-ofthe

Assoclation (NFPA) standards. The deficient involved employees.
practice has the potential to affect one {1} of four

{4} smoke compartments, Twenly (20} residents, ) ) R
staff and visltors, The facility has fhe capachy for

SEventy-four { 73] beds and at the time of e , TheMaintenance Directoramd/or
survey, the census was sixty-nine (69). Administrator will report results to the

Performance Improvement Cotnmittee
monthly for three months attended by
- .| Observation, on 08/12/14.at 2:24 PMwitn the. .| _the Medical Director, Administrator, . | _. e

| Maintenance Supervisor, revéaled the atea atthe ™ ~ | =~ 7 7 Director bf‘N_ui'sngz, and the - I
malntenance shop exit was being used as a

smoking area and over fifty (60} cigarelts butts Iflter dls",mp linary Team M?mbers

were on the ground susreunding the smoking (including: Payroll Coordinator,

area. Distary manager, Social Service
Director, Central Supply Clerk, and or

tnterview, on 08/12/14 at 2:25 PM with the Nurse P ’ Ct? %.d plt) Y £ ilf’rth )

Maintenance Supervisor, revealed he was urse F'raclice bauca 01) Or 1urthc

unaware the cigarette bults were being placed on recommendations.
the ground.

The findings Include:

Observation, on 08/12/14 at 2:27 PM with the
Maintenance Supervisor, revealed the metal
container with a seif-closing lid had trash placed
Inslde the container.

Interview, on 08/12/14 at 2:28 P with the
Maintenance Supervisor, revealed he was
unaware trash was being placed inside the metal
contalner,

The census of sixty-nine {63) was verified by the
Administrator on 08/12/14. The findings were
acknowledged by the Administrator and vetified
by ihe Malntenance Supervisor at the exit_
interview on Q8/12/14.
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i Actual NFPA Standard:

NFPA 101 (2000 edition) 19.7.4* Smoking.
Smoking regulations shall be adopted and

shall include not iess than the following
provisions:

(1) Smoking shallba prohibited In any room,
ward, or compartment

where flammable liquids, combustible gases, or
g oxygen Is used or stored and in any other
hazardous location,

—|-=------— and.such areas.shall be.posted with signs.that . ____ | __ _
read NO SMOKING or shall be postedwiththe — |
international

symbo! for no smoking.

Exception: In health care cccupancies where

smoking Is prohibited

and signs are prominently placed at all major
entrances, secondary

slgns with language that prohiblts smeking shall

not be required.

{2) Smcking by patients classified as not

responsible shall be

prchibited.

Exception: The requirement of 19.7.4(2) shall not

apply whers the patient

is under direct supervision.

(3) Ashtrays of noncombustible material and safe
design

shall be provided in all areas where smoking is
permitted.

(4) Metal containers with self-closing cover
devices into

which ashtrays can be emptied shall be readliy
available

fo all areas where smoking is permitted.

|
K
|

1
|
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