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This REQUIREMENT is not met as evidenced
by

Based on obseryalion, interview, and review of
the facility's policy/procedure; it was determined
the facility falled to ensure each resident receivad
reasonabls accommodation of needs for one (1)
resident (#13), in the selected sample of
twenty-four (24) residents and two (2) residenls
(#26 and #127), not in the selected sample . The
facility failed to provide bathing water at the
appropriate temperalure for ane hed bath for
Resident #13 and showers for Residents #26 and
| #27.

:' Findinas include:

P

[~ 000! allegation of compliance.

rn
ro

I This Plan of Correction is the center's credible

= Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the fucts alleged or conclusions
! set foreh in the statement of deficiencies. The plan of
carrection is prepared and/or executed solely becquse
| it is required by th: provisions of federal and state lmy
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F246 — Reasonable accommodation of 8/2/13
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1. Corrective action for those residents found .
to have been affected:

I

l

|

I

|

| Residents #13, 26 and 27 received another
| bed bath on 6/20/13 with an acceptable
|

i

I

|

3
l
i
I
I
water temp. |
|
2. Corrective action for those with potential i
to be affected: |
| All residents have potential to be affected.
| Mixing valve was immediately dialed up to
| ensure a higher amount of hot water came |
| through the pipes.

3. Systemic changes to ensure the deficient ,
practice will not recur:

Nursing staff will be educated by the Staff
Development RN or Director of Nursing on
policy and procedure 6500 1on bathing and
showers and water temps between 105-110
degrees, The education will include staff
letting the water run to warm up prior to !

|
| | |
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L A revlow of the facility Bed Bath policypracadurs
| reveated basin with water at 105-110 degraas

i Fahrenhait (F.}.

A review of the facliity Shower policy/procedure
revealed to adjusi ismperature of water 1o 106
| -110 degrees .

1. Observation of Resldent #13's bad bath, on
05419413 2 9:37 AM, revealed Resident #13 had
varbal and non-verbal expressions of discomfort
throughout the bathing process related to the
temperature of the water in the basin being cold.
The resident verbally stated the waier was cold,
puiled away and exhibited gooseflesh on arms
during the bathing precess. The State Registered
Nurse Aides (SRNA} failed to change the basin

{ water o obtain an acceptable temperature and

| cenlinued the bed bath until completion,

1

[ An interview with Resident #13, on 06/19/13 at

: 10:05 AM revealed lhe basin water was cold
during hisfher bed bath, Hefshe stated the
temperature of the water for his/ner bed bath was
generally vncomforlably cool

interviews with Residenis #26 and #27, on
06/19/13 at 1.37 PM and 1:39 PM respectively
revealed lhe shower In their room andfor the
resident shower down the hall had "not so hol
water” and "even if they let il run for a white 1L still
doesn't get warm enough for themy most of the
lime,

Obssrvation, on 06/20/13 at 9:53 AM with the
Maintenance Dirsclor, revealed twanty (20}

iesident bathing areas (five (5) showers and

filing the basin or showering residents.

Also, what te do ifthe residents complain of
the water temp. Any nursing staff that have |
not received the education priorto 8/2/13 |
will be removed from the schedule and not
aliowed to work until the education has been
provided,

Social workers/Program Director will
interview 2 residents a week on each hall to
ensure residents are not uncomfortable with
water temps for the next three months 2n0d
residents will be asked about water temps
during the monthly resident couacil meeting
for the next three months.

Maintenance director will check mixing
valve daily (Monday- Friday) to ensure
temps ieaving water heater to resident floors
is maintained at 110 degrees.

Maintenance director will log water temps in
two rooms per unit weekly for resident areas

4. How the facility will monitor performance
to ensure solutions are sustained:

"The resuits of the resident interviews and the
water temps checked by maintepance will be
racked/trended and forwarded to the
monthly PI meeting

for three months or uatil complianco is
achieved.
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F 245 | Continued From pags 2
I hiteen {15) resident reoms)and len {10) of the
i twenty (20} areas reveated water temporatures
i below 100 degrees at the het setling wilhout cold
| tlending.
I
| A interview withh SRMA 211, on 06/18/13 ot 1:30
1 Pid, revealad the hot watsr 1akes & whife to warm
1 up, especially in the morning after the staff
+ havanr't used I ali night, so staff have o turn It on
P and let it run for about 5 minutes (o get it warm
i sornetimes,
| Aninterview with SRNAE2Z, on 05/20/12 at 200
| P, revealed she would ensure The waler
+ terperature for & bed bath jusi like she would for
1 Kids, she would test the temparature on the wrist
L or eitow Lo make sure i was wann enough. The
| SRNA stated if the water was not wamn enough
i she would throw it out and start over and lel the
i waier 1uin for & wiile until il got warm,

j
s An Interview willy SRNA#5, on 06/20/13 at 3:66

i PM, reveated she tesis the waigr before siariing a
 baliv or sirower. The SRNA sialed she has to int

f the water run a minude lo led i warnm up, but if the
| iesident compiains the water is loo cool, viore

| watar can be addad to waim il up.

| 1 280] 483.20(d)3), 483.10{k){2) RIGHT TO

i $8=0} PARTICIPATE PLANNING CARE-REVISE G

l

| The resident has ine right, unfess adjudged

i | Incompetent or otherwise found to be

j incapacilated under the laws of the Siate, fo

§ pariicipale In planning care and freaiment or

i changes in care and lrealment.

| within 7 days afier the complation of the
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| 1. Corrective action for those residents found!
1 to have been affected; ]
Resident #8’s care plan was itnmediately I
reviewed by the Interdisciplinary Team and g
| updated on 6/20/13 to reflect that there was |
no longer a need for a bed sensor alarm, l’

i !
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F 28 Coniinusd Fiom page 3
i comprehensive assessment; vrepared by an
{ Intetdisciplingry team, that includes the aftending

F 28U 2. Corrective action for those with potentia)
i to be affected:

i phySICian, & registerad nwse with resoonsibility | House wide audit was conducted by nursing :
1 for the resident, and ather anpropriate staif in ! ! management an residents that were !
§ iscipanes as determined by the residant's neads. i ! readmitted within the last three monthsto |
F &nd, to the exient praciicabls, the participation of | ensure physician orders, care plans and !
| the resident, e Tasiaent's famiiy OF ine resident's | P SRNA assignment sheets were correct. Audit !
| legal iepresentalive, and periodically reviewed | Pwill be completed before July 26. Any :
i and revised by a team of quailied persons aller | ! concerns will be corrected at that fime

i .

L BECD assessment, ‘ .
; ': ; 3. Systemic changes to ensure the deficient
t practice will not recur:
i .
§MDS Rurses will close the care plan when
i they are completing the discharge i
jassessment. When a resident is re-admitted |
the Interdisciplinary Team will open the care |

i
}
|
i
b This REQUIREMENT s not met as evidenced |
.‘ 'nj: . _ I
| based on oosarvation, interview, record review, }
| and review of ihe faciity's poiicy/procedure, it was |
| deiermined the faciiiy faiied io ensure the

| Colpreiiensive care pian was reviewad and

| 1evised for one resident (#8), in the seleciad

| saitpie of tweitiy-four {24) residens,
b

| PGS nisinde,

| Afeview of the facllily's Care Plans

i
i
|
;
i

‘Plan and update as needed based on the MD |
;orders and resident assessments, {
i

!

' F4. How the facility will monitor performance ;
il : to ensure solutions are sustained: i
i ; MDS nurses will maintain a log with I
g s discharged and re-admitted residents which i
i ; Will be tumed in to the DNS/ADNS weekly, |
i i This information will be tracked and trended |
| policylprocsdure, dated 0107112, revealed the | by the DNS to identify any further education |
| am of Guakiied persons monilored ine patients' i or aclions needed. Results will be presented *
j Condiiion and eiteciivensss of the care gian j o the PI Meeting moathly for three months |
Inteiventions and revised the care pian quarlery, | or longer until compliance is sustained. '
| @nntiatly, with & significani change assessiment, ] f
j OF WO irequenty as needed with e npul of the i |
| pationt andlor the fepreseniative, 10 the extent | i
H i [
} |
[ [
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Recard revisw reveaied Resigent #8 was
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Conlinued Froin page 4

admittad to the facility on 02/28/13 with diagnosas
ta include Chronic Pancreatitis, Congenital |
Ancmaly of the Heart, and Congested Hes ;
Failure, Areview of the quarterly Minimum Data ¢
Set (MDS), dated 05/17/13, revealed tho faciiity
assassed the resident as cognitively intact and
indepandent with transfer and ambulation, A
review of the Fail Evaluations, dated 06/02A13,
06/04£13, and 0BG/ 3, revealsd the resident
susizined a fall wilie ambulating without :
assistance, Areview of the Physician's Orders, |
dated 06/06/13, revealed 2n arder for a sensor
pad at all imes dus {o decreased safsty
awarenass,

458

Furifier record review revealed ihe resident was
transferred {0 the hospital, on 08/07113, with an
infsclion. Areview of the Admizsion Orders
Record, dated G8/13/13, revealed the resident
was re-admilied to the facilily on ihis date. A

i revlew of ine State Regisiered Nurse Aide
(SRINA) assignmer sheet, updated 05718/13,
and the Risk for Falis Care Pian, revised

! GG/G7/13, vanified the sensor pad at ail imes.

Obseivailons, on 06115713 at 840 AM, 10:20 Ai,
12:00 P, 390 P, and 06/20113 ai 9:30 A,
roveated Reskdent #8 was In the bed wilh no

| 3ensor alarm visualized, Observation, on
05/20/43 at 1015 AM, revoaled he resident
aimbulatad o the bathroom without assistance
and no alarm sounded.

|
!
i
I

Intaiview with Rasidemt #8, on 06119713 at 310
M, revealad halshe gats up withow! assisiance
and did not have an alarm 1o the bed.

Intarviewr with Unit Manager £1, on 06/20/13 at

FOFLCRIT IEE7(02-00) Pruvivus Vergiang Obea'nls Even I rTdi

it Gunthivalivn shisei Page 5ol i3




PRINTED: 07/05/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAM OF CORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185120~ B.WING 06/20/2013
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
| 3740 OL.D HARTFORD RD
KINDRED TRANSITIONAL CARE AND REHABILITATION - HiL OWENSBORG, KY 42303
(xqylo | SUMMARY STATEMENT OF Dhrg,!mcr&c ! 5] i PROVIDER'S PLAN OF CQRSECT}.O-‘{ ) ' b |
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“(L‘C ' 2] AT‘I’M‘-}V R QJ"' lﬂi:h;"!‘lt?\'l}"" !f\JEﬁF RZ\f'ﬁsl P A ] CH'}&‘:—R-‘:FED—E}:CEG TQ THE :'HDF:'R‘QFRL'\T: Il DATE
: i ! DEFISIENGY) ; ;
- i L E .
| , : : ;‘ E
i F 2800 Cenbnved Frum page 5 PF 250, i {
f - 455 AM, revaalad the sansor starm was : ) '
i roidered gitse a {3l on (‘y)]({‘/?? Sha rayogled El}a i ! ; i
] : sittent vias sant to the hospital on DRIOTMA, and ‘ i ! ‘;
! i retamen on D6/13713 The rasident git not need i ;‘ ; :
H Itnha alarm upon .fé‘:mm fo tha faciity, however, the | : ' !
!  Cara plan was not updated, She revaalad it was : : ) ;
| tnay femonmnmy 0 unogia e care DEENSISRINA : ‘ :
i jas <;|gnmcm ghaate upan re-admission ; ! ; ;
i i ! : i :
i ! ¥
E E Intendeys with the Assistant Diractor of Nursing i : | ;
i {ADON), on 80715 80 1:55 BPM. revesion ; i ! ‘
i Residen #5 was cognitively intact and f f ! !
independent, uniess hefshe had an infection. The | |
! i resident was sent out for an infection, on !
' o .
} | ¢ 07713, The resident did not require an !
| assisiive device upon reiurn, (6/13/13. She t
| reveaied Unit Manager #1 did the chart review | ;
| upon ine resident's re-admit io ihe :ac:hry ang |
[ jwas fesponsmle o update ine care pransiSRNA l
| assignment sheet at that iime. | !
| i ] [
| interview with the Direcior of Nufbiﬂg {DON), on | !
| UB/20713 ai 2,15 P, verified Unit iianager #1 ! §
f was lcprHblUlU tor upuanng ihe care pian/SRNA !
f dbbtglilﬂb‘"l bllb‘b‘lb uEOn e mbtuem S ;' {
i 1€-adiTission, | '
TR T —— B e e .___. 1 o
‘f T ‘l‘iﬂ‘_“_“gﬁ‘?l&'* ‘\"E’:w NDb' EDS IDEL MEET t 2l F281 - Services Provided Meet Professional  8/2/13
Di; FRUFESSIONAL STA | Standards ;
r
; The services provided or arranqw uy the facility e I
orrective action for those residents found;
i must meet professionai siandards of quaii |
f P quaty. ! to have been affected: ;
l
[
; : {! Resident #5 was supplied with ear protectors ;
] | ! for the oxygen tubing on 6/20/13. Care plan
| This REQUIREMENT is not met as evidenced | was updated by the DNS to show potential !
I by. f behavior for resident taking off the car i
i Based of) observaiion, interview, record raview | protectors. i
{ !
i !
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T, RECULATORY ORLET DENTIFYING INFORMATION, ©TAG 7 CROSCNDITRONOD TOTUCAMTIOIRIATS ave
I ! ! DEFICISHEYT i
: : : !
S ‘ | | . | |
F 261 | Continued From page & i F 251 2. Corrective action for those with polential
Hand a review of the facllity policy, it was i j to be affected: i
i { datarminad tha facility failed to ensure services | ; . :
| meet professional standards of auality related o |  All residents on oxygen were checked by |
| the failure to carry out the physician orders for |  hursing management to ensure they had ear ! i
| ona (1) resident (#5), in the selecied sample of |  protectors for their tubing and that they were |
[ twenly four (24) residenis. The facifity falled to | ! in place on 6/20/13. !
} follow Ine physician's orders for loam ear padding i | Any residents with identified behavior of ! f
{ around the oxygen (02) nasal eannula tubing for | ! picking at their ear protectors will have this | !
| Residant #5, : noted by the interdisciplinary team on thejr | !
! o . | behavior shects, aide assignment sheets and | i
A indings include: ; ; included in their care plan as of July 19, ’ '}
) . 2013,
; Revisvs of the facility policy {iled, Oxygen | !
{ | nerapy and aated 8/31/12, revealed procedure 3. Systemic changes to ensure the deficient | -
| i1 “Verity physician order of implement per ! o . ! |
Py " : practice will not recur: ‘
approved {acihity protocol”, |
] . .
; Arecord review roveaied Resident #5 was ; Ei:r or?eg R:r e will be mv‘:fwid
' admiued io the faciilly with diagnoses o inciuda | S y U?" a.us ancup meetings. Weckend |
Senile Dementia, Glaucoma, Psychosis ang g upervisor witl review MD orders on the |
i Depression, i weekend for any new orders to ensure the
! i oxygen foamn car protectors are on the
} Review oi the quarierly Minimum Data Set (MDS) | Ireatnent Administration Record (TAR). ]
i | assessment, dated 05/03/13, revealed the Faciiity . - _ )
i | had assessed Resideni #5 as cognitively All nursing staff will be in serviced by the
| inpaired and required exiensive assisiance wiin Staff Development RN or DNS on
) ail aciiviiies of daily living. i importance of placement of ear protectors at !
i all-staff meetings the week of July 15 Any
| Review of he Physiclan's orders, daied 06/31/13 nursing staff that have not received the
| ihraugir §6/30/13, reveaied Resident #5 was io education prior to 8/2/13 will be removed
j irave O2 at lwo {2) fiers per minuie (i} per from the schiedule and not allowed to work |
| At vannuia condinuous and foam ear until the education has been provided. |
| profecions on oxygen iubing, i
i ]
| Cisei v'ai{c‘u‘ns ol paf‘.a;‘; 3 -?i.a.sq Au’y‘: sf.:v‘e.aied Weekly audits of tubing changes and audits |
| rasident #5 was in a wheelchaly i the DY ardd of all residents with oxygen will be done by |
1 with G2 per nasal caitnuia ifo':'ﬂ a portabie Oxygen | the Unit Managers. I
1 ek atached o tie back of the wheei chair, l ]
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Additional ohservations al 9:30 AM, 10-30 AM,
12:00 PM, 1:00 PM, 2:00 PM and 3:15 PM on
0819713 révealed Resident #5 in the kobby area
with beers with O2 par nasal cannula and no

foam ear protectors in place.

Chservation, on 08/20/113 at 9:25 AM during a
skin assessment being provided by Reglsterad
Nursa (RN) #1 and Licensed Praclica! Nurse
(LPN} #1, ravasled Residant #5 with O2 per nasat
cannula but ne foam ear protectors were in place
on the oxygen tubing. RN #1 and LPN #1 verified
there were no foam ear proteciors in place on the
oxygen tubing.

Observation on 06/20/13 at 12:55 PM revaasled
Resident #5 resling In bed with Q2 per nasal
cannula and there was sbill no foam aar
protectors in place,

Interviews on 0820113 with RN #1, LPN #1 and
the Corporate Compliance Officer at 1:00 PM,
1:05 PM and 1:15 PM respectively, revealed foam
ear proteclors come with the O2 tubing and
Resident #5 often picks them off. They
additionally slated nurses were to check every
day to ensure the foam ear proleclors were in
place and were lo documenl on the Medicatlon
Adminisiration Record {MAR).

Interviews with the Director of Nursing and the
Assistant Director of Nursing, on 06/20/12 at 1:20
PM and 2:30 PM respectively, revealed thay
expeacled the nurse to ensure Resident #5 was
provided the foam ear protectors as prescribed by
the physician.

483.20(k){3){il} SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

F 282
88=D
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4. How the facility will monitor performance
to ensure solutions are sustained:

£ 281
?

TARS will be monitored monthly by the
Unit Managers during changeover to ensure
that each resident has their oxygen tubing on
the TAR,

Results of the weekly audits by the Unit
Managers will be forwarded to the DNS to
be tracked and trended and reviewed at the
monthly PT mecting for three months

or until compliance ig achieved.

F 282 F282 — Services by Qualified Persons/Per

Care Plan

8/2/13
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]
i

; The services provided or arrangad ty the factity
i must be provided by qualified persens in

| ascordance with sach resklent’s vartian rian of

| care,

|
!
i
; ghis REQUIREMENT is not met as avidenced

¥

Based on cbservation, interview, record review
and facilily policy/procedure review it was
defermined the faciilty failed to ensure care was
provided In accordance (o the resident's care plan
for one (1) resident (#8), in ihe selecled sampie
of twenty four (24) residenis. Resldent #3 had no
safely alarm in place as per the care plan.

Findings include:

Review of ihe facilily policy titled "Care Plans,
daied 61/07/112, revealed documentation under
Ralionale: "Plan of care is developed on the
patient’s individual needs as identified by
assessinents. The care plan includes a
ireatment pfan, patient’s preferences, patieni
goals thal are measwrable and conlain a
schedule to evaluate the palient's progress of
lack of progress lowaid his/her goats",

Record review revealad Resldent #6 was
admitted o the facility on 02/28/13 with diagnoses
to include Chronic Pancreatitis, Congenital
Anomaly of the Hearl, and Congasted Heart
railura. A review of the quarlerly Minimum Data
Set (MDS) assessmant, dated 05/17/13, revealed
the fachity assessed the resident as cognitively

i to have been affected:

Resident #8’s care plan was immediately
i reviewed by the Interdisciplinary Team and |
updated on 6/20/13 to reflect that there was

| no longer a need for a bed sensor alarm.

!
| i
| 2. Corrective action for those with potential |
! to be affected: ;

]
House wide audit was conducted by nursing
managentent on residents that were
readmitted within the last three months to
ensure physician orders, care plans and
SRNA assignment sheets were correct. Audit
will be completed by July 26, Any concerns
will be corrected at that time.

3. Systemic changes to ensure the deficient
practice will not recur:

MDS nurses will close the care plan when
they are doing the discharge assessment.
When a resident is re-admitted they will
open the care plan and ensure orders match,

DNS/ADNS will conduct weekly
observation rounds of at least 5 residents per
hali to validate that care plan interventions
match the assignment sheet and are being
implemented. Any identified concerns will
be immediately addressed,

|

o | SUMMARY STATEMENT OF DEFICIENGIES 3] PROVIDER'S PLAN OF CORRECTION | {45
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4. How the facility will monitor performance

i 282y Continued From page 8 F282 ?
to ensure solutions are sustained:

intact and independent wiih trapsfer and
ambBulation. A review of the Fali Evaluaiions,
dated 08/02/13, 08/04/43, and U8/06/13, reveaied
he resident sustained a fali while ambuiaiing i
witho! assislance.

MDS team will fill out a log with discharged
and re-admitted residents which will be

furned in to the DNS/Designee weekly. This |
log and the results of the DNS/ADNS

Areview of the Physicten's Orders, daled weekly Gbsel’"_aﬁon rounds will be reviewed |
U6108/13, revealed an order for a sensor pad at {1t the PT Meeting monthly for three months
i ai times due o decreased safely awareness, A Or until compliance is achieved,

| review of the State Registered Nurse Aide
(SRNA} assignment sheet, updated 06418713,
and the Risk for Fails Care Flan. revised
08/G7113, veritied the sensor pad at &l Himes.

Observstions, on 06/1913 at §:40 AM, 10:20 AM,
12:60 PN, 310 PM, and 08/20/13 at 9:30 A,
revealed Resident #8 was in the bed with no
sensor atarm visualized. Observation, on i
061207/13 at 10:15 AV, revesled the resident i }
ambulated to the bathroom without assistance !
and no alarm sounded,

| An interview with Resident #8, on 061 9/13 at
3:10 PM, revealed ha/she gals up without
assistance and did not have an alarm o the bed.

Interview with SRNA #4, on 05/20/13 at 12:55

PM, revealed she was the aide for Resident #8,
on G6/16/13. She revealed the resident went to
ihe bathroom withou! assistance and did not have
an alarm te the bed. She veritied the SRNA
assignment sheet indicaled a sensor alarm;
however, she revealed it was not noticed on i
06/10/13, !

Interview with SRMA #3, on 06/20/13 at 10:40
AN, revealed sie was the aide for Resldent #8,
on 06/20/13. She varified the resident did not

TOU51) if conlinuaiion sneei Page 10 of ig
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+ have an alarm on ihe bed. She varified ihe SRNA
assignment sheei indicalad a senser alarm al all
times, and raveaiad she was supposed to check
the assignment shaet prior to providing cars.

interview with the Bivestor of MNursing (DO w) on
852013 at 215 PM, revealed she expected staff . : |
F 314 g?iﬁ&?fﬁ%&ﬁmT?gi\'?ggt‘?gem 3gq) 14 - TreatmentSves to preventhheal - 802713
58=0| PREVENT/HEAL PRESSURE SORES | pressure Sores

? 1. Corrective action for those residents foundi
to have been affected: |
f
|

resident, ha facllity must ansure that a resldent
who enters the facility without pressure sores
does not develop pressure soras unless the
individual's clinicat condition demanstrates that
they were unavoidable; and a resident having
presslire sores receivas necessary treatment and
services to promote healing, prevent infection and
preveni new sores from developing.

Resident #5 was supplied with ear protectors
for the oxygen tubing on 6/20/13, Care plan
was updated by the DNS to show potential

tehavior for resident taking off the ear |
protectors. ;

f
|
Based on the comprahansive assessmentofa |
!
I
f
|

2. Corrective action for those with potential |
i 1o be affected:

This REQUIREMENT is nol met as evidenced

by: All residents on oxygen were checked by
| Based on observation, interview and record nursing management to ensure they had car
 review it was dslermined the faciiity failed to protectors for their tubing and that they were
consistently implement the care pian to prevent in place on 6720713,
pressure sores for one resident (#5) In the |
selected sample of twenty four {24) residents. i Any residenls with identified behavior of
Tiw taciiity failed to ensure ear protectors were in f  picking at their ear protectors will have this |
place on Reslkdent #3's oxygen tubing Yo prevent | I noted by the interdisciplinary team on their

pressure sofes, | behavior sheets, aide assignment sheets and
o i included in thelr care plan as of July 19, !
Findings include: 1 2013, [
Resident #3 was admitted {o the facility with
diagnoses to inciude Senile Dementia,

Glalicoma, Psychosis and Depression. Keview

All current residents were reviewed by
I Licensed Nurses to validate risk factors for
] skin breakdown are addressed on the care

Cveat 1D MPTUT Faclty 100 100050 1! &.uﬂimlmi it ::m-?t‘l Faga ‘li (JI i&
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" PROVIDER'S PLAN OF GORREGTION |

145

{ of the quarterly Minimum Data Set (MDS), dated
| U5/G3713, ravaatad the faciidy had assessed ]
Rasident #5 as cognilively impaired and required
extensive assisiance with all aclivities of daily

i living.

|

| Review of Physician's Orders, dated 06/01/13
| ibrough 06/30/13, revealed Resldent #5 was to |
i have oxygen al /1. per minuie per nasai cannula
continuous and fozm ear proteciors on oxygen
tubing.

| Review of Resident #5's care plan for shortness
of brealiy, dated (8/2013, revealad an interveniion
10 use foain ear profectors on ling of tubing,

Observalions on 06719113 at 8:30 A, 9:30 AM,
10:30 AN, 12:00 PM, 1:00 PM, 2:00 PM and 3:15
PM revealed Resident #5 with oxygen per nasal
cannula and no foarn ear proleclars in piace at
the lime.

Observation on 08/20/13 at 8:25 AM during a skin
assessment with Registered Nurse (RN} #1 and
Licensed Practical Nurse (LPN) #1 revealed
Resident #5 had oxygen per nasal cannula but
there were no foam ear protectors in place on the
oxygen tubing. RN #1 and LPN #1 verified there
were no foam ear prolectars in place on the
oxygen tubing. Further obsearvation on 06/20/13
at 12:55 PM revealed Resident #5 was resting In
bed and there was still no foam ear proteciors on
the rasident's oxygen tublng,

Intervisivs on 06/20/13 with RN #1, LPN #1 and
the Corporate Compliance Officer at 1:00 PM,
1.05 PM and 1:15 PM respectively, revealed foam
ear profeciors come with the oxygen tubing and

1

sores implemented.

3. Systemic changes to ensure the deficient
practice will not recur:

New orders for oxygen will be reviewed
daily at standup meetings (M-F). Weekend
Supervisor will review MD orders on the
weekend for any new orders to ensure the [
oxygen foam ear protectors are on the TAR, |

All nursing staff will be in serviced by the
Staff Development RN or DNS on
importance of placement of ear protectors at
all-staff meetings the week of july 15, Any

nursing staff that have not recelved the
education prior to 8/2/13 will be removed
from the schedule and not allowed to work
until the education has been provided,

Wecekly audits of tubing changes and audits
of all residents with oxygen will be done by
the Unit Managers.

DNS/ADNS will conduct weekly
observation rounds of at least S residents per
hall to validate that care plan interventions to
reduce pressure sores match the assignment
sheet and are being implemented, Any
identified concerns will be immediately
addressed,

4. How the facility will monitor performance
to ensure solutions are sustained:

TARS will be monitored monthiy by the
Unit Managers during changeover to ensurc

that each resident has their oxygen tubing on
the TAR,

T
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inedication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and a review of the facliity policy, it was
determined ine facility failed to ensure the
medication administration rate was less than five
(5) percent. Areview of 25 medicalion
administeation opporiunities revealed three
medicalion erors, for a medication administration
erfor rate of 16 percent, related to an incorrect
medication dose, a medication nol adminislered
with food and two medications that were crushed
and on the "Medications Not To Be Crushed" jist,

Findings include:

(X9} SUMMARY STATEMENT OF DEFICIENCIES L PROVIDER'S PLAN OF CORRECTION {x5¢
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8 COMPLE st
TAG REGULATORY OR LEG IDENTHYING INFORMATION) TAG CROSS REFERENCED TO FHE APPROPRIATS AT
! DEFICIERCY)
{
g4 . . ) | Results of the weekly audits by the Unjt
F 314 Continved From page 12 [ F3ia ; Y 4
. | Manage b d th
Resident #5 often picks them off. Resident #5 | b ;;:fkgz ‘:1“ d H‘Ziﬁ;‘;iﬂgf ésie‘:e?zstéi
had.a care pian interveniion for foam ear ] .
J protectors to pravent skin breakdown, They | monthly PI mecting for three months.
| additionally stated nurses were fo check avery ! .
§ day to ensure the foam ear proleciors ware In | D :{S/AD. NS will dc‘on;fuclt weckly .
i place and wers to document on the Medication ! eoservation rounds of at cast 5 "“Slder,ﬂs ber
| Adiinistration Record (MAR). i hail to vatidate that care plan interventions
; ; match the assignment sheet and are being
Intarviews with the Director of Nursing and the | implemented. Any identified concerns will
Assistant Director of Nursing, on 06720443 at 1:20 be immediately addressed. Results of _
| PM and 2:30 PN respectively, revealed they weekly observation rounds will be reviewed
 expected the nurse to ensura Resident £5 was ! at the monthly PI meeting for three months
provided the foam ear protectors as prescribed by| or until compliance is achieved,
the physician and par the resident's plan of care,
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332| F332 - Free of Medication Error Rates of
$8=D| RATES OF 6% OR MORE 5% or More sob s
The facllity must ensure that it is free of . Corrective action for those residents

found to have been affected:

Resident #17 and #95 had a medication error
documented with the Medical Director
notified.

Resident #25's order for enteric coated i
aspirin was discontinued, |

2. Corrective action for those with potential
to be affected:

A house wide audit of residents with
diabetes will be done by nursing
management by July 19 to ensure timing of
oral medicatious is being done according to
manufacturer’s recommendation,

FORM CMS-2567{02.59) Previcus Verslons Obseleta Event ID:MPTUH
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F 332! Conlinued From pags 13 ! F 332! A med cart to medication record/MD orders
T . s 1 audit wi i
| Areview of the facllily policy, "Madication 1I | gl;i‘: Wi;“ f;ido';f 2‘33; I\Igr::ll;ﬁr?znagerts and
| Administation,” dated 05/15/12, revealed i F di § by Augu h' d de ‘:ln;c h
maglcations were to be administered wilhin 60 j medications are on haad as ordered by the

minutes of the schedias ime of adminisiration,
axcep for before and afler mesls, which are
based on scheduled meal times and administered
within 30 minutes of the meal. The medications
ware lo have been prepared using the five rights
of medication adminislration: Tha right resident,
tight medication and strength, the right time of
administration, the right frequency and route of

adminisiration.

1. An observation of a medlcation administration
pass, on 08/19/13 at 8:45 AM, revealad Amaryl, a
Diabelic medication, was administered to
Resident #17,

Areview of the Medication Administration
Records (MARs,) dated 86/2013 and the
Admission Orders Record, revealad the Amaryt
was scheduled to have been administered at 7:00
AM, "hefore breakfast”

An Interview with Certiffied Medication Assistant
(CMA) #1, on 06/19/13 al 8:50 AM, revealed the
Amaryl should have been administared with the
breakfast meal, which was delivered at
approximately 7:20 AM,

2. An observatlon of a medicalion adminislration
pass, on 06/19/13 at 9:06 AM, revealed CMA #1
administerad Enteric Coated Aspirin and Lanoxin
that were crushed and placed in applesauce to
Resident #25. In addition, one tablet of Calcium
500 mgwas administered.

Areview of the MARs and physician orders, for

physician.

Residents with orders for crushed

medications will be reviewed by the
jl pharmacist to determine appropriate
! medication has been ordered,

Medication pass times will be reviewed by
the DNS/ADNS for each hall to ensure
appropriate time frames by July 19%,

Education to be completed for all CMT s
and licensed nurses regarding med pass to

include timing of diabetic medications and
crushing meds per DO NOT CRUSH
guidelines. Education scheduled for July 25
per pharmacy consultant/ DNS. Any licensed
nursing staff that have not received the
education prior to 8/2/13 will be removed
from the schedule and not atlowed to work
uatil the education has been provided.

3. Systemic changes to ensure the deficient
practice will not recur:

Timing for medication will be reviewed
during daily standup meeting with order
changes.

Pharmacy review of crushed medications
will be done monthly. The monthly report
will be forwarded to the monthly PI
committee for review for the next three
months,
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Med Pass observations will be done by
F 332 Continued From page 14 F 332| nursing management forall CMT’s and
(1612013, revezled an order "May crush all nurses to validate learning by August 2™,
crushable meds." Thers was no indication on the
MARs of whal may or may not be grushed. 4. How the facility will monitor !
However, a review of the facility's "Medications performance (o ensure solwtions are |
Mot To Be Crushed List,” datad 12/2010, revealed sustained: j
the Enteric Coated Aspirin and the Lanoxin were
not to be crushad, In addition, the Calcium 500 Med pass competencies will be done by
| milligrams was ordered for bwo tablets, fo equal SDC on 3 nurses or CMT’s per month for
; 1600 miligrams. the next three months, "The results of these
{ [ (3 Wi i
An intesview with CMAZ, on 06/19/13 at 8:20 | cﬁf;ﬁtgg‘g:;;:;;"‘“d ot the monthly PI
AM, revealed she should have checked the | '
facility's "Medlcation Not To Be Grushed List,” J Pharmacy consultant will receive a list of
prior to crushing the medications and should have I resid . .
administered two of the Calcium tablets restdents y ¥ith crushed meds and he will
: review with the monthly drug regimen
An interview with the DON and the ADON, on review, This inferm‘atiou will be reviewed atj
06/20/13 at 2:40 PM, revealed the Amaryi should the monthly PT meeting for the next three
have been given with meals and the physician months or uatil compliance is achieved.
orders for the right dosage of the Calcium, should
have been administered,
F 441} 483.65 INFECTION CONTROL, PREVENT F 441} F44] - Infection Control, Prevent Spread, 8/2/13
§8=0 | SPREAD, LINENS Linens
The facility must establish and malntain an 1. Corrective action for those residents found
{nfeciion Control Program designed to provide a to bave been affected:
safe, sanitary and comfortable environment and
{o help prevent the development and transmission SRNA #1 and #2 were re-in serviced on
of disease and Infection. appropriate hand washing on 6/19/13 by the
‘ SDC. Both employees were observed doing
(a) Infection Controf Program a return demonstration by the SDC to ensure
The facility must establish an Infection Control accuracy.
Program under which it -
i(: }ﬂl}gvgs(;:t;ﬁ;;;tes, controls, and prevents Infections LPNf#I& was re-cdya:ated regarding the
(2) Decides what procedures, such as isolation, :g?z::; ?]t;tg d;;z:gggthe gg}lf ;.T; ter
should be applied io an individual resident: and ¥ > on ’
(3) Mainiains a record of incidenls and corrective
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DOMLEI Y. A A b d o
P e, Wriverew s

DEPARTMENT OF HEALTH AND HUMAM SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION 1DENTIFICATION NUMBER: A BUILDING COMPLETED
185120 B WING 06/20/2013
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COGE
3740 OLD HARTFORD RD
= ON-HI
KINDRED TRANSITIONAL CARE AND REHABILITATION - ML OWENSBORO, KY 42303
(%4 1D SUMMARY STATEMENT OF DEFICIENGIES D 'PROVIDER'S PLAN OF CORREGTION [
PREFIX (EACH DEFICIEHCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOLLD BE CONPLETON
TAG REGULATORY OR LET IDENTIFVING INFCHMATION) TAG CROSS-REFERENHCED TO THE APPROPRIATE DATE

DEFICIEHGT)

F 441 Gonllnued From page 15
| actions related to infeclions,

{b) Preventing Spread of Infestion
(1) When the infection Conlrol Program
determines that a resident needs izolation to

Isolate the resident.
{2) The facility must prohibit employees with a
communicable disease or infected skin lesions

direct contact wilt fransmit the disease.
{3) The faciiity must require staff to wash thelr

hand washing is indicated by accepted
professlonal practice.

{c} Linens

Personnel must handie, store, process and
ransport inens so as lo prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by

| the facility failed to ensure appropriale hand
praclice for one resident (1) In the selected
the facility failed io ensure a glucomeler was
cleansed after use,

Findings nciude;

1. Review of the Hand Hyglene/Handwashing

hyglene  was to be performed in the following

pravent the spread of infection, the Tasility must

from direct contact with residents or their food, if

( hands after aach direct resident contact for which

Based on observation, interview, and review of
the facility's policy/procedure, it was delermined

washing when Indicated by accepled professionai

sample of twenty-four (24) residents. In addition,

policy/procedure, dated 08/31/11, revealed hand

F 444 g 2. Corrective action for those with potential

; 1o be affected:
i .

Re-education was started by the SDC with
all SRNA's on hand washing techniques on
6/19. Al nursing employeces will be re-
trained by 7/15/13.

i Nurses will be re-in serviced on the
disinfeetion of glucometers at the nurses
meeting on July 25" by the DNS.

i Any nursing staff that have not received the
education prior to 8/2/13 will be removed
from the schedule and not allowed to work
tuntil the education has been provided,

3. Systemic changes to cnsure the deficient
practice will not recur: ‘
SDC will check hand washing competencies
upon hire, annually and during weekly
infection controf rounds. All nursing staff
will be reinserviced quarterly at all-staff
meetings,, |

A spot was designated for ecach med cart

where bleach wipes are to be kept on June

20", Extra wipes will be in Central Supply
with 24 hour access by nursing staff,

4. How the facility will monitor performance
to ensure solutions are sustained:

!
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situgtions:

4, Aftar louching bload, body fluids,
secretions, excretions and confaminated items,
whather or not gloves were worn.

2. Between tasks and procedures on the
same patient when contaminated with body flulds
lo prevent contamination of diffarent bady siles.

3. Intermittenily after gloves were removed,
between patient contacts, and when otherwise
indicated to avoid transfer of microorganisms to
other patienls or environments,

Additionally, the procedure revealed to change
gloves during pallent care if moving from a
contaminated body sile to a clean body site.

Observatlon of Resident#1, on 06/19/13 at 2:30
PM, revealed State Reqistered Murse Aide
{SRNA) #1 and #2 performed incontinent care an
the residenl, SRNA #1 cleansed and rinsed the
residenl’s petineal area, then SRNA#2 cleansed
the butlocks and applied a barrier cream. Alter
care, both SRNA's reposilioned the resident in
bed and placed a wedge behind himher while
wearing soiled gloves. SRNA#1 then removed
her gloves; however, SRNA#2 coverad the
resident with a blanket and gathered suppiies
lrom the resident's bedside table wearing the
soited gloves, SRNA #2 removed the soiled
gloves and left the resident's room wilh a bag of
dirly inen, She did not wash her hands prior to
leaving tha resident's room. She look the bag io
the soied ulility rcotn, then carme oul and used
hand sanilizer in the haliway,

interview with SRNA#1, on 00/16/13 at 2:52 PM,
revealed she should have removed the soiled
gloves immediately after providing Inconlinent
carg. She shoulé have washed her hands and

!

through infection control rounds by the SDC
and reported at the weekly Infection Control
Meeting,

SDC will conduet observations of at least 3
employees weekly to validate correct
infection control techniques with resident
care and hand washing. Any identified
concerns will be addressed immediately.

Results of SDC eroployee observations and
Infection Control rounds will be tracked and
trended and reported to the monthly PI
meeting for the next three months

or uatil compliance is achieved,

(X9 D SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION 1x5)
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Continued From page 17

donned a new pair of gloves to reposition the
resident.

interview with SRNA #2, no 06/18/13 at 2:50 PM.
revealad she should have put a new pair of
gloves on after providing incontinent care. She
did not wash her hands prior to leaving tha
resident's room as she had soiled finen bags in
her hand, SRNA#2 revealed sha should have
washed her hands before laaving the room.

Interview with the Director of Nursing {DON3, on
G6/20/13 at 2:15 PM, revealed she expectad staff
to follow the policy related to handwashing. She
expacted staff to take off soiled gloves and wash
their hands after providing inconlinent care, Staff
should also wash thelr hands before exiting a
resident’s room.

2. A review of the policy for "Blead Giucose
Monitoring Using A Glucomeler,” dated 08/31/12,
revealed, after obtaining the glucometer reading
and discarding the test strip, the glucomeler was
to be cleansd, using a 10 percent {%) bleach
wipe solulion moistened wipe, belween each
patient,

An observation of biood glucose level monitoring
for Resident #11, on 06/19/13 at 3:20 P,
revealed Licensed Praclical Nurse (LPN) #3
failed to disinfect the glucometer after obtaining
the reading and left the glucometer on the top of
the chart while administering medications to two
other residents,

An interview with LPN #3, on 06/19/13 at 3:50
PM, revealed the nurse was aware the
glucometer had to be cleaned with bleach wipes

F 441
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F 441 Continuad From page 18 F 441
and had "|ust forgot” lo clean the giucometer,
However, there were no bleach wipes on the cart i
and the LPN had to go and obtain these from a
lacked shower room.
An interview with the Director of Nursing (DON)
and the Assislant Director of Nursing {ADON,} on
08/20/13 at 2: 40 PM, revealed they would have
axpecled the glucometer to have been tleaned,
with bleach wipes, after each usa.
|
+
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K000 | INITIAL COMMENTS K000 This Plan of Correction is the center's credible

allegation of compliance,

CFR: 42 CFR 483.70(a)

Freparation andior execution of this plun of correction
does not constitute admission or agreement by the

BUILDING: 01 provider of the truth of the fucts alleged or conchsions
set forth i the statement of deficiencies. The plan of
PLAN APPROVAL: 1964 correction is prepared andior executed solely because

1tis required by the provisions of federal and state faw.

SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNFINF

TYPE OF STRUCTURE: One (1) story, Type |
(222)

SMOKE COMPARTMENTS: Seven (7) smoke
compartments

FIRE ALARM: Complete fire alarm system with
heat detactors

SPRINKLER SYSTEM: Complete automatic wet
and dry sprinkler system.

GENERATOR: Type Il generator. Fuel source is
diesel.

A standard Life Safety Code survey was
conducted on 06/19/13, Kindred Transilional Care
Center-Owensboro was found not to be in
compliance with the requirements for participation
in Medicare and Medicaid. The facllity is licensed
for one hundred fifty six (156) beds with a census
of one hundred thirty three (133) on the day of the
survey,

The findings thal follow demonslrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from

LABORATORY DIRECTOR'S OR szmizsuwue/gmﬁsammwE's SIGNATURE TITLE (X6) DATE
St S, £ D VBN

Any deficiency slatemant anding&ﬂ an aslerisk (') denoles a deficlency which the lnstitullon may be oxcused from correcting provldint_{ itis delermiﬁed that

other saleguards provide sulfficigft proleclion to the palionts. (See Inslructions.) Excepl for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whether or not a plan of corection Is provided. For nursing homes, the above findings and plans of corractlon are disclosable 14
days following the date these documents are made availabla to the facllity. If deficlencles are cited. an approved plan of corraclion is requisite lo continued
pregram participalion,
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K 000 | Continued From page 1 K000
Fire)
Deficiencies were cited with the highest
deficisncy Identified at "F* level.
8 P, F FE DE S D 1
K018 | NFPA 101 LIFE SAFETY CO TANDAR KO18| royg 21313

$8=D
Doors protecting corridor openings in other than
required enclosures of varlical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 13 inch solid-bonded core
wood, or capable of resisting fire for at least 20
minules. Doors in sprinkiered buildings are only
requlred fo resist the passage of smoke. There is
no impediment to the closing of the doors. Doors
are provided with a means suitable for kesping
the door closed. Dutch doors meeting 19.3.8.3.6
are permiited.  19.36.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD is not met as evidenced by:
Based on obsarvation and interview, It was
determined the facility failed to ensure doors
protecting corridor openings were construcled to
resist the passage of smoke In accordance with
NFPA standards. The deficlency had the
potential to affect three (3) of seven (7) smoke
comparlments, residents, staff and visitors. The

compliance.

continued compliance.

1. Corrections to doors on raoms #1 1,52, 58
and 68 have been corrected as of 7/12/1 3.
2. All other doors were sudited to ensure

3. Weekly door audits will be conducted
and documented with corrections made
immediately to ensure compliance,

4. Door audits will be reported to monthly
Pl commitiee for three months to ensure

FORM CMS-2587(02-69) Previcus Verslons Obsolels Event [D:4PTU2Y
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K018 Continued From page 2 K018

facllity is certified for one hundred fifty six (166)
beds with a census of one hundred thirty three
{133) on the day of the survey.

The findings include: |

Observalion, on 06/19/13 between 9:30 AM and
3:00 PM, with the Director of Maintenance
reveaied the corrldor doors to room's #11, 52, 58,
and 68 would not latch when tested.

Interview, on 06/19/13 between 9:30 AM and 3:00
PM, with the Director of Maintenance revealed ha
was not aware the doors would not latch,

Retference: NFPA 101 {2000 edition)

18.3.6.3.1*

Doors protecting corridor openings shall be
constructed lo resist the passage of smoke, _
Compliance with NFPA 80, Standard for Fire !
Doors and Fire Windows, shall not be required. ’
Clearance betwean the bottom of the door and
the floor covering not exceeding 1 in. (2.5 cm)
shall be permitted for corridor doors,

Exception: Doors to toitet rooms, bathrooms,
shower rooms, sink closels, and similar auxiliary
spaces that do not contain flammable or
combustible materials. ‘
18.36.3.2 i
Doors shalt be provided with posilive latching %
hardware. Roller iatches shail be prohibited. 5
Exception: Doors to toilet rooms, bathrooms,
shower rooms, sink closets, and similar auxiliary
spaces that do not contain flammable or
combustible materials,

18.3.6.3.3*

Hold-open devices that release when the door is
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K 018 | Continued From page 3 K018
pushed or pulled shall be permilted.
K 029; NFPA 101 LIFE SAFETY CODE STANDARD K029 K029 213
88=D 2
One hour fire rated construction (with %4 haqr i.Door cioser was injtiated on Housekeeping
fire-rated doors) or an approved automatic fire closet on Unit 6 on 7/10/13. Door closer
extinguishlng system in accordance with 8.4.1 installed on Nutritional Servi
andfor 19.3.6.4 protecls hazardous areas. When 1113, onel Services Office on
the approved automalic fire extingulshing system 2. All other d , ;
option is used, the areas are separated from »comp!iancer ors wete audlted to ensure
other spaces by smoke resisting paritions and 3. Weekly d o .
. y door audits will begin weck of
c!oors. D.OOIS are se_zlf—closlng and non-rated or July 15 and documented with%:orreczions
field-applied protective plates that do not exceed made immediately if needed
48 inches from the bottom of the door are 4. Door audit ?;!'B"ee ed.
perrmitted,  19.3.2.1 y AALS wit be reported to monthly
PI commiitiee for three months to ensure

continued compliance,

This STANDARD s not me! as evidenced by:
Based on observation and interview, it was
determined the facliity falled to meet the
requirements of Protection of Hazards in
accordance with NFPA Standards. The
deflclency had the potential to affect two {2) of
seven (7) smoke compariments, palients, staff
and visitors. The facility is certified for one
hundred fifty six {156) beds with a census of one
hundred thirty three (133) on the day of the
survey, The facifity failed to provide self-closing
devices for doors protecling hazardous areas.

The findings include:

Observation, on 06/19/13 belwsen 9:00 AM and
3:00 PM, with the Director of Maintenance
revealed rooms required being self-closing or
conlaining a hazardous amount of combustibles
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did not have self-closing device to keep the door
closed. The rooms identified as hazardous
requiring a rated door wilh a seif-closing device
were localed in the following areas:

1) The Housekeeping Closet located in Unit 6,
opened oulward into the egress path and was
greater than seven inches from the wall when
fully opened.

2§ The Nulritional Services Office had
hazardous amounts of combuslibles and the door
did not have a self-closing device.

Interview, on 06M9/13 belween 9:00 AM and 3:00
PM, with the Director of Maintenance revealed he
was not aware the doors {o these rooms did not
meet the requirements for proteclion from
hazards.

8.4.1.3

Daoors in barrlers required to have a fire
resistance raling shall have a 3/4-hour fire
protection rating and shall be self-closing or
automatlic-closing In accordance with 7.2.1.8,

Reference:
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrler having a
1-hour fire resistance rating or shall be provided
with an automalic extinguishing system in
accordance wilh 8.4.1, The automalic

K 029
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extinguishing shall be parmitted to be in
accordance wilh 19.3.5.4. Where the sprinkler
option Is used, the areas shall be separaled
from other spaces hy smoke-rasisling parlitions
and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shall
include, but shail not be resiricted to, the
following:
(1) Boiler and fuel-fired heater rooms
{2) Central/bulk iaundries larger than 100 ft2
(9.3 m2)
{3) Painl shops
(4) Repair shops
(6) Solled linen rooms
(6) Trash collection rooms
(7) Rooms or spaces larger than 50 2 {4.6 m2),
including repalr shops, used for storage of
combustible supplias
and squipment in quantities deemad hazardous
by the authorily having jurisdiction
(8} Laboratories employing lammable or
combustible materials in quantities less than
those thal wouid be considered a severe hazard.
Exception: Doors In rated enclosures shall be
permiited to have nonrated, factory or
field-applied
protective plates extending not more than
48 in, {122 cm) abova the boltom of the door.

18.3.2 Protection from Hazards.

18.3.2.1* Hazardous Areas.

Any hazardous area shall be prolected in
accordance with Seclion 8.4, The areas
described in Table 18.3.2.1 shall be prolected as
indicated.
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Table 18.3.2.1 Hazardous Area Protection

Hazardous Area Description
Separation/Protection

Boiler and fuel-fired heater rooms 1 hour

Central/bulk laundries larger than 100 {12 (9.3

m2}1 hour

Laboratories employing flammable or

combustible materials in quantities less than

those that would be considered a severe

hazard See 18.3.8.3.4

Laberatories that use hazardous materials that

viould be classified as a savere hazard in

accordance with NFPA 99, Standard for Health

Care Facilities 1 hour

Paint shops employing hazardous substances

and materials in quantities less than those that

would be classifiad as a severe hazard 1 hour

Physical plant maintenance shops 1 hour

Soiled linen rooms 1 hour

Storage rcoms larger than 50 12 (4.6 m2}) but nol

exceeding

100 ft2 (9.3 m2) storing

combustible matesial  See 18.3.86.3.4

Storage rooms larger than 100 f12 (9.3 m2)

storing combustible '

matertal 1 hour

Trash collection rcoms 1 hour

NFPA 101 LIFE SAFETY CODE STANDARD

if there [s an automatic sprinkler system, itis
installed in accordance with NFPA 13, Standard
for the Inslallation of Sprinkler Systems, to
provide complele coverage for all porllons of the
building. The system Is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Waler-Based Fire Protection Systems. }is fully

Ko29

K 058 KO56

Protection on 7/3/13.

1. The 155 degree sprinkler heads
located in the dining room and Unit
5 conference room have been
replaced with new 165 degree
sidewall sprinkler heads. The work
was completed by Fri-State Fire

14713
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K 056 | Continued From page 7 K 056 2. House wide building audit
supervised. There is a rellable, adequate water conducted to ensure compliance
supply for the system. Required sprinkler 3. Weekly sprinkler audits wil be
systems are equipped with water flow and tamper conducted and documented with
swilches, which are elaclrically connected to the corrections made immediately to
building fire alarm system,  19.3.5 ensure compliance,
4. Sprinkler audits will be reported to
monthly PI committee for three
months to ensure continued
compliance.
This STANDARD is not mel as evidenced by;
Based on observation and interview it was
determined the facility fajled to ensure the
building had a complete sprinkier system
installed, In accordance with NFPA Standards,
The deficiency had the potential to affect two (2)
of seven {7) smoke compariments, residents,
staff and visitors. The facility Is cedified for one
hundred fifty six {156) bads with a census of one
hundred thirty three (133) on the day of the
survey. The facilily falled to ensure the facility
sprinkler heads were of the same temperature
rating in a compartment.
The findings includs:
Observation, on 06/19/13 between 9:30 AM and
3:00 PM, with tha Director of Maintenance
revealed sprinkler heads were Installed within the
same companment that were not of the same
temperature rating. The sprinkler heads were
mixed ralings of 155 degree F, and 165 degree F.
The mixed rating sprinkler heads were located in
the Dining Room, and the Unit 5 Conference
Room,
Interview, on 06/19/13 belween 9:00 AM and 3:00
PM, with the Direclor of Mainlenance revealed
they were nol aware of the mixed sprinkier heads
FORM CMS.2587{02.58) Pravious Versions Obsalete Event ID:MPTU24 Facitity 63 100090 if continualion sheet Page 8 of 14
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Continted From page 8
located within the same compariment.

Reference: NFPA 13 (1999 Edition) §-13 8.1

Aclual NFPA Standard: NFPA 101, Table 19.1.6.2
and 19.3.5.1, Existing heallhcare facilitios with
construction Type V {111) require complete
sprinkler coverage for all parts of a facility.
Aclual NFPA Standard: NFPA 101, 18.3.5.1.
Where required by 19.1.6, health care facilities
shall be profected throughout by an approved,
supervised automatic sprinkler system in
accordance with Seclion 9.7.

Aclual NFPA Standard: NFPA 101, 9.7.1.1. Each
automatic sprinkler system required by another
section of this Code shall be In accordance with
NFPA 13, Slandard for the Installation of Sprinkler
Systems.

Actual NFPA Standard: NFPA 13, 5-1.1. The
requirements for spacing, location, and position
of sprinklers shall be based on the following
principles:

(1) Sprinklers instailed throughout the premises
(2) Sprinklers located so as not to exceed
maximum protection area per sprinkler

(3) Sprinklers posHioned and located so as to
provide satlsfactory performance with respect to
activation time and distribution,

Reference; NFPA 13 (1998 ed.)

5-5.5.2.2 Sprinklers shall be positioned in
accordance with

the minimum distances and speaciat exceptions of
Sections 5-6

through 5-11 so that they are located sufficiently
away from

K056
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Continued From page 9

obstructions such as truss webs and chords,
pipes, calumns,

and fixtures,

Table §-6.5.1.2 Posilioning of Sprinklers to Avoid
Obslructions to Discharge (SSU/SSP)

Maximum Allowable Distance
Distance from Sprinklers to of Defector
above Botlom of
Side of Obstruction (A) Obstruction {in.)
(B
lessthan1 & ¢
1 ftoless than 11t 6 in. 2112
16 . toless than 2 ft 3142
2fitolessthan 21t 6 in. 5112
2ft6in. loless than 3t 712
3fitolessthan 3t G in. 9112
3fi6in tolessthan 4 ft 12
4fttolessthan4 16 in. 14
4ft6in toless than 5§t 18112
b ft and greater 18

For Sl units, 1 in. = 25.4 mm; 1 it = 0,3048 m.
Note: For (A) and (B), refer lo Figure 5-8.5.1.2(a}.
Reference: NFPA 13 (1998 ed.)

9-6.3.3 Minimum Distance from Walls. Sprinklers
shall be located a minimum of 4 in. (102 mm}
from a wall,

Reference: NFPA 13 (1999 Edition)

7-2.3.2.4 Where listed quick-response sprinklers
are used .

throughout a system or portion of a system
having the same

hydraulic deslgn basis, the system area of
operation shall be

permitted to be reduced without revising the

K056
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Confinued From page 10

densily as indicated

in Figure 7-2.3.2.4 when ali of the following
condilions

are satisfled:

{1) Wel pipe syslem

(2) Light hazard or ordinary hazard occupancy |
(3) 20-ft (6.1-m) maximum ceiling height

The number of sprinklers in the design area shali
never be

less than five. Where quick-response sprinklers
are used oh a

sloped ceiling, the maximum ceiling helght shall
be used for

determining the percent reduction in design area.
Where

quick-response sprinklers are inslalled, all
sprinklers within a

compartment shall be of the quick response type.
Exceplion: Where circumstances require the use
of other than ordinary

temperature-rated sprinklers, slandard response
sprinklers shail be

permitted to be used,

Reference: NFPA 101 (2000 edition)

19.1.6.2 Health care occupanciss shall be limiled
to the types

of building construction shown in Table 19.1.6.2.
{See 8.2.1)

Exceptlion:* Any bullding of Type 1{443), Type
1(332), Type l1(222),

or Type {111} construction shall be permitted to
include roofing systems

involving combustible supports, decking, or
roofing, provided

that the following criteria are met:

(a) The roof covering meels Class C

K 056
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K056 | Gontinued From page 11 K 056
raquirements In accordance
with NFPA 286, Standard Methods of Fire Tests:
of Roof Coverings.
{b} The roof is separated from ail ocgupied
portions of the building
by a noncombustible floor assembly that includes
not less than 21/2 in.
(6.4 cm) of concrete or gypsum fill.
{c) The atllc or other space Is sither unaccupied
or protecied
thraughout by an approved automatic sprinkler
system.
l;;?g NFPA 101 LIFE SAFETY CODE STANDARD K104; 1104 TR2/13
Penstrations of smoke barriers by ducts are i . _
! - Fire Damper testing is scheduled
protected In accordance with 8.3.6. week of 7/15/13 by Vanguard of
BEvansville,
2. A survoy of entire building was
done to ensure all fire dampers
were identified, tested and
This STANDARD s not met as evidenced by: documented on 7/19/13.
Based on fire damper tesling record review, and 3. Monthly fire damper audits wilt be
interview, It was delermined the facility falled to conducted and documented with
ensure fire/smoke dampers were maintained in corrections made immediately to
accordance with NFPA standards. The deficiency ensure compliance.
had the potenlial to affect seven (7} of seven 7 4. Fire Damper audits will be reported
smoke compariments, residents, staff and to monthly PI commitice for three
visitors. The facllity is certified for one hundred months or until compliance js
fifly six (166) beds with a census of one hundred reached,
thirly three (133) on the day of the survey. The
facllity failed to provide documentation that the
smokelfire dampers were tested within the last
four {4) years.
The findings include:
Fire damper testing record review, on 06/19/13 at
FORM C}48-2587{02.96) Pravicus Verslons Obsolete Evant 1D:MPTLU24 Facitity 1D; 1000680 H continualion shoet Page 12 of 14
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K 104 | Continued From page 12 K104
10:30 AM, with the Director of Maintenance
revealed the faclity did not have documsntation
thal fire/lsmoke dampers had been tested within
the last four (4) years.
Interview, on 06/19/13 al 10;30 AM, with the
Director of Maintenance revealed he was not
aware of the requirements for fire/smoke damper
testing.
Reference: NFPA 90A (1998 edilion)
3-4.7 Maintenance. At least every 4 years, fusible
links {where
appilcable) shall be removed; all dampers shall
be operated lo
verify thal they fully close; the lalch, if provided,
shall ha
checked; and moving parts shall be lubricated as
necessary.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 K147 272/13
§8=D
Electrieal wiring and equipment Is in accordance I, Power strip was removed and a
with NFPA 70, Natlonal Elactrical Code. 9.1.2 hardwired receptacle was instalied.
Stat strips are plugged into
permancnt hired wired receptacle as
of 7/1/13,
2, Anaudit of entire building was
done on 7/1/
This STANDARD Is not mat as evidenced by: comphiance. 13 to ensure
Based on observalion and Interview, it was 3. Allareas will be monitored
determined the facilily falled to ensure electrical through monthly room audits
wiring was maintalned in accordance with NFPA 4. The results of the audits will b
standards. The deficiency had the potential to forwarded to the monthl }ii €
affect one (1) of seven (7) smoke compartments, committee for the next u" .
residents, staff, and visitors. The facllity is ths 1 xi tiree
cerlified for one hundred fifty six (156) beds with months to ensure compliance. |
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a@ census of one hundred thirty three (133) on the
day of the survey. The facliity failed to maintain
proper use of power strips,

The findings Include:

Observations, on 06/19/13 at 1:29 PM, with the
Director of Malntenance revealed three (3)
stat-slrlp chargers piugged into a power strip
located in the Copy Room.

Interview, on 06/19/13 at 1:21 PM, with the
Director of Malntenance revealed he was not
aware medical equipment oulside of a resident
foom could not be plugged into a power strip.

Reference: NFPA 99 (1999 adition)
3-3.2.1.2D

Minimum Number of Receptacles. The number
of receptacles shall be determined by the
Intended use of the patient care area. Thera shall
be sufficient receptacles located so as to avoid
the need for extension cords or muttiple outlet
adapters,

Raference: NFPA 101 (2000 Edition)

9.1.2 Elactric.

Electrical wiring and equipment shall be in
accordance with NFPA 70, National Eleclrical
Code, unless exisling instaliallons, which shall be
permitled to be continued in service, subject to
approval by the authorily having jurisdiction.

K 147
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