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An interview with Rasident #21, on 04/24/13 at
3:00 PM and 04/26/13 at 3:30 PM, revealed State
! 1. Residents iil, #4, #11, and #13 had comprehensiv
Registered Nurse Alde (SRNA) #1 continually lans d ' ; ' ] ; } /O P K ¢
passed by the restdent's room, fgnoring tha call care plans deveioped for pacemaker/pacemaker
light on 04/20f13. The resident revealed he/she checks implemented on 5/16/13. Resldent #3 had
did not want to miss the facitily church services at care plan for advanced directives changed to full
10:00 AM; lherefors, he/she put a blanket in code and a green sticker placed in her chart on
hisfer tap and altended the services "wet™. 5/23/13.
rl‘:::::c:)ear;lu#?i revealed the situation made him/ar 2. All résldents have a potential o be affected.
' 3. DON/ADON has reviewed all residents with
An Interview with Resident #22, on 04/24/13 at pacernakers to ensure that a comprehensive care
3:00 PM and 04/26/13 al 3:40 PM, revealed plan regarding pacemaker check schedules are In
Resldent #21 vas hisiher roommate. The place. Medical Records Director will complete
resident verified that SRNA #1 would not answer 100% audit of all medical records by 5/23/13 to
the call light lo ensure Resident #21 was clean ure that each code stat p di
and dry prlor to church services. ensure that each code status and corresponding
: sticker is correct and in place, DONJADON will
An interview with SRNA #1, on 04/26/13 at 4:46 bring new admisslon charts to morning meeting
PM, revealed she was picking up food trays on dally to ensure code statue/sticker are In place and
{he hallway when Resldent #21 asked o be 1o ensure a comprehensive care plan for
chalgged. She revealeg:hen goingk?ack todthe pacemaker checks has been Implanted if needed.
fesldent’s room at 9:40 AM, the rosident ha 4. Compliance for this process wili b
atready lefl for church services. She fevealed It week by AdmlnistratF:)r/ D(:r\:v £l zmo?:}ored Sx
was twenly {20} minutes before church starled; « Finds will be
however, the resident refused cara at that time as reported from the documented checks and
he/she did not want to bs late. observations during morning meeting each day and
documented en the morning review
At Interview wilh the Direclor (;fglu{fi“g (DON), documentation sheet maintained by the
on 04/26/13 al 4:30 PM, revaaled she was sware Adminlstrator/DON i
of the situation thal occurred on 04/20/43, She /DON. Monitoring will cntinue 5x
revaaled she expected staff 1o ensure the week for 4 waeks, then twice 3 week for four
i residents were provided cate in enough time to weeks, then mi_inthly Tor 2 months with ali findings
oo aiiviles A e e reviewed by the QA tearn which Inclides NHA,
F 279 | 483.20{d), 483,20(k){1}) DEVELOP F 279 DON, ADON, MDS, Soc Sve, Activity, Dletary;
55=E | COMPREHENSIVE CARE PLANS Hskp/Idry, Maint, Busiess Offtce, Human
‘ resources, Therapy director, and
A {acliity must use the resulls of the assessment }_ﬁpy or, and Medical [ggi,?;r

FORM CHS-2547{02-89) Provious Yarsiens Obsolels

Evenl ID; CONZ11

Fadifty 1D; {00070

Il coplinuabien sheel Page 2ol 22




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/10/2013

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 06938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION JOENTIFIGATION NUMBER: COMPLETED

A BUILOING
185289 B. WING 0412612013
NAME OF PROVIDER OR SUPPLIER STAEET ADDRESS, GITY, STATE, 2IP CODE
201 WATSCON STREET
GRITTENDEN COUNTY HEALTH & REHABILITATION CENTER
MARION, KY 42084
4y 1D SUMMARY SYATEMENT OF DEFICIENCIES ID PROVIDER'S PLAH OF CORREGTION o5
PREELX (EACH DEFICIENGY MUST BE PRECEDED BY FUEL PREFIX {EACH CORRECTIVE AGTICN SHOULD BE. COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPRCPRIATE DATE
OEFICIENCY)
F 278 | Continved From page 2 F 279

to develop, review and revise the resident's
comprehensive plan of care,

The facility must develop a comprehensive care
plan for each resident that includes maasurable
objectives and timetables to meel a resident's
medical, nuesing, and mental and psychosoctal
needs thal ere Idenlifted in the comprehensive
assassment, .

The care plan mus! describe the services thal are
to be furnished to alialn or maintain the resident's
highest practicable physical, mentef, and
psychosocial well-belng as required under
§463.26; and any services that would otherwise
be required under §483.25 but are not provided
dus fo the residenl's exercise of rights under
§483,10, Including the right to refuse treatment
under §483,10{(b)(4),

This REQUIREMENT s nol met as evidenced
by:

Based on Interview and record review, il was
determined the facifity falled to develop and failed
to ensure the accuracy of comprehensive care
plans for five (6} residenis (#1, #3, #4, #11 and
#13}, In the selacted sample of fifleen {15}
residents. Residenis #1, #4, #11 and #13 did
not have a compraehensive care pfan developed
{o ensure conlinuity of care related o having a
pacemaker, Resident#3 had an inaccurate care
plan devefoped which addressed ihe resident's
code shatus R ‘

Findings Include;

1. Arecord review ravealed Residenl #1 was
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admilted to the facility on 04/23511 wilh diagnoses
to include Pacemaker, [nfection resistant to
drugs, Conjunctivitis, Dysuria, Weight Loss,
Chronic Pain and Squamous Call Carcinoma.

Reviaw of the physician’s orders, dated
04/01-30/13 revealed an order to check
pacemaker per cardiologist recommendations
with a due date of 09/2012. Review of the
Transtelephonic Pacemaker Monitoring report
revealed the resident had pacemaker checks
conducted on 07/22/11, 10/31/11, 03/08/12,
06/25/12 and 09/26/12 being the latest.
However, review of the Comprehenslve Care
Plans revealed there was no care ptan developed
for the pacamaker to ansure pacemaker checks
would be conducted timely.

2. A record raview revealed Resident #4 was
admilled o the faciiity on 07/22/10 with a
diagnoses {0 include Dementia with Behaviors,
Embolism Infarction, Depressive Disorder and
Congsstive Heart Fallure,

Review of the physlclans orders, datad
04/01-30/13 revealed an order to check
pacamaker per cardiologist recommendation with
a due date of 03/20/13. Review of the
Transtelephonic Pacemaker Foilovw-up Report
revealed the checks were conducted at three
manth intervals on 12/19/11, 03/20/12, 06/119/12,
and 09/18/M12, Further review of the form
reveated the next check would have been dus on

12/1812, however lhere was no record of the ™" 7|77 7T

check belng done on that date. The last
pacemaker check was conducied on G1/30/13
and the next scheduled pacemaker chack \vas
scheduled for 04/29/13,
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Areviow of the Comprehensive Cara Plans for
Resident #4 rovealed a care plan had not hesn
developed for the pacemaltar to ensure the
cardiologist's racommendations were balng
followed to facilitate timely checks of the device
and confinuily of ¢ars,

3. Arecord review revealed Resident #11 was
admilled 1o the facllity on 12/07/10 with diagnoses
to Include Ranal Faliure, Pneumonia, Pain in
Joint, Kidney Neoplasm Malignancy.

Review of the physician's order, dated
04/01-30/13, revealed an order "pacemakar
check completed 11/21/12". Tha duae date for tha
next scheduled chack was left blank on the
phystician’s order.

Review of the medical record revealed no care
plan had been devaloped for Resident #11s
pacamaker {0 ansure pacemalers checks were
conducled as recommended.

Intervisw with the Minimum Data Set (MDS)
Coordinator on 04/25/13 revealed she nomnalty
develops a care plan for residents with
pacemakers, howavar, tha failure to creale a care
pian for Residant #1, #4 ard #11 was an
aversight. :

Intarview with the Director of Nuraing (DON}, on
04/26/13 at 3:55 PM, revealed a care plan should
“have bean devolaped Tor Resident#1's
pacemaker. She lurther slatad the MDS
coordinator had since developed the care plans
and placad the care pians on the charl for
Resldent i1, ##4 and #11. She (urlher slated
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Reskdant #1 had an appointment to see the
cardiologist in March 2013, however he was a "no
shovw" because the family did not take the
resident to the appointment. The appaolnlment
had not been rescheduled uniil surveyor Inquiry.
The appolntment was rescheduled for 05/16/13.

4. A record revlew reveated Resident #13 was
admitted 1o the facilily on 07/02/10 with diagnoses
to include Cerebral infarction, Pacemaker
Placement, Demenlia, A-Fib, Coumadin Therapy,
Hypartenslon, Hyperlipidemia, Cerebral Vascular
Accidsnl, Right Hemlparesis and Deganeralive
Arthritis,

A record review conducted on 04/26/10 reveated
a physiclan order for & Pacemaker check vras
ordered for 03/2713. Arecord review revealed
no documentation In the resident's chart on
03/27/13 of the resident's pacemaker check
being completed.

A review of the record revealed there was no care
plan developed fo address the rasident’s
pacemaker chacks.

An interview conducted on 04/26/10 at 11:30 AM
with Resldent #13's Licensed Praclical Murse
{LPN) revealed pacemaker check had not been
completed. She did not know why the pacemaker
chack had not been complsted and rescheduled

8 pacemaker check for 06/14/13.

5. A record review revealed Resfdenl #3 was
admilled to the facllity on 03/21/13 with dlagnoses
to Include Hypertension, Major Depressive
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Disorder, Cerebral Vascular Accident, Myocardia
Infarction, Diabates and Congestive Hearl
Failure.

A review of a Code Slatus Form, daled 03/21/12
compeled by Resident #3, revealed the resident
reguested a "Full Code" status which was verified
by her physicitan on 03/27/13.

A review of the Comprehensive Care Plan for
Advanced Direclives, dated 04/07/13, revealed
under the problem heading on the form lt was
documented the resident had a Do Not
Resuscitale Advanced Diraclive; howevar, under
the approach heading it was documented to
conflrm the "Do Not Resuscitate” {DNR) wishes
per facility policy. A review of Resident #3's Aprit
2013 Medicatfon Administration Record revealed
the resldent was listed as a Full Code.

In addition, obssrvation on 04/25/13 of Resident
##3's medical charl revealed there was no red or
green siicker on the front of her chart indlcaling

what the resident's code status should be.

Intarview with the DON and MDS Coordinator, on
04/26/13 at 3:00 PM, revealed the faciity policy
relaled to Advanced Direclives was o consult
with the resident when admitted regarding their
code slatus wishes. The resident's physiclan
should be notified and the physiclan verifias the
code slatus order. The DON end MDS
Coordinator slated Medical Records should place
“a green stickes on the frort 6f the ¢hart fora fan
code and a red sticker on the chart for a DNR. in
addition, the rasident's MAR and TAR should
Indicate the resident's code stalus. Tha MDS
Coordinator should develop a comprehanasive
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care plan indicating the resident’s code slalus
request. The DON and MDS Coordinator both
stated they were not sure why Resldent #3's
medical chart contained conflicting data regarding
her code stalus, and they would Investigate and
immediately correct the siluation. The DON
stated that it was her expectation that all
resldent's medical records accurately recosd thelr
advance diractive and full coda status on all
areas of the chart, and that a correct
comprehensive care plan be developad on evary
resident.
F 309 | 483.256 PROVIDE CARE/SERVICES FOR F 309
ss=p | HIGHEST WELL BEING

Each resident must recelve and the facliity must
provide the necessery care and sarvices lo allain
or maintain the highest practicable physicsi,
mental, and psychosoclal well-belng, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by: ’

Basad on inferview and record review, it was
determined the facllily falfed to provide the
necessary care and services to altain or maintaln
the highest practicable physical well being for two

{2) residents (#1 and #13), In'the Selecied sample "~ "1 7

of {ifleen {15} rosldents related to mairlenance
checks for pacemakers.

Findings lnclude;
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1. A record review rovaaled Resident #1 was
admitied o the facility cn 04/23/11 wilh diagnosas
to Include Pacemaker, Infaction Resistant to
Drugs, Conjunciivills Dysuria, Welght Loss,
Chronic Pain and Squamous Celf Carcinoma.

.

Reviaw of the physician’s orders, dated
04/1-30/13 revealed an order to check
pacemaker per cardiologist recommendallons
wilh a dus date of 59/2012. Review of the
Translelaphanic Pacemakar Manitoring report
revaaled the resident had pacemaker checks

"conducted on 07/22/11, 10/31/11, 03/0812,

08/25/12 and 06/26/12 telng the latest. The
history of the pacemaker chacks appear to be al
three month intervals wilh the exception of ene
interval hetween October 2011 and March 2012,
According to the medical record the pacemaker
had not been checked in seven months as of the
survey dale of 04/25/13. Additionally there was
nio docurnentation indicating what the

-cardiologlst's recornmendatlons wera {or

checking the pacemaker,

interviews with the Direclor of Nursing {DON), on
04/26/13 al 3:55 PM, rovealad Resident#1 had
not missed anything related to the pacomaker,
She statad he had an appointment March 2013
for a comprehensive examination; howevar, he
was & "no show" because the family did not take
the rasfdent to the appoiniment, The appolniment
was reschaduled on 04/25/13 for 05/16/13 afler
surveyor nquiry. co T

Roview of the Comprehenslva Care Plans
revealed there was no care plan developed for
ihe pacamaker to ensure pacemaker checks

F309 483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL DEING

Resident # 1 and #13 have physician orders to
complete pacemaker checks every 3 months.
Resldents with pacemakers have the potential to
be affected.

DONSADON has reviewed and updated all medical
records and care plans for residents with
pacemaker to ensure they have a physiclan order
to complete pacemaker checks every three months
as of 5/16/13. DON/ADON will bring all admission
medical recor_ds to morning meeting to ensure
facllity has an order for pacemaker checks every
three months and that pacemaker care planin
place if needed,

Compliance wilt be monitored 5x week by the -
DON/ADON and wiit report finding during the

~ morning meeting with those ﬂndlngs documented

on the morning revtew documentation sheet
malntained by the Administrator/DON .
Monitoring will continue 5x week for 4 weeks, then
twlce a week for four weeks, then monthly for 2
months with all findings reviewed by the QA team
which includes NHA, DON, ADON, MDS, Soc Svc,
Activity, Dletary, Hskp/ldry, Malnt, Business Office,
Human resources, Therapy director, and Medical
Director .

"

613113
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would be conducted limely and according 1o the
cardiologist's recommendation.

interview wilth the Minlmum Data Set {(MDS}
Coordinator on 04/26/13 ravealed she normally
develops a care plan for residents with
pacemakers, however, the faifure to create a care
plen for Resident #1 was an oversight,

interview wih the Director of Nursing (DON), on
04/26/13 at 3:55 P, revealed a care plan shoutd
have been devaloped for Resident #1's
pacemaker. She further stated the MDS
Coordinator had since developed the care plan
end placed on the chart for Resident #1. She
further staled In the past she had kept up with
ensuring pacemaker checks wera conducled
timaly In word document, howevaer, she had not
been able to keep up with it iike she should.

2. Aracord review revesled Resident #13 was
admilted to the facilily on 07/02f10 vith diagnoses
to include Cerebral Inferction, Pacemaker
Plecement, Dementia, A-Fib, Coumadin Therapy,
Hypertension, Hyperlipldemia, Cerebral Vascutar
Accldant, Right Hemlparesis and Degenerative
Anlhritls,

A record raviav condugted on 04/26/40 ravealed
a physlcian order for a Pacemaker chack was
ordered for 03727713, Arecord review revealed
no documentation in the residaent’s chart on
0327113 of the resident's pacomaker check

I'being completed.

A review of the record revealad there was no care
plan daveloped 1o address the residant’s
pacamaker chacks.

F 309
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An Intervlew conducted on 04/26/10 at 11:30 AM
with Resident #13's Licensed Praclical Nurse
{LPN) revealed she was sure the pacemaker
check had baen completed and would verify the
information. Af 1:.00 PM, the LPN revealed that
she had contacted the pacemaker chack facllity
and the pacemaker chack had not been
completed. She did not know why the pacemaker
check had not been completed and rescheduled

. a pacemaker chack for 06/14/13,

F 332 483.25(m}{1} FREE Of MEDICATION ERRCR F 332
s5=E | RATES OF 5% OR MORE

The facility must ensure that it Is free of
medicalion errof rates of five percent or grealer.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policy/procedure, it was
determined the facliity failed to ensure it was free
of medicatton error rates of five {5) parcenl or
greater. The facility had ten {10) medication
ercors oul of forty-one {41) opporlunitles o equal
an error rale of twenly-four percent {24%),
involving two regidents (#3 and #10) in the
selecled sample of fifleen (15) residents, and two
residenis (#19 and #20}, not In the selecled
sample,

" Findings include:
A review of the policy/procedure "Medlcation

Administralion Genoral Guidelines”, dated 12/12,
revealed medicattons were administered as
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presciibed In accordance with manufaclurers’ F332 483.25(m}{1) FREE OF MEDICATIONERROR
specifications, good nursing principles and RATES OF 5% OR MORE
pracilcas. Medications were administered within
sixty (60) minutes of scheduled time, except 1.  Residents #3, #10, #19, and #20 have had
before or after meal orders. Al feast four (4) thelr mediation given per physicians orders.
ounces {oz)'ofwater_ or other acceptable liquid 2. All restdents have a potentlal to be affected.
should be given with oral medications unless a .
different amount was specified due fo fluid 3. Alinurses and CMA's were re-educated on
resisictions or pdeUCl manufaciurer Medlcation Administration to include
requlrements. Please nole some modications administer as prescribed In accordance with
need fo be given with more liquld. Long-acling, manufactures specifications and good nursing
exlended refease or enlaric-coated dosage {_orms princlples and practices on 5/20/13 by
should generaily not be crushed; an alternalive PharMercla Pharmacy. DON/ADON wil
should be sought. '
complete medicatlon pass competencles for
1. An obsarvation of a medication pass for all nurses and CMA's
Residant #3, on 04/25/13 al 9:45 AM, revealed 4, Compltance will be monitored with
g?m?ed ‘;‘11‘3:5‘:3‘]"‘;“ Alde fCM)A)GfIM ?:miniszéred DON/ADON wHi completing medication pass
ilostazo miliigrams {mg), Glonidine
Hydrachforide (HCL) 0.2 mg, Hydralazine 100 audits three times weekly for four weeks, then
mg, Labetalol HCL 200 mg, and Miralax 17 gram two times weekly for four weeks and the
{om) pawder at 9:45 AM, The Miralax 17 gm monthly for tivo month. Findings will be
powder was adminisiered in four {4) oz of waler. reported during morning meetings and
documented on morning documentation
A review of the Physlclan’s Orders and sheet malntalned by the Administrator/DON.
e hiln (0 s il v ih 0 e i
order for the following medications: Includes NHA, DON, ADON, MDS, Soc Svc,
1. Cilostazol 100 mg twice dally at 8:00 AM and Activity, Dietary, Hskp/ldry, Malnt, Business
8:00 PM Office, Human resources, Therapy dicector,
2. Glonldine HGL 0.2 mg thraoe times daily at 8:00 " and Medical Director.
AM, 2:00 PM, and 8:00 PM
3. Hydratazine 100 mg twice daily at 8:00 AM and 6/3/13
800 PM e
4, Labetalol HGL. 200 mg ovary twelve hours at
8:00 AM and 8:60 PM
5. Miratox Powder 17 gm In elght (B} oz of Hquid
daily
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2. An ohservation of a medication pass for
Residant #10, on 04/25/13 at 10:00 AM, revealed
CMA #1 administered Lyrica 50 mg and
Omeprazole 20 mg at 10:00 AM. Additionally, she
allowed Resldent #10 lo sslf administer Flonase
60 micrograms {mcg) nasal spray, three (3)
sprays 1o each nostll at 10:00 AM.

A review of the Physician's Orders and MAR for
Restdent #10, dated 04/01-30/13, revealed an
order for the foliowing medications:

1. Lyrica 50 mp twice daily at 8:00 AM end 4:00
PM

2. Omeprazols 20 mg twice daliy at 8:00 AM and
4:00 PM

3. Flonase 0.06% nasal spray one {1} spray in
aach nostril twice daily at 8:00 AM and 4:00 PM

3. An observation of a medication pass for
Resldent #19, on 04/26/13 at 9:30 AM, revealed
CMA #1 administered Acetaminophen 600 mg at
9:30 AM,

A review of the Physician’s Orders and MAR for
Resident #19, dated 04/01-30/13, ravealed an
ordar for the folfowing medication;

1, Acstaminophen 500 mg caplet every elght (8)
hours at 12:00 AM, 8:00 AM, and 4:00 PM

An interview with GMA #11, on 04/26/13 at 9:30
AM, revealad she should have reporied to the
nurse befora glving medications out of the

schaduled time frame. Sha veriad iedications ™

should be edministered one hour before or afler
the schaeduled tme on the MAR, She revealed
she should have glven Resldent #3 the Miralex in
8 oz of waler, per the physician's ordar, however,

F 332
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she did not read the label or the MAR prior to
glving the medication. Additionally, she did not
pay altention o Resldent #10 while seif
administering the Flonase nassl spray, howevar,
ghe should have educaled the resldent on the
correct amount. She was unaware the order
specified "one" spray to each nostril, as she
thought the ordar was "two" sprays.

4. An observation of a madication pass for
Resident #20, on 04/25/43 at 2:00 PM, revealed
CMA #2 administered Arlhritis Pain Rellef,
Extended Release {ER) 850 my crushed in
applesaucs.

A review of the Medications Not to be Crushed,
undated, revealed Tylenol Arthrilis Caplet should
not be crushed as it was a iime release
formulation.

A review of the Physlician's Ordors for Resident
#19, dated 04/01-30/13, sevealed to check the
"no crush™ list prior to crushing medlcations. The
Physician's Orders and MAR, dated 04/01-30/13,
reveated an order for ihe following medication;

1. Arthritls Pain Reliaf ER 850 mg three times
daily

An inlerview with the Director of Nursing {DON),
onh 04/28/13 at 2:00 PM, revealed she expected
staif 1o follow the facllity policy while
adminislering medicailons. If steff were unable fo

give a medication wilhin the scheduled time

frame, the nurse should be notified to calithe
physician with further orders. Additionally, she
oxpeclad staff 1o administer the medication per
the physician’s orders. The "do not crush" tist of
medications was avaliable in the froni of the MAR

F 332
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=p | PALATABLE/PREFER TEMP
58=D 1. Resident#23 has been served a pureed diet

Each resident recelves and lhe facility provides
food prepared by mothods that conserve nutritive
value, flavor, and appearance; and food ihat is
palalable, altractive, and at the proper
tempetatire.

This REQUIREMENT ls not met as evidencad
by: .
Based on cbservation, Interview, record review
and facility policy revisw it was delermined the
facllily failed to serve food that was prepared In a
manner to conserva Nlavor and appearance and
that was palatable for ona {1} resident (#23}, not
in tho selected sample. The pureed dlet served
to Resident #23 was observed to be of a soupy
consistency that ran alf together on the plate with
no separation, Additlonally, a test tray of tha
pureed food revealed a bland starchy taste .

Findings include:

Revlew of the facility policy titled, "Machanically
Altered Uiet", revealed the purpose was to
provide texiure-modified foods that require
minimat chewing, This dlet includes foods
modified in texlure, such as chopped, ground,
mashed and pureed foods, to promote ease of

2

" could be affected.

of the correct consistency and appropriate
faste, )
Al resldents on a mechanically altered dlet

The Dletary cooks have been re-educated by
the Reglstered Dietitian on 5/16/13 which
incfuded the proper procedure In regards to
pureed texture of foods to ensure all puree
food items have the appearance of mashed
potatoes consistency and to follow puree
reclpas Dletary staff wil taste the purced food
{tems prior to serving to ensure appropriate
taste and any findings that do not meet
consistency and taste witt be corrected
Immedlately prior to service.
Compllance will be monitored with Dletary
Manager wili conduct audits three times
weekly for four weeks, then two times week
for four weeks, then monthly for 2 months.
Findings will be reported during morning
meetings with documentation on the morning
documentatlon sheet. Findings will be
revlewed with QA team which Includes NHA,
DON, ADON, MDS, Soc Svc, Activity, Dletary,
Hsko/ldry, Malnt, Business Office, Human

masticalion,

Record review revealed Resldent #23 was
admitled to the facility on 06/24/11 with dlagnoses
{0 Include Gysphagia, Osleoarthrosis, Epilepsy,
and Rhaumatoid Arthritis.

resources, Therapy director, and Medlcal
Director,
6/3/13
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-| Review of a physician's order, dated 03/25/13,

revealad the resident was lo recelve a pureed dlet
wilh nectar consistency liquids.

An observation on 04/25/13 at 12 noon revealed
Resldent #23 was served a plate of pureed food
thal was of a soupy conslstency. The meal
conslsted of pork chop supreme, American fried
potatoes and Prince Charles vegetable blend.
The different focds were observed to have run all
together and there was no separation of the
different fonds. The appearance/color of the food
was nol alfractive.

Intarview with 1he Dietary Manager, on 04/26/13
at 12:45 PM revenled the consistency had been
brought to her altention and thars had been gravy
put en the resident’s purged food.

An observatlon of a pureed {est iray, on 04/26/113
at 11:40 AM, revealed the pureed cauliflower
tasted bland and bilier; therefore, it was not
palatable. The food was {asfe tested by the
surveyor and the Dietary Manager. The Dietary
Manager agreed the laste of the pureed
caulifiower was btand,

An Interview with the Dletary Maneger, on
04/28M3 af 12:45 PM, revealed she expected the
pureed cauliflower lo taste better before serving
lo residents, es it tasted "starchy” to her.
483.35(8) THERAPEUTIC DIET PRESCRIBED

Therapeulic dists must be presciibed by the
allending physlclan.
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This REQUIREMENT 18 not mat as evidenced
by:

Based on obsarvation, intervlew, record review
and revlew of the facifily policy revealed the
facility failed to provide the mechanically altered
diet prescribed by the physician for ona (1)
rasidant (#23}, not In the selected sample,
Resident #23 was prescribed a puread diet on
03f25/13 and was served a diet on 04/24/13 that
was not consistent with guidelines for 8 pureed
diet.

Findings include:

Revlew of the facliity policy titted, "Meachanically
Altered Diet, reveated the puipose was to
provide texture-modified foods that require
minimat chawing. This dist includes foods
modifled In taxture, such as chopped, ground,
mashed and pureed foods, to promote ease of
masiication.

Record revlew revealed Residen! #23 was

admitted fo the facillly o 06/24/11 with diagnoses-

to Include Dysphagla, Osteoarlhrosis, Epillapsy,
and Rheumatold Arthrills.

Raeviow of e physician's order, dafed 03/25/13,
revaaled the resident was lo recalve a pureed diet
with neclar consistency tiquids.

Reviow of the Nuldtional Assessment, dated

04/04/13 reverled the reskient was ordered a
puree diol with nectar thick liquids.

Revlew of tha Comprehensive Care Plan
revealed there was a problam for nutrillonal and

BY PHYSICIAN

1, Resldent #23 has recelved his pureed diet
" with nectar consistency liquids dally

2. All residents have a potenttal to be affected,
All staff will be re-educated on ensuring that
resident #23 and all other restdents on
mechanically altered diets recelve the correct
diet/texture during meal service on by the
Registered Dietitlan/DON/ADON/staff
development.Staff will reviews each tray tickat
to ensure that tray has the restdent’s name
with the correct dlet prior to giving tray to
resident.

4,  Dletary Manager will complete audit three

thmes a week for four weeks, then two times a
week for four weeks, then monthly times two
months to ensure residents recelved the
correct.diet, DON/ADON wHI complete audit
three days & week for twod weeks and once
monthly for two months to ensure resident
23 recelved the correct diet. Findings will be
reporled during morning meeting and
documented on the morning documentation
sheet, Finding wilf be reviewed with the OA
team which Includes NHA, DON, ADON, MDS,
Soc Sve, Activity, Dletary, Hskp/idry, Maint,
Business Offlce, Human resources, Therapy
.......director, and Medical Dlrector,
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hydration risk refated to swallowing difficuily as
evidence by choking at meals,

Observation, on 04/24/13 at 11:50 AM during the
junch meal, revealed Resident #23 was served
meatloaf, mashad potatoes and whole kernel
corn. The food was not pureed as ordered by
the physkelan, He was fed by Licensed Practical
Nurse (LPN) #1 who fed the resident the mashad
potatoes and some of the meatloaf after mashing
it up. He was not servad any of the whole kernel
corn.

Interview with the Dietary Manager, on 04/26/13
at 12:10 PM, conflimed that Resident #23 was
ordered a pureed dlel and slated {hat somecne
could have served him the wrong tray.

Interview with LPN #1, on 04/26/13 at 3:40 PM,
revealed she had already started feeding the
rasidant before she noticed it was not his ordered
dlel. She was aware it was not his presciibed
diel, however, another staff had delivered the
wrong iray for Rosidant #23. LPN #1 steted she
would not give him anything to harm him, She
was lrying not to bring eltention {o the facl he had
heen delivered the wrong {ray. '
F 371 | 483.35{) FOOD FROCURE, F 371
g8=£ | STORE/PREPARE/SERVE - SANITARY

The facllity must -

(1} Procure food from sources approved of

considered salisfactory by Federal, State or local
Lauthofifes and
{2) Store, prepare, distribute and serve {ood

under sanltary conditions
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This REQUIREMENT s not met as evidenced
by:

Based on observalion, intarview, and review of
tha facility's policy/procedure, the faciliy failed to

‘store, prepare, and serve food under sanitery

condilions.

A raview of the Census and Condifion, daled
04/24/13, revealed there was a census of sixly
(60) seslden! an fifty-elght (58) residents ate food
from the kitchen.

Findings include:

1. Areview of the Storage Procedures
policylprocedure, undated, revealed food should
hs covered, dated, and stored loosely to permit
circulation of food. Foad items should be
afranged so lhal older tems would bo used first.

An observation of the kitchen, on 04/24/13 at
10:16 AM, revealed the following in the
refrfgerator:

1. One container of noctar thickened dairy drink
opened 03/19/13, available for use

2, One conlainar of honey thickened orange julce
opened, undated, with an expiration date of
03/22113

3. One conlainer of honey thickened orange Juice

1,

All thickened Hquid lkems in refrigerator have
dates of when opened,
AH restdents have a potentlal to be affected.
Dletary staff were re-educated on proper
dating of thickened liquids once opened and
storad in the refrigerator by the Reglstered
Dietltlan on 5/16/13. Cooks were re-educated
by the Registered Dletitlan on 5/16/13 on the
proper procedure to checking food
temperatures prior to meai service and proper
hand washing after leaving service areas and
proper procedure when coning In contact
wlth food In general while taking
temperatures. All dietary staff were re-
educated by the Reglstered Dletitlan on
5/15/13 on the proper wearing of halrnets
while working.
The Dietary Manager will coniplete audits
three times a week for four weeks, then two
times a week for four weeks, then ance
monthly times two months to ensure
complance with taking food temperatures
properly, dating of thickened llquids, hand
washing and wearing of halr nets, Findings will
be reported durlng morning meeting and
documented on the morning documentation
sheet, Finding will be reviewed with the QA

_team which,.lncludes NHA, DON, ADON, MDS, |

opened, undated

4. Ona contalner of honey thickened dairy drink
opened, undated

5. Ona contalner neclar thickened cranbesry juice
opened, undated ’

Soc Sve, Activity, Dietary, Hskp/idry, Malnt,
Business Office, Human resources, Therapy

director, and Medlcal Birector,
073753
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An Interview with the Dielary Manager, on
04/26/13 al 12:45 PM, revealed the liquids in the
tefrigerafor should have been dated when
opened, and sicred for no more than three (3)
days after opening. She revealed the refrigarator
was usually checked by her daily; howover, she
dld not notice the undated liquids.

2. Areview of the Handwashing
policy/procedure, undated, revealed employaes
would use proper hand washing fechniques to
prevent the spread of infeclion. All hands would
be washed hefore starling work in the Dletary
Department, before and after handling foods, and
whensaver solled.

A raview of the Dletary Dress Code
poticy/procedure, undated, revealed halr nels or
halr restraints were to bs worn.

An obsarvalion in the kitchen, on 04/24/13 at
11:20 AM, revealed the following:

1, The cook did not wear gloves while obtalning
food temperalures,

2. The food lhermometar was dropped in the
vagelabla soup and the cook placed her finger in
the soup to relrieve the thermometer, She
conlinued food temperatures without washing her
hands, and did noi discard tha vegelable soup
after contamination,

carrols and retrleved the wipe with her ungloved
hand. She contlnued food temperalures and did
not wash her hands. The carrols were not
discarded aftar confamination.

A. After temperalures were oblalnad, the cook
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began serving food with visible food particies on
her hands. She did not wash her hands or put on
gloves. After one Yray was served, she donned
gloves without washing her hands.

6. The cook iefl the iray line twica lo obfain a
bologna sandwlich for & resident's tray, and onca
to oblaln a bow! of soup; howevar, she did not
wash her hands or change gioves before
roturning to the {ray line.

6. Tha cook and server In the kitchen were
wearing hair nets; however, the hair on the sides
and back were exposed on both slaff members.

An Interview with the Dlelary Manager, on
04/26/13 at 12:45 PM, revealed the cook should
have used glovas while obialning food
temperatures. She expected the cook lo discard
lhe soup and carrots alter contamination, thay
should notl have besn served lo residents, Staff
should wash their hands and change gloves after
leaving the tray line for any reason. She expected
staff to wear a hair net properly, covering alf of
the hair,

An interview with the Administrator, on 04/26/13
4:55 PM, revealed she expecled staff to ensura
all policles were followed in the kiichen,

F 490 | 483.76 EFFECTIVE F 490
. 88=p | ADMINISTRATION/RESIDENT WELL-BEING

A facHily must be administered in a manner that
anables it lo usa is resources effectively and
_sfficiently to altain or majntain the highest .
praclicable physieal, mental, and psychosocial
woll-baing of each resident,
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This REQUIREMENT s not met as evidenced ADMINISTRATION/RESIDENT WELL-BEING
by:
Based on observalion, Interview, and review of 1, The three previously cited X tag {K0025,
. . :
the facillty's poficyfprocedure, it was determined K027, K0147) have been corrected as of
the faclfity failed to be administered In a manner 6/3/13
that enabled il to use its resourcas effectively and /3/13. _
efficiently {o atlaln or maintain the highest 2. All resldents have the potenttal to be affected,
“practicable physicai, mental, and psychosocial 3.  Malntenance documentation will be kept in
well-belng of each rasideni. During a Life Safety administrator oHlce to ensure Life Safety
Code (LSC) survey, conducted 04/24/13, {ht?re Compliance.
were three (3} deflciencies cited on the previous 4. Findings of maintenance monitoring will be
annual survey (01/31/712) that had not been d1n facility QA meetings which
corrected. (Refer to K0025, K0027, and K0147) reviewed In facillty QA meeting
includes NHA, DON, ADON, MDS, Soc Sve,
Interview, on 4/24/13 at 4:05 PM, with the Activity, Dletary, Hskp/ldry, Maint, Business
.Admin!strator, revealed sha was new lo the Office, Human resources, Therapy director,
facility since ihe prior survey. She was unaware and Medical Director.
of whal material was used on tho smeke barrlers
in this facility. She had not personally done an 613113
audit of the smoke barriers and she relled on the
Plant Operations Manager to ensure the smoke
barriers were properly maintained. She had done
no audits on the cross-corridor doors since being
at this facllity. She was unaware of how the
coordinating devicas on the cross-corsidor doors
were supposed to functian to ensura tho deors
alvays closed properly. She had not conducled
any audits lo delermine if (here wore any power
strips used improparly,
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light on 04/20/13. The resldent revealed he/she
did not want to miss the facifity chuech services at N 113 502 KAR 20:300-6{1} Sectlon 6. Quality of Life

10:00 AM; therefore, hefshe put a blanket In
his/asr lap and attended the sefvices “wal". ..

Resident #21 revealed the situation made him/her 1. Resident {121 has been provided care in a manner

“feel bad". that malntained dignity and respect.

- 2. All residents have the potenttal to be affected.
An interview viith Resident #22, on 04/24/13 at 3,  Allstaff will be re-educated on prometing care In a
3:00 PM and 04/26/13 21 3:40 PM, reveatsd manner that wit malntaln a resident’s dignity and

Resldent #21 was hlsfher rcommale, The
resident verified that SRNA #1 wouid not answer
tha call light to ensura Resident #21 was clean

respect, including call light response, by 5/23/13,
4, Compllance will be monitored 5x week by the

and dry prior to church services, Administratar andfor DON through observations
and resident interviews. They will report findings

An Interview with SRNA 11, on 04/26/13 at 4:45 from documented checks and obsarvations during

PM, revealed she was picking up food trays on morning meeting each day and will be documented

lhe halhway when Resident #21 asked to be
changed, She revealed when going back to the
resident's room at 9:40 AM, the residant had

on the morning revlew documentation sheet
malntalned by the Administrator/DON. Monitoring

already left for church services, She revealed it will continue 5% week for 4 weeks, then twice a
was twenly (20} minutes hefore chusrch slaited; week for four weeks, then monthly for 2 month
:g):ﬁ:eé;éhn‘i,:e\iﬁ?;rs;ulsa?: care at that timo as w{th all findings reviewed by QA team which
' includes NHA, DON, ADON, MDS, Soc Svc, Activity,
Dietary, Hskp/ldry, Maint, Business Office, Human

An Interview with the Director of Nursing (DON},
on 04/26/13 al 4:30 PM, revealed she was aware resources, Therapy director, and Medical Director.
of the sifuallon that occwsred on 04/20/13. She
revealed sho expected slaff lo ensure the

rasldents ware provided care in enough lime o . 6/3/13
altend activitles. : -

N 189 902 KAR 20:300-7(4)(a) Secticn 7. Resident N 180
Assessment

{4} Comprehensive care plans. ;
{a) The faciilly shall develop a comprehensive
care plan for each resident that includes

measurable objeciives and metables lo mest a ' 5
resident's medical, nursing and psychosoclal )
needs that ere identified In the comprehensive

STATE FORM e . coNzi i canlinuation sheet 2ol 21




PRINTED: 05/10/2013

FORM APPROVED
Office of Inspeclor General :
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA £X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION : ICENTIFICATION NUMBER: A BUILDING: ‘ GOMPLETED
100079 .| BMKG 04/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP GODE
204 WATSON STREET
CRITTENDEN COUNTY HEALTH & REHABILITATICON ( MARION, KXY 42084
KO SUMMARY STATEMENT OF OEFICIENCIES ® PROVIDER'S PLAM OF CORRECTION 5
PREFIX {EACH DEFICIENGY MUST BE PRECEOED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMFLETE
TAG _ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY}
N 189} Conlinued From page 2 } N 189
mssessment, N 189 902 KAR 20:300-7{4)(a)Section 7. Resident
' Assessment
» 3
Thls requirement is not met as evidenced by: - F279 483.20(d), 483.20{k}{1) DEVELOP
Based on Inferview and record review, it was COMPREHENSIVE CARE PLANS
determined the facility failad to develop and falled
to ensure the accuracy of comprehensive care 1. Resldents#1, #4, #11, and #13 had comprehensive

plans for five (5} residents (#1, #3, #4, #11 and
#13), in the selocted sample of fifteen (15}
residents. Reslidenis #1, #4, #11 and #13 did

care plans developed for pacemaker/pacemaker
checks implemented on 5/16/13. Resident #3 had

nol have a comprehansive care plan developed care plan for advanced directives changed to full
to ensure conlinully of care related to having a code and a green sticker placed In her chart on
pacemaker. Resldeni#3 had an lngccurate care 5/23/13. |
EL%":::’J‘S’PGC’ which addressed the resident's 2. Allresidents have a potentfal to be affected. ||
- _ 3. DON/ADON has reviewed all residents with |
Findings Include: pacemakers to ensure that a comprehensive care
plan regarding pacemaker check schedulesarein
1. Arecord revievr revealed Residenl #1 was place. Medical Records Director wiif complete !
admilted to the facility on 04/23/11 with diagnoses 100% audit of afl medical records by 5/23/13t0 |

{o include Pacemaker, infeclion resistant to
drugs, Canjunclivitis, Dysurfa, Welght Loss,
Chronic Pain and Squamous Cell Carcinoma,

ensure that each code status and corresponding
sticker Is correct and In place. DON/ADON will
. bring new admisslon charts to morning meeting

Review of the physiclan's orders, dated datly to ensure code statue/sticker are In place and
04/01-30/13 revealed an order to check to ensure a comprehensive care plan for
pacemaker per cardlologist recommendations pacemaker checks has been implanted If needed.

with a due date of 09/2012, Review of the
Transtelephonic Pacemaker Monitering repori
revealed the residant had pacemaker checks °
conducted on 07/22/11, 10/31/11, 03/08/12,
06/25/12 and 09/26/12 being the latest,
However, review of the Comprehensive Care -

‘I' Plans revealed there was no-care plan developed s L
for the pacemaker to ensure pacemaker checks
would be conducted Hnmely.

2, Avrecord roview revealad Resldent #4 was
admilfed to the facilily on 07/22/10 with a
diagnoses 1o include Dementia wilh Behaviors,
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Embkollsm Infarction, Depressive Disordar and
Congestive Hear! Failure.

Review of the physicians orders, dated e
04/01-30/13 revealed an order to check
pacemaker per cardlologist recommendation with
a due date of 03/20/13, Review of lhe
Transtelephanic Pacemaker Follow-up Reparl
revealad the checks were conducled al Lhree
month intervals on 12/19/11, 03/20/12, 06/19/12,
and 09/18/12 ., Further revlew of the form
revealed the next check would hava been due on
12748112, however thare was no record of the
check being done on that date. The last
pacemaker check was conduclod on 01/30/13
and the next schadulad pacemaker check was
scheduled for 04/29/13,

A review of ihe Comprehensive Care Plans for
Resldant #4 revealed a care plan had not been
daveloped for the pacemaker 1o ensure the
cardiologlst's recommendaltions were belng
followed lo facilifate timely checks of the device
and continuily of care.

3. Aracord review revealed Residenl #11 was
admilled to the facilily on 12/07/10 with dfagnoses
to Include Renal Failure, Pnaumaonia, Pain in
Jolnt, Kidney Neoplasm Mallgnancy.

Revlew of the physician's ordez, dated
04/01-30/13, ravealed an order “pacemaker
check completed 11/21/12". The due dale for the

| next scheduied check was leff blank on the

physician’s order.

Raview of the medical record revealed no care
pian had beon devoloped for Resident #11's
pacemaker 1o ensule pacemakers checks were
conducted as recommended,

N 189

Compliance for this process wh! he monitored 5 x

" week by Administrator/ DON. Finds will he

reported from the documented checks and
abservations during morning meating each day and
documented on the morning review
documentation sheet malntained by the
Administrater/DON, Monltoring will continue 5x
week for 4 weeks, then twice a week for four
weeks, then monthiy for 2 months with all findings
reviewed by the QA team which Includes NHA,
DON, ADON, MDS, Soc Sve, Activity, Dietary,
Hskp/ldry, Maint, Business Office, Human
resources, Therapy director, and Medical Director.

6/3/13

[
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Interview with the Minimum Data Set {(MDS})
Coordinator on 04/26/13 revealed she normally
davelops a care plan for realdents with
pacemakars, however, the failure o creaie a care
ptan for Resident #1, #4 and #11 was an
oversight,

interview with the Director of Nursing {DON}), on
04/28/13 al 3:55 PM, revealad a care plan should
have bean developed for Resident #1's
pacamaker. She further staled {he MDS
coordinator had since developed the care plans
and placed the ¢are plans on the chart for
Resident #1, #4 and #11. She further stated
Resldent #1 had an appoiniment {o see the
cardlologist In March 2013, however he was a “no
show" becauss the family did not lake the
rasident to the appointment. The appointment
had not been rescheduled until surveyor inguiry.
The appoiniment was rescheduted for 06/16/13.

4. Arecord review revealed Resident #13 was
admitted to the facility on 07/02/10 with diagnoses
to include Cersbral Infarction, Pacemaker
Placement, Dementia, A-Fib, Coumadin Therapy,
Hypertansion, Hypeslipidemia, Cerebral Vascutar
Accident, Right Hemiparesls and Degeneralive
Arthrilis.

A record review conducted on 04/26/10 revealed
a physiclan order for a Pacemaker check was
ordered for 03/27/13. Arecord review revealed

'I'tio documentation fn the restdent's chart on’

03/27/13 of the resident’'s pacemaker check
belng completed. :

Aveview of the record revealed tﬁere was no care
plan developed lo address the restdent's
pacemeker checks,

N 189
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An Interview conducted on 04/26/10 at 11:30 AM
wilh Resident #13's Licensed Practical Nurse
{LPN) revealed pacemaker check had nol been
completed. She did not know why the pacemaker
chack hed not bean completed and rescheduted
e pacamaker check for 06/14/13.

5, A record review revealed Resldent #3 was
admitted to the facllity on 03/21/13 wilh dlagnoses
to include Hypertension, Major Depressive
Disorder, Cerebral Vascular Accident, Myocardia
Infarction, Dlabetes and Congestive Heart
Fellure.

A raview of a Code Stelus Form, dated 03/21/12
compeled by Resident #3, revealad the resident
requesled a "Fulj Coda" status which was verifled
by her physiclan on 83/27/13.

A review of the Comprehensive Care Plan for
Advanced Direclives, daled 04/07/13, rovealed
under the problem heading on {he form it was
documented the resident had a Do Not
Resuscitele Advancad Direclive; however, under
the epproach heading it was documenied (o
confirm the "Do Not Resuscitate” {DNR) wishes
per facility policy. A revlew of Resident #3's Aprit
2013 Medicallon Adminisiration Record revealed
lhe resident was listed as a Full Code,

in additlon, observation on 04/25/13 of Resident
#3's madical ¢hart revedlsd thiére was nored or
green sticker on the front of her chart indfcating
what the resident's code status should be.

Interview with the DON and MDS Goordinator, on
0472613 at 3:00 PM, revealed the facilily pollcy
ralalad to Advanced Direclives was lo consult

N 168
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with the resident when admlited regarding their
code slatus wishes. The resident’s physician ) |
should he notifled and the physician verifies the
code slatus order. The DON and MDS

Coordinator stated Medical Records should place

a green sticker on the front of the chart for a fult
code and a ted sticker on the chart for a DNR. In
additfon, the resident's MAR and TAR should
indicate the resident's code status. The MDS
Coordinator should davelop a comprehensive

care plan indicaling ihe rasident's code status
requast. The DON and MDS Ceordinator both
stated they were not sure why Resident #3's
medical chart conlained conflicting dala regarding
her code stalus, and they would Investigate ang -
immediately corract the slluation. The DON

statad that il was her expectation that all

ragident's medicai records accuralely record their
advancs direclive and fuil code status on all

araas of tha cherl, and that a correct
comprehansive care plan be developed on every
resideni,

N 199 902 KAR 20:300-8 Seclion 8. Qualily of Care N 199

Each resident shall receive the necassary
nursing, nmedical and psychosocial services to
altain and maintain the highest possible mental
and physical functional status, as definad by the
comprehensiva assessment and plan of care.
Each resident shall recelve sarvices and the
facHity must provide the necessary cara and
sarvicas {o allain or meintain the highest
praciicable phiyslcal, iaiital, afd psychiosocial
wall-baing, In accordance vith the comprahensive
assessmeni and pian of care.

This requiremant s not met as evidenced by:
Based on Intarview and racord review, It wes
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N 199| Conlinued From page 7 N 199

determined the facility failed lo provide the N 139 502 KAR 20:300-8 Section 8. Quallty of Care

necessary care and services to altain or malntain
the highest pracficable physical weil being for two . ,

{2) resldonts {#1 and #13), i the selected sample 1. Resident# 1 and #13 have physiclan orders to

of fliieen {15) residents related to malntanance complete pacemaker checks every 3 months, !

checks for pacemakers.. 2. Residents with pacemakers have the potential to

Findings Include: be affected. |
3, DON/ADON has réviewed and updated ali medical | |

1. Arecord revlaw revealed Resident #1 was records and care plans for residents with

admitted to the facilily on 04/23/11 with diagnoses pacemaker to ensure they have a physician order |

to include Pacemaker, Infection Resistan! to to complete pacemaker checks every three months !

Drugs, Conjunctivitis Dysuria, Waight Loss, as of 5/16/13. DON/ADON will bring all admisston

Chronic Pain and Squamous Cell Carcinoma, medical records to morning meeting to ensure

Reviow of the physician's orders, dated facility has an order for pacemaker checks every

04/1-30/13 revealed an order to check three months and that pacemaker care plan In

pacemaker per cardiologlst recommendations place if needed.

with a due date of 09/2012, Revfew. of the 4. Compliance wili be monitored 5x week by the

Transielephonic Pacemaker Monitoring report DON/ADON and will report finding during the

revealed the resldent had pacemaker chacks .
morning meetlng with those findings documented

conducted on 07/22/11, 10/31/11, 03/08/12,

06/25/12 and 09/26/12 being the latest. The on the morning review documentatlen sheet

history of Ihe pacemaker chacks appear to be at maintalned by the Administrator/DON .
{hree month Intervals with the exceplion of ona Manltoring will continue Sx week for 4 weeks, then
j:ieﬂ"z]l beli\‘m;’ﬂ Oci:;be; 2011;?1‘1 March 2?‘12- twice a week for four weeks, then monthly for 2
ceording o the medical record the pacemaker \ |
had not been checked In seven months as of the months with all findings revlewed by the QA team
which includes NHA, DON, ADON, MDs, Soc Sve,

survey dale of 04/26/13, Additionally there wa's

no documentalion Indlcaling what the Activity, Dietary, Hskp/ldry, Maint, Business Office,

cardliologlsi's recommendations wara for Hurman resources, Therapy director, and Medical
checking the pacemaker. Director,
Inlerview wilh the Diraclor of Nursing (DON}, on . S : 6/3/13

04/26/13 at 3:55 PM, revaaled Resldent #1 had i
not missed anything related to the pacemaker. '
She staled he had an appolniment March 2013
for a comprehensiva examination; however, he
was & "no show'' bacatise the family did not take
the fosldent to the appolntment. The appolntment
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was rescheduled on 04/25/43 for 05/16/13 after
suiveyor Inquiry.

Review of the Comprehensive Care Plans
revealed there was no care plan developed for
the pacemaker to ensure pacemaker checks
would he conducted Umely and according to the
cardlologist’'s recommendation. :

{interview with the Minimum Dala Set (MDS)
Coordlnator on 04/25/13 revealed she notmally
develops a care plan for resldents wilh
pacemakers, however, the failure to create a care
plan for Resident #1 was an oversight.

Interview with the Director of Nursing (DON), on
04/26/13 at 3:55 PM, revealad a care plan should
have baen developed for Resldent #1's
pacemaker. She furlher stated the MDS
Coordinator had since developed the care plan
and placed on the charl for Resident #1. She
furlher slated in the past she had kept up with
ansuring pacamaker checks were conducted
{imely In word document, however, she had not
heen able to kaap up with i ke she should.

2. Aracord review revealed Resident #13 was

admitted to the facility on 07/02/10 with diagnoses

to include Cerebral Infarction, Pacemaker :

Placement, Damentia, A-Fib, Coumadin Therapy,

Hypertension, Hypetligidemia, Cerebral Vascular

Accldent, Right Hemlparesis and Degenserative
Arthritis,

A record review conducled on 04/26/40 revoated
a physician ordar for a Pacemaker check was
orderad for 0327113, A record review revealed
no documantation in the resident's charl on
03/27/13 of the resident's pacenaker check
heing completed.

STATE FORM 627 CONZH il continuation sheal 9of 2§
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A review of the record revealed there was no care
plan developed o address the resident's
pacemaker checks.

An Interview conducted on 04/26/10 al 11:30 AM
wilh Resident #13's Licensed Praciicai Nurse
{LPW} rovealed she was sure the pacemaker
chack had been completed and would verify the
information. At 1:00 PM, the LPN revealed that
she had contacted the pacemaker check facility
and the pacemaker check had not besn
completed. She did not know why the pacemaker
check had not been completed and rescheduled
a pacemaker check for 06/14/13.

N 237 902 KAR 20:300-8(12){c}1. Section 8. Quality of N 237
Care

{12) Naso-gasliic tubes. Based on the
comprehensive assessment of a resident, the
facllity shall ensure that:

{c} Medication ersors. The facilily shall ensure
that:

1. Kis free of significant medication error rates;
and

This requiremant is not met as evidenced by:
Based on observation, Interview, record review,
and review of the facility’s policy/procedure, it was
determined the facliily falled to ansure it was free
of madication error rates of five {5) percent or
greater. The facility had ten (10} medication ,
errars out of forty-one (41) apportunities to equal
an error rate of twenty-four parcent (24%),
involving two residenis (#3 and #10} In the
selecled sample of fifteen {156} residents, and two
residents (#19 and #20), not in the selected
sample,

Findings Include:
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N 237 302 KAR 20:300-8{12}{c}1. Section 8. Quality of
Care

A review of lhe policy/procedure "Medicaiion
Administration General Guidslines", dated 1212,

revealed medicelions were administered as . 1. Residents #13, #10, #19, and #20 have had

prescribad In accordanca with manufacturers' their medlation given per physiclans orders.

spacliications, good nursing principles and 2. Allresidents have a potential to be affected. :
practices, Medlcations were administered within 3. Alinurses and CMA's were re-educated on |
sixty {60) minutes of scheduled time, except Medicatlon Administration to Include

before or after meal orders, At least four (4) administer as prescribed In accordance with

ouncas oz} of water or other acceplable liquid
should be given with oral medicalions unless a
different amount was specifled dus to fluld

manufactures specifications and good nursing
principles and practices on 5/20/13 by

rastricilons or product manufacturer PharMercla Pharmacy. DON/ADON wii}

requiremants. Please nole sormo medications complete medication pass competancles for

nesad to be given with more liquid. Long-acting, all nurses and CMA’s

exlendsd ralease or enleric-coaled dosage forms 4. Complla b

should generatly not ba crushed; an alternative ) pllance wili be monitored with

should be sought, DON/ADON will completing medication pass
audits three times weekly for four weeks, then

1. An observation of a medication pass for two times weekly for four weeks and the

Rasident #3, on 04/25/13 at 9:45 AM, revealed monthly for two month. Fiadings wiil be

Cortified Medication Alde (CMA} #1 administered reported during morning meetings and

Cilostazof 100 milligrams {mg), Clonidine
Hydrochlorde {HCL) 0.2 mg, Hydralazine 100
mg, Labetalol HCL 200 mg, and Miralax 17 gram

documented on morning documentation
sheet malntalned by the Adminlstrator/OON.,

{gin) powder al 9:45 AM, The Miratax 17 gm Findings wilt be reviewed with QA team which
powder was administered in four (4} oz of waler. Includes NHA, DON, ADON, MDS, Soc Sve,

. ’ Actlvity, Dletary, Hskp/ldry, Malnt, Businass
A raview of the Physician's Orders and Office, Human resources, Therapy director,

Medicalion Administration Record {MAR) for *
Resident #3, dated 04/01-30/13, revealed an
order for the following medications:

1, Citostazol 100 mg twice dally at 8:00 AM and
2, Clonidine HCL 0.2 mg threo lImes dally at 8:00
AM, 2:00 PM, and 8:00 PM

3. Hydralazine 100 mg twice dally al 8:00 AM and
8:00 PM

4, Labetalol HCL 200 mg every fwelve hours al
8:00 AM and 8:00 PM

and Medical Director.

6/3/13
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5. Miralax Powder 17 gm In eight {8) oz of liquid
daiy

2. An observalion of a medlcation pass for
Resident #10, on 04/25/13 at 10:00 AM, revealed
CMA#1 adminlstered Lyrica 50 mg and
Omeprazola 20 mg at 10:00 AM. Additionally, she
allowed Resident #10 to self administer Flonase
50 micrograms {(mcg) nasal spray, three (3)
sprays lo each nostsit at 10:00 AM.

A raview of the Physiclan’s Orders and MAR for
Resident #10, dated 04/01-30/13, revealed an
order for the following medicatlons:

1. Lyrica 50 mg twice dally at 8:00 AM and 4:00
PM

2, Omeprazole 20 mg twice daily at 8:00 AM and
4:00 PM

3. Flonase 0.05% nasal spray one (1) spray in
each noslrit twice daily at 8:00 AM and 4:00 PM

3. An observation of a medication pass for
Resident #19, on 04/25/13 at 9:30 AM, revealed
CMA #1 administerad Acetaminophen 500 mg at
9:30 AM.

A review of the Physician's Orders and MAR for
Resldant #18, dated 04/01-30/13, revealed an
order for the following medication:

1. Acataminophen 600 mg ceplet every eight (8}
hours at 12:00 AM, 6:00 AM, and 4:00 PM

An interview wilh GMA #H, on 04/26/13 al 8:30

[ AMY, revedled shie should tiava Teparted Wwihe ™~

nurse before giving medications out of the
scheduled ime frame. She veriflad medications
should be administered one hour before or after
the scheduled time on the MAR. She revealad
sha should have given Resident #3 the Miratax in

8 oz of waler, per the physician's order; however,
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she did not read lhe {abet or the MAR prior to
glving the medication. Additionally, she did not
pay atlenflon {o Resident #1C¢ while salf
edministering the Flonase nasat spray; howaver,
she should have educated the resident on the
correct amount. She was unaware the order
specified "one" spray o each nosliril, as she
thought the order was "two" sprays.

4. An observallon of a medication pass for
Resident #20, on 04/25/13 at 2:00 PM, revealed
CMA #2 administered Arhrills Pain Relief,
Exiended Release (ER) 650 mg crushed In
applesauce,

A review of the Medications Not to be Crushed,
undated, revealed Tylenol Arihrills Caplet should
not be ¢rushed as it was a lime rolease
formulation.

A review of the Physician's Orders for Residant
#19, dated 04/01-30/13, revealed lo check the
“no ceush” list prios {o crushing medicaflons. The
Physlelan's Orders and MAR, dated 04/01-30/13,
revealed an order for the followlng medication:

1. Arhrilis Pain Relief ER 850 mg thres fimas
daily

An Interview with the Direclor of Nursing {DON),
on 04/26/13 at 3.00 PM, revealed she expacled
staff to follow the facllily policy while
administering medications. If staff were unable to
give a madication within the scheduled time

1 frame, the nurse should be noiifled {o cali the -~ -
physictan wilh furihor ordars. Additionally, she
expacied staff to adminisier the medication par
lhe physiclan's orders. The “do not crush"” list of
madicalions was avallable in the front of the MAR
and should be utilized,
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Services
. 1, Resident #23 has been served a pureed diet
{4) Food. Each resident shall recelve and the . of the corvect consistency and appropriate
facllily shall provids: taste.
{b} Food thal is palatable, atfraclive and at tha 3. All resident h
proper temperature; . residents on a mechanlcally altered diat
could be affected,
This raquicement Is not met as evidenced by: 3, The Dietary cooks have been re-educated by
Based on observation, interview, record review the Reglstered Dietitlan on 5/16/13 which
and faclﬂ‘ty policy review it was determined 1h§ Included the proper procedure In regards to
facllity failed to serve food that was prepared in a pureed texture of foods to en 0
manner to conserve flavor and appearancs and . ensure ai puree
that was palatable for one {1} resident (#23), no! food items have the appearance of mashed
in the selacted sample, The pureed dlet sarved Potatoes consistency and to follow puree
io Resideni #23 was observed lo be of 3 soupy recipes Dielary staff will taste the pureed food
consistency {hal ran all together on the piate with Iterns prior to serving to ensure appropriate
no separation. -Additionally, a test tray of the taste and any findings that do not meet
pureed food revealed a bland starchy lasle . conslstency and taste will be corrected
Findings include: immedtately prior to service.
4. CompHance wit be monitored with Bletary
Review of the facllity policy titled, "Mechanically Manager will conduct audits three times
Allered Dlet", revealad ihe purpose was {o weekly for four weeks, then two times week
provide texiure-modifled foods that require for four weeks, then monthly for 2 months,
minimal chewing, This dist includes foods
Findings wll
modifiad In lexturs, such as chepped, ground, “g i II :e reported during morning
mashed and pureed foods, to promote ease of meetings with documentation on the morning
mastication. documentation sheet, Findings wili be
: reviewed with QA team which Includes NHA,
Record review revealed Resident #23 was DON, ADON, MDS, Soc Sve, Activity, Dletary,
admitted to the facil_tly on C6/24/11 with diagnoses Hskp/Idry, Malnt, Business Office, Human
to Include Dysphagia, Osteoarhrosls, Epliepsy, resources, Thera direct 4 Medl
1 and Rhaumatold Arthritls =« -+~ o . Iesources, Therapy director, and Medical
Director.
Review of a physician's order, dated 03/26/13, i 6/3/13
revesfed the resident was 1o recelve a pureed dist
with nectar consistency kiquids. 4
An observation on 04/25/13 at 12 noon jevealed
STATE FORM wn CONZH I conlinualion sheel 14 of 21
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Resident #23 was served e plate of puread food
that was of a soupy conslstency. The meal
consisled of pork chop supreme, American fried
polatoes and Prince Chartes vegetabla blend.
The different foods wara ohsarved to have run all
fogether and there was no separation of the
differant foods. The appearancefcolor of the food
was not atlractive,

Interview wiih the Dletary Manager, on 04/26/13
at 12:45 PM revealed ihe consistency had been
brought to her attention and there had baen gravy
put on the resident’s pureed food.

An observation of a pureed {est tray, on 04/26/13
at 11:40 AM, revealed the puresd cauliflower
tasted bland and bitter; tharefora, It was not
palatable. The food was taste tesled by the
survoyor and the Dislary Manager. Tha Dislary
Manager agreed the tesis of the puresd
cauliflower was bland.

An interviaw with the Dietary Manager, on
04/26/13 at 12:45 PM, revealad she expected the
puread cauliflower lo taste batter before sarving
{o rasidents, as [t tasted "starchy" to her.

N 278{ 902 KAR 20:300-10(5) Section 10. Dielary N 276
Services

(5} Therapeutic diats. Therapeutic dists must ba
prescribed by the allanding physiclan.

This requiremant |9 not mel as evidenced by:
Based on obsarvalion, Interview, record srevlew .
and review of the facliity policy revealed the
{acilily falled to provide tha mechantcally alterad
diet prescribed by the physiclan for ona (1)
rasldant (#23}, not In the selected sanpla,
Resldent #23 was prascribad a pureed diet on
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03/25H3 end was served a diat on 04/24/13 that
was not consistant with guldslines {or a puread
diet. .

Findings Includa:

Reviaw of the facillly paolicy litled, "Mechanically
Altered Diel", revealed the purpose was o
"provide lexture-modified foods thal require
minimal chewing. This diet includes foods
modilled In texture, such as chopped, ground,
imashed and pureed foods, to promotsa sass of
mastication.

Record raview revealed Resident #23 was
admitied 1o the facitity on 06/24/11 wilh dfagnoses
lo Inciude Dysphagia, Osteoarihsosis, Epllapsy,
and Rheumatoid Arthritis.

Review of a physician's order, dated 03/25/13,
tevealad the restdent was to receive a pureed dlet
wih nectar consislency liquids,

Review of the Nutntional Assessmant, datad
04/04/13 revealed lhe resident was ordered a
puree diet with nectar thick liquids.

Review of tha Gomprehensive Gare Plan
revealed there was a problem far nutritional and
hydralion risk related to swallowing difficully as
avidence hy choking at meals, )

mezatloaf, mashed polatoes and whole kernel
corn.  The food was not pureed as ordered by
the physiclan. He was fed by Licensed Praclical
Nurse (LPN} #1 who fed the resident the mashed
potatoes and some of tha meatloaf afler mashing
ilup. He was nol sarvad any of the wholo kemol

_| Obssrvation, on 04/24/13 at 11:50 AM during the _
lunch meal, revealed Resldent #23 was served |

1.

Services

director, and Medical Director.

Resident #23 has recelved his pureed die!t

with nectar consistency liquids daily

All residents have a potentlal to be affected.

All staff will be re-educated on ensuring that
resldent #23 and all other residents on _
mechanically altered diets recelve the correct !
diet/texture during meal service on by the i
Reglstered Dletitlan/DON/ADON/staff i
developrment.Staff will revlew each tray ticket

to ensure that tray has the resident’s name

vith the correct diet prlor to glving tray to
resident.

Dietary Manager vill complete audit three

times a week for four weeks, then two times a L
week for four weeks, then monthly times two |
months to ensure residents received the :
correct dlet. DON/ADON will complete audit
three days a week for two weeks and once
meonthly for two months to ensure resident
#23 recelved the correct dlet. FindIngs will be
reported during morming meeting and
documented on the morning documentation
sheet. Finding will be reviewed with the QA
team which Includes NHA, DON, ADON, MDS,
Sac Svc, Activity, Dletary, Hskp/idry, Malnt,
Business Cffice, Human resources, Therapy

i
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N 275} Continued From page 16 N 278
cofn.
Interview wilh the Dietary Manager, on 04/26/13
al 12:10 PM, confirmed that Resident #23 was
ordared a pureed diei and stafed thal someone
could have served him the wrong tray.
Interview with LPN #1, on 04/26/13 at 3:40 PM,
revealad she had already starled feeding the
resldant before sha noticed it was not his ordered
diel. She was aware it was not his prascribad
diet, howavar, anolher staff had delivered the
wiong tray for Residenl #23, LPN #1 stated she
would not glve him anything to harm him. She
was {rying nof to bring atlention to the fact he had
been delivered the wrong fray.
N 282 902 KAR 20:300-10(B)(a} Saction 10, Diatary N 282

| from the Klichon. -

Services

(8) Sanilary condilions. The faciity shall:

(a} Procure food from sources approved of
consfdered satisfactory by federal, stale or local
authorllfes;

This requirement is not met as evidenced by:
Based on observation, inlerview, and review of
the facllity's policy/procedurs, ihe facliity falled lo
store, prepare, and serve food under sanitary
conditions.

A review of the Census and Condiilion, daled
04/24/13, revealed thero was a census of sixty
(60) resident an fifly-elght (68} residents ate food

Findings include:
1. Areview of the Storage Proceduras

poticy/procedure, undated, revealed food should
be covered, dated, and stored loosely lo permit
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N 282| Conlinued From page 17 . N 282 it 282 902 KAR 20:300-10(8}{a) Section 10. Dletary
Services
circulation of focd. Foed [tems should be :
arranged so that older items would be used first. 1. All thickened liquid items In refrigerator have
. dates of when opened,
An observation of the kitchen, on 04/24/13 al . 2. All residents hava a potential to be affected.
:;r? SQi\ah{I,rr.evea[ed the folloving Tn the 3, Dletary staff were re-educated on proper
geralor: dating of thickened Hqulds once opened and
1. One container of neclar thickened dairy drink stored In the refrigerator by the Reglstered
opened 03/19/43, avallable for use " Dietitian on 5/16/13. Cooks were re-educated
2. One container of honey thickened orange juice by the Reglstered Dletitlan an 5/16f13 on the |
opjrenze‘!dI undated, with an expiration date of proper procedure to checking food
03/22/13
" t es prior to meal lce and proper
3, One container of honey thickened orange juice emg eratures prl rt : ser\; nep 3
opened, undated hand washing after leaving service areas an ;
4. One conlainer of honay ihlckened dalry drink proper procedure when coming In contact |
opened, undaled with food in general while taking |
5. One conlainer nectar thickened cranberry Julce temperatures. All dietary staff were re-
opened, undated educated by the Reglstered Dletitlan on
i
An intorview with the Dietary Manager, on 5/15/13 on the proper wearing of halinets !
04/26/13 at 12:45 PM, revealed the llquids In the while working.
refrigeraior should have been dated when A, The Dletary Manager will complete audits
opened, and stored for no more than three (3) three times a week for four weeks, thep two
days after opening. She revealed the refrlgerator times a week for four weeks, then once
was usually checked by her daily; however, she monthly tfmes two months to ensure
did nol notice the undaled liquids, -
' compliance with taking food temperatures
2. Areview of the Handwashing properly, dating of thickened llquids, hand
policy/pracedure, undaled, revealed emplayaes washing and wearing of halr nets. Findings will
would use proper hand washing lechniques to' be reported during morning meeting and
prevent the spread of Infaction. All hands would documented on the rmorning documentation
be washed before starling work In t!le Dietary sheet. Finding wil be reviewed with the QA
Depariment, before and after handling foods, and ¢ i
{ ohoriover soilad. R SO team which includes NHA, DON, ADON, MDS, -
Soc Sve, Activity, Dietary, Hskp/idry, Maint, !
A roview of the Diolary Dréss Code Business Office, Human resources, Therapy
pollcy/procedure, undaled, revealed halr nels or director, and Medical Dlrector.
hair resfrainis were {o be worn. ) 613413
. Y
An observation In the kiichen, on 04/24/13 at 1
STATE FORM e It continuaten sheat 18 of 21
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11:20 AM, revealed the folfowing:

1. The cook did not wear gloves white obtaining
food temperalures.

2. The food hermometer was dropped In the
vegetable soup and the cook pfaced her finger In
the soup lo ratrieve the thermometer. She
continued food temperatures without washing her
hands, and did not discard the vegetable soup
afler cantamination.

3. The cook dropped a used alcohot wipe in the
carrots and relrlaved the wipe with her ungloved
hand. She continued food femperatures and did
notwash her hands. The carrols were not
discarded after conlaminailon.

4, After temperalures wers oblained, the cook
begen serving food with visible food particles on
her hands. She did nof wash her hands or puf on
gloves. After one lray was served, she donned
gloves without washing her hands.

5, The cook left the tray line twice o oblain a
boiogna sandwich for a resideni's {ray, and once
{o obtaln a bowl of soup; however, she did not
wash her hands or change gloves before
returning to the tray line.

8, The cook and server In the kitchen were
wearing hair nets; however, the halr on the sides
and back were exposed on both staff members.

An Interview with the Distary Manager, on
04/26/13 al 12:45 PM, revealed the cook shoutd
have used gioves while oblaining food
tamperalures. She expected the cook lo discard

should no! have been served {o residents. Staff
should wash thelr hands end change gloves afler
leaving the tray line for any reason, She expecled
slaff to wear a halr net properly, covering aif of
the hair.

thie solpand earrels aflst contamination; they ~ ~ - [+
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An interview wilh the Administrator, on 04/26/13

4:55 PM, rovealed she expected staff lo ensure
all policles were followed in the kilchen.

. MN316 902 KAR 20:300-15 Section 15. Administration
N 316! 902 KAR 20:300-15 Seclion 5. Administralion N 316 '

A faclilly shall be administerad in a manner that 1. The three previously cited K tag {K0025,
enables it fo use its resources effactively and K0027, K0147) have been corrected as of
efficiantly to altain or maintain the highest 6/3/13 ’

practicable physical, mental, and psychosochal

well-being of each resident, 2. Ali residents have the potentlal to be affected.

Maintenance documentation will be kept in
administsator offlce to ensure Life Safety
Compliance,

This reguirement is not et as evidenced by: 4, - Findings of malntenance monitoring wiif be
Based on abservation, interview, and review of
reviewed in factlity QA meetings which

the facility's policy/procedure, it was determined
the facllity failed to be administerad In a manner Includes NHA, DON, ADON, MDS, Soc Svc,

that anabled It 1o use its resources affectively and Activity, Dietary, Hskp/ldry, Malnt, Business
efficlently {o attain or maintain the highast Office, Human resouyces, Therapy director,
praclicable physical, mentai, and psychosocial and Medical Director.

well-being of each residant. During a Life Safety )
Coda (LSC) survey, conduciad 04/24/13, thera 6/3/13

were ihree (3} deflciencies cited on the previous
annual survey {§1/31/12} thal had not been
carracted. (Refer to K0025, K0027, and K0i47)

Interview, on 4/24/13 at 4:05 PM, with the
Adminiglralor, revealed she was new to the
facllily since the prior survey. She was unaware

of what material was used on the smoke barriers

In this facllity. She had not personally done an
audit of the smoke barslars and she relied on the
“Plant Operalions Manager {o ensura the smoke
baeriers were properly malnlained, She had done q
no audits on the cross-corsidor doors since being
al this facllity. She was unaware of how the
coordinaling devices on the cross-corridor doors ' i
ware stupposed {o {unclion to ensure the doors
always closed properly. She had not conducted

STATE FORM e GONZ 1Y I contnuetion sheat 20 of 21
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Regufations, 483.70(a) el seq. {Life Safely from
Fire}.
Deficiencles were cited wilh the highast *
deficiency Ideniified at *F" level. K025 NFPA 101 LIFE SAFETY CODE STANDARD
K 025§ NFPA 101 LIFE SAFETY CODE STANDARD K026
88=F : 2 1. The seven smoke barrfers will be sealed around

Smoke barriars are constructed to provide at
ioast a one half hour flre resistanca rating in
accordance with 8.3. Smoke bariers may
terminate ai an alrflum wall. Windows ere
protected by fire-raled glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required In duct
penelrations of smoke barrers in fully ducted
healing, venlllaiing, and alr conditioning systems.
19.3.7.3, 18.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD s nof met as evidenced by:
Based on observations and interview, [t was
determined the facHily falled to maintaln smoke
barders ihat would reslst the passage of smoke
between smoke comparlmenis in accordance
with NFPA standards. The deficiency had the
potenital to affect alght {8) of elght (8) smoks .
compartrmonts, all residents, slalf, and visitors,
The facltlly is cedified {for One-Hundred One
{101) beds with a cansus of Sixty (60} on the day
of the survey. Thae facllify fallad o ensure soven
{7} smoke barrlers were sealed around pipes and
wires to resist the passage of smoke and one {1}
smoke barsrier was accassible. This deficiency
was cited on the previous survay on 02/02/12,

the pipes/wires with approved sealant for

concrete walls to resist the passage of smoke on.
Access Is available to determine condition of the |
Hbrary wall and any penetration wili be sealed '
with appropriate sealant to prevent passage of |
smoke. |

2. All residents have the potential to be affected.

3. The maintenance director has been re-educated on
the use of proper-barrier to prevent passage of
smoke between smoke compartments by the  §
Administrator on 5/1/13.

4. The maintenance director will visually Inspecf '

smoke barriers on a monthly basls to ensure no
penetrations. Results wili be reported to
adminlstrator and reviewed at QA meeting
which Includes NHA, DON, ADON, MDS, Soc Sve,
Activity, Dletary, Hskp/ldry, Malnt, Buslness '
Office, Human resdurces, Therapy director, and
Medical Director.

6/3/13

FORK CMS-2567{02-59) Pravious Versiens Obsolele
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The findings Include:

Obsarvations, on 04/24/13 at 10:45 AM with the
Plant Operations Manager, revealed the smoke
paititions, extending above the celling located
throughout the facility, were penetrated by pipes
and wires. Further observation ravealed drywall
mud was used as a sealant on the concreted
block walls in the facility. Tha finaf observation
was the smoke barrier at the fibrary was not
accassible 1o determine the condilion of the wall.

Interviaw, on 04/24/13 at 4.05 PM wilh the Plant
Opaerations Manager, revealed he was unawars
drywall mud could not be used as e seatanl on a
concrete wall. He had checked the smoke
barrters for penetrations within the month prlor to
the survey. He stated there has been new lings
ran throughout the facility. He stated he must
have missed the penetralions in the smoke
barriers.

Interview, on 04/24/13 ot 4:05 PM with the
Adminigtralor, rovealed she was new lo the
faciiily sinca the prior survey. She was unaware
of what material was used on {he smoke barriers
in this facifity. She had not persenally done an
audit of the snmoke barriars and sha refiad on the
Plant Operations Manager to ensure the amoke
barrlers were properly maintained. Sho was
aware of the proper material that should have
been used to ensure the barriers were properly
sealed. She was unaware the smoke barrers
were slill penelrated by pipes and wires
throughout the facility.

This Is a repoat deficiency.

FORMK CMS-2507{02-09} Pravious Verslons Obsoleta Event 10:COMNZ21
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Reference: NFPA 101 (2000 Edilion).

8.3.6.1 Plpes, conduits, bus ducls, cables, wires,
alr ducls, pneumatic tubes and ducts, and similar
bullding servica equipment that pass {hrough
floors and smaoke barriers shall be protecled as
foliows:

{a) The space betveen the penelrating item and
{he smoke barrier shall

1. Be filed with a material capable of maintaining
the smoke resistance of the smoke barrler, or

2. Be prolecled by an approved device designed
for the specllic purpose.

{b) Where the pensirating tem uses a sfeeve to
penelrate the smoke barrier, the steeve shail be
sofldly set in the smoke barder, and the space
bstween the ftem and the sleeve shall

1. Bo filled with a material capable of maintaining
the smoke resistance of the smoke barrisr, or

2, Be protected by an approved device designed
for the specific purpose.

{c) Where deslgns take fransmission of vibration
Into consideration, any vibratlon Isolation shall

1. Be made on sither side of the smoke barrler, or
2. Bs made by an approved devlce deslgned for
ihe specilic purpose.

8.3.6.2 Openings occursing at points vhera ficors
or smake

barriers meel the ouviside wails, olher smoke
bartlers, or fire

barrlers of a bullding shall meet one of the
following conditions;

| (1) It shall be filled with a material that Is capable |

of maintaining
the smoke fesistance of the floor or smoke
bariier.

{2) It shall be protected by an approved device

FOQRH CI15-2557(02-99) Pravious Versions Obsotele Event [0;CONZ24
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designed for lhe speciiic purpose.
K 027 | NFPA 101 LIFE SAFETY CODE STAMDARD K027

K027 NFPA 101 LIFE SAFETY CODE STANDARD

SS=k
Door openings In smoke barsiers have at least a
20-minute fire protection raiing or are at least 1. Cross-corridor daors located at room 4311,
1%4-Inch thick solid bonded wood core, Non-rated 11318, #1202 and #419 were adjusted to close
protaclive plales that do nol excoed 48 inches completely on 4/26/13 by the maint
from the boltom of the door are permitled. q i alntenance
Horizontal sliding doors comply with 7.2.1.14, frector.
Doots are self-closing or eutomatic closing In 2. Allresidents have the potentlal to be affected,
accordance with 19.2.2,2,6, Swinging doors are 3. Maintenance Director and Adminlstrator were |
nol required to swing with egress and posilive educated on proper ¢iosure of cross-corridors I
latching is not required.  19.3.7.5, 19.3.7.6, by the company’s Director of Operations on
18.3.7.7 4/26/13.

4, Maintenance director will test cross-corridors
_weekly to ensure proper closure with any

This STANDARD Is nol mel as evidenced by: concerns addressed immedlately, Results will
Based on oise;vaiilt;on’ar}d interview, it was be revlewed with Administrator weekly and
determined the facilily falled to ensure cross findt
-corsidor doors focated In a smoke bariier would ngs willhe discussed at QA meeting which
fncludes NHA, DON, ADON, MDS, Soc Sve,

resist the passage of smoke in accordanca with

NFPA standards, The deficlency had the Activlty, Dietary, Hskp/idry, Maint, Business

potantial to affact six {8} of eighl (8) smoke . Office, Human rescurces, Therapy director,
compariments, sixly (60) residents, staff and . and Medical Director. ’
visitors. Thae faclity Is certified for One-Hundred

One (101) bads with a census of Sixiy {(60) on lhe 6313

day of the survey. The facility failed {0 ensure.the
cross corridors doors would close propetly with
the Installed door coordinatars. This deflciency
was cilad on the pravious survey on 02/02/{2. - .
""" {The findings inciuds:

Observation, on 04/24/43 betwoen 41:00 AM and

3:45 PM with the Plant Operations Manager, .
revealed the cross-corridor doors located at room i

FORMS CAAS-2567(02-90) Previous Varstons Ghsolsta Event ID; CONZ2Y Fadlity iD; 190079 If conbnuation ehoat Paga 5of 20
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#3141, #319, #202, and #419 would not close
complately when tested. This was due to the
coordinating davices not funclioning properiy,
The doors would noi close properly when the
dooss were opened after {he inltlal close from the
magnatic focks.

Inlerviaw, on 04/24/13 at 4:05 PM with the Plant
Operalions Manager, revealed the ¢oordinators
were inslalled after the last survey and he was
unaware of how they worked properly.

Interview, on 04/24/13 at 4:10 PM with the
Administralor, revealed she had done no audits
on the cross-corrldor doors since being at this
facility. She was unaware of how the
coordinating devices on the ¢ross-corridor doors
were supposed to function to ensure the doors
always closed proparly.

Reference: NFPA 101 (2000 Edifion)
19.3.7.6*. Requires doors In smoko barriers to
be self-¢losing and resist the passage of smoke,

Referenca: NFPA B0 {1999 Edition)
2-4.1 Closing Davices.
2-4.1.1 Whare there is an asiragal or projecling
faich bolt that
prevents the Inaclive deor from closing and
lalching before
the active deor closes and latches, a coordinaling
device shall

.ba used. A coordinating device shall not be

required where
each door closes and fatches indepandently of
the other.

Refarance; NFPA 101 {2000 edition)
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8.3.4.1* Doors in smoke barriers shell close the
opening leaving
only the minimum clearance necassary for proper
operation ' K029 NFPA 101 LIFE SAFETY CODE STANDARD
and shall be without undercuts, louvers, or grllles.
K 029 NFPA 101 LIFE SAFETY CODE STANDARD Koze{ 1 The dining room/xiichen door has been
SS=D . repalred with farger screws by the facllity !

One hour flre raled construction (with %4 hour
firo-raled doors} or an approved automatle flre
exiinguishing system In accordance with 8.4.1
andfor 19.3.5.4 prolecis hazardous areas. When
the approved aulomatic fire extinguishirg system
oplion Is usod, the araas are separated from
olher spaces by smoke reslsting parlillons and
doors, Doors are self-closing and non-raled or
liald-applied proteclive plates that do not exceed
48 Inches from the bollom of the door are
permilled. 19.3.2.1

This STANDARD s not met as evidenced by:
Based on obsarvation and inlerview, it was
determined the facliity faited to mest the
requirements of Prolection of Hazards In
accordance with NFPA Standards. The
deficiency had the potentlal {o alfect one (1) of
eight (8) smoke compariments, all residents,
staff, and visitors. The facillty is certilled for
One-Hundred One (101} beds with a census of

| Sixty (60) on fho day of the survey, The faclly
| fallod to ensure the kiteharand W Kiiehsn dry ™~

storage were property protectad.

The findings Inctude:

malntenance director. This door s also )
scheduied to be replaced in the current faclilty
upgrade projett, The Dry storage door has
been repalred by tightening screws on the
door frame and adjusted the closure by the
malntenance director.

2, Alt residents have the potentfal to be affected,

FacHity maintenance director will visually
inspect dletary door weekly for proper
ciosure.,

4, Compllance will be monitored by

documentatlon, of weekly inspections by
maintenance and reported {o the
administrator weekly for 4 weeks, then
monthly for 3 months, Findings will be
reported to the OA committee which includes
NHA, DON, ADON, MDS, Sac Sve, Activity,
Dletary, Hskp/idry, Malnt, Business Ofilce,
Human resources, Therapy director, and
Medical Director.

i
: 6/3/13
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Observations, on 04/24/13 ai 3:23 PM with the
Plant Operallons Manager, revealed the door
from the dining room to the kitchan would nof
self-close lo separate it fror the facliity. Furdher
obsarvation showed the door closer on the dry
slorage roomin the kitchan would not close the
door once the wedge was removed.

Interview, on 04/24/13 at 3:23 PM with the Plant
Oparalions Manager, revealed hs was unaware
the areas doors would not properly close with the
automaifc door closers Installed.

Reference: NFPA 101 {2000 Edition).

19.3.2 Protaction from Hazards.

19.3.2.1 Hazardous Araas. Any hazardous areas
shall be safaguarded by a fire bartler having a
1-hour fire resistance rating or shall be provided
with an automalic extinguishing system in
accordance with 8.4.1. The aulomatic
exdingulshing shall be permiited fo be In
accordance with 19.3.5.4, Where the sprinkier
option is used, the areas shall be separated
from other spaces by smoke-resisiing parlitions
and doars. The doors shalt be self-closing or
automatic-closing. Hazardous areas shall
include, but shall not be resiricled to, the
following:

{1) Boller and fuel-fired healer rooms

{2} Ceniralibulk laundries larger than 100 ft2
(9.3m2)

J@Paintshops b S SRR AR
{4} Repair shops ‘
{5) Solled linen rooms

(6) Trash collaclion rooms

(7) Rooms or spaces larger than 50 ft2 {4.6 m2),
Including repair shops, used for storage of
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cembustible suppiles
and aquipment in quaniities deemed hazardous
by the authorlly having jurisdiction .
{8) Laboratories employing flammable or ‘e
combustible materials in quantities fess than
{hosa that would be considered a severe hazard.
Excepticn: Doors In raled enclosures shall be
permitted to have nonrafed, faclory or
field-applled
proteciive plales extending not more lhan
48 iIn. {122 cm) above the bottom of the door.
K050 { NFPA 101 LIFE SAFETY CODE STANDARD K080
S8=F K050 NFP 101 LIFE SAFETY CODE STANDARD
Fire drills are held at unexpected fimas under
varying conditions, at least quarterly on each shifi. 1. Fire drills will be held quarterly for each shift °
The stalf is familiar with procedures and is aware ~and wii be conducted at random times,
ihat drills are part of established routine. 2. All residents have the potentlal to be affected,
Responsibility for planning and conducting drills Is 3. Malntenance director was re-educated by the

assighed only fo competent persons who are
qualllied to exarclise loadersiip. Whers drills are Administrator on 5/1/13 of the requirement

conducled hetwaen 8 PM and 6 AM a caded 1o have completed fire drilis quarterly for each

announcement may be used Instead of audible shift. Fire drlifs wit be documented on the

alarms, 19.7.1.2 faclilty’s fire drill report and turned Into the
Administrator after each diill,

4. Compllance wil} be monitored on a monthly
basis with results reviewed at QA meetings

This STANDARD is not met as evidenced by: which Includes NHA, DON, ADON, MDS, Soc

Based on interview and record review, it was | ‘ Sve, Activity, Dletary, Hskp/tdry, Malnt,
determined the facility failed to ensure fire diills Business Office, Hurnan resources, Therapy
were conducted quarlerly on each shift at random director, and Medical Director .
times, In accordanca with NFPA standards. The ,
deficiency had the potenifal to affect elight {8} of 61313

/| slght {8y smoke companimants, alltesiders, | :
staff, and visitors, Thoe facllity Is carlified for

One-Hundred One (101) beds with a census of
Sixly (80) on the day of the survey. The faciilly ) ‘
failed lo complets a fire drill on 3rd shift during ’ b
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Continugd From page 9
the 3rd quarter of 2012.

The findings Include:

Fire Drill roview, on 04/24/13 at 10:55 AM with the
Plant Operations Manager, revealed there was no
fire drill compleled in the 3rd quarter of 2012 on
3rd shit.

interview, on 04/24/13 at 10:65 AM with {he Plant
Operalions Manager, revealad he was unaware
the quarter drill was missed on 3ed shift. He
conducled an in-service during that time but there
was no documentalicn {hat a fire drill was
conducied,

Reference: NFPA 101 (2000 edition}

19.7.1.2,

Fire drills shall be conducted at least quarterly on
each shift and at unexpected fimes under varied
conditions on ali shifts,

NFPA 101 LIFE SAFETY CODE STANDARD

Required autematic sprinkler systems are
conlinucusly malntalined in reliable operating
condition and are Inspected and lested
periodicaily,  19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.6

1 This STANDARD s not mel as evidenced by:

Based on record review and interview, it was
determined the facilily failed to have quarterly
inspactions performed of the fire sprinkler system
in accordance with NFPA standards, The
deficiency had the potentiat to affact eight (8} of

K050

K062
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alght {8) smoke compariments, all residents,

staff, and visltors. The facilily Is cerlified for
One-Hundred One {101} beds with & census of
Sixly (60} on the day of the survay. The facilty * -
faited o ensure a first quarler sprinkler inspection
was conducted dusing 2013.

The findings include:

Record review, on 04/24/13 at 10:45 AM with tha
Piant Operations Manager, revealed the facility
did not have documentation for the quarlerly
inspection of the fre spiinkler system for the 1st
quarter of 2013. Gormponents located In the flro
sprinkler system must be Inspected monthly and
quartarly accordingly to NFPA requirements and
the records {or the inspection made avelilable for
the authority having jurfsdiction,

K062 NFPA 101 LIFE SAFETY CODE STANDARD

1. Flra sprinkler Inspections will be conducted
on quarterly basls.

2, All resldents have the potentialto be affected.
Maintenance director was re-educated by the .
Administrator on 5/1/13 of the requirement
of quarterly sprinkler Inspections. Sprinkler
inspections will be malntained in a notebook
located In the adminlstrator’s office,

4. Compliance will be monitored monthiy by the
administrator with results reviewed at QA
meetings which Includes NHA, DON, ADON,
MDS, Soc Svc, Activity, Dietary, Hskp/idry,
Maint, Business Office, Human resources,
Therapy director, and Medlcal Director ,

FORM GMS-2667(02-95) Provious Yarslons Obscleto

Interview, on 04/24/13 at 10:45 AM with the Plant 6/3/13
Operalions Manager, revealed he was unaware
the sprinkler system had not been inspecled
properly. ‘
Reference: NFPA 25 {1998 Edilion),
2-1 Genetal, This chapter provides the minimum
raguiremenis
for the rouline inspaction, testing, and
maintenance of
sprinkler systems. Table 2-1 shall be used to
determinathe =~ :
minimum required frequencles for inspecllon, ’
......... testlig, and TR I T _
mainienance.
Exception: Valves and fire department - i
connections shali be inspected,
tested, and maintained in accordance with 5
Even] D CONZ2Y Fadfy [D: 100079 If continualon sheel Page 11 of 20
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Chapter 9.

Table 2-1 Summary of Sprinkler System
Inspeclion, Testing, and Malntenance

Hem Activity Frequency Reference

Gauges (dry, preaction deluge systems)
Inspection Weekly/monthly 2-2.4.2

Control valves Inspeclion Weekly/monthly Table
91

Alarm devices Inspection Quarterly 2-2,6
Gauges {wet pipe systems) Inspection Monthly
2-2.4.1

Hydraulle nameplate Inspection Quarerly 2-2.7
Buildings Inspection Annually (prior to freezing
weather)

2-2.5

Hanges/seismic bracing Inspection Annually 2-2.3
Pipe and fitlings Inspection Annually 2-2.2
Sprinklars Inspaciion Annually 2-2.1.1

Spare sprinklers Inspection Annually 2-2.1.3

Fire department connections inspeclon Table 9-1
Valves (all ypes) Inspection Table 9-1

Alarm devicas Test Quarterly 2-3.3

Main draln Test Annually Table 8-1

Antifragze solution Test Annually 2-3.4

Gauges Test 5 years 2-3.2

Sprinklers - extra-high temp. Test 5 years 2-3.1.1
Excaplion No, 3

Sprinklers - fast response Test Af 20 years and
every 10 years

thereafler

2-3.1.1 Exception No. 2

| Sprinklers Test At 60 years and evary 10 years
thereafter

2-3.1.4

Valves (all iypes} Malnlenanca Annually or as
needod Table 9-1

Obsiruction investigation Maintenancs 5 years or

FORM CMS52667{02-59) Pravious Verstons Obselald Event tD; CONZ2 Facilty {D; 100079 if conliniration sheet Page 12 of 20
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LY

Smbklng regulalions are adopled and include no
lnss than the following provisions:

{1) Smoking is prohiblled Ih any 7oom, werd, or
compariment where flammable liquids,
combustible gases, or oxygen Is used or slored
and in any other hazardous localion, and such
area is postad with signs that road NO SMOKING
or with the International symbeol for no smoking.

{2) Smoking by patients classifted as not ‘
rasponsible Is prohibited, except when under
diract supsrvision.

{3) Ashtrays of noncombustible malerlal and safe
design are provided In all areas whera smeking Is
permitted,

(4) Metal contalners with self-closing cover
devices Into which ashirays can be emplied are
readlly avallable to alt areas where smoking is
permilted.  19.7.4

This STANDARD Is not met as evidenced by:
Based on abservation and Inlerview, it was

_ determined the facility falled lo ensure the use of _

approvad ashlrays in the deslgnated smoking
araa, In accordance with NFPA standatds, The
deliclency had the poteniiat to affect one (1) of
olght (8) smoke compariments, residents that
smoks, siaff and visitors. The facllily Is cerlified

1. Approved ashtrays have been purchased and .
placed In the two new $moking areas on !
5/6/13 by the maintenance director. Both |
areas were equipped with smoking blankets '
on 5/14/13 by the maintenance director.
Both areas were equippad with fire i
extinguishers on 5/14/13 by the maintenance
director. S )

2. Allresidents have the potential to be affected. i

3, Malntenance director was re-educated by the |
Administrator on 5/1/13 of the requirement
of equipping all smoking areas with appraved
ashtrays, flre extinguishers, and smoking
blankets. Malntenance director wili make
week rounds to ensure all areas are
adequately equipped.

4, compliance will be monitored weekly by
maintenance rounds to ensure areas are
adequately equipped and wili be documented

© onlog. Rounds wil be made weekly for 4
weaks, then monthiy for 3 months. Resuits
wilt be reported weekly to the Administrator.
Findings will be reviewed with factlity QA team
which includes NHA, DON, ADON, MDS, Soc
Sye, Activity, Dietary, Hskp/idry, Maint,
-Business Office, Human resources, Therapy . ...

. director, and Medical Director,

6/3/13

FORM CMS-2662(02-99) Provious Verslons Obsclele

Event IN.CONZ21

Fadlty ID: 100070

if continuation sheel Page 13 of 20




PRINTED: 05/10/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFFROVED
CENTERS FOR MEDICARE & MEBICAID SERVICES OMB NO. 0938-0391
STATEMENT CF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION I0ENTIFICATION NUMBER: A SUELDING 01 - BUILBING COMPLETED
195269 B, WG 0412412013
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, GITY, STATE, ZIP CODE
201 WATSON STREET

CRITTENDEN COUNTY HEALTH & REHABILITATION CENTER
MARION, KY 42064

O SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH OEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULO BE COMPLETION
TAG REGULAFORY CR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 066 | Conlinued From page 13 K 066

for Ona-Hundrad One {101) beds with a census
of Sixly (60) on {he day of the survey. The facliity
failed 1o ensure they had a self-closing metal
container fo dump ashlrays Inlo at the gazebo
smoking area and the night smoking area.

The findings include:

Observallon, on 04/24/13 a1 2:00 PM wilh the
Plant Operations Manager, revesled the smoking
areas at the gazebo and the night smoking area
did not have a metal contalner with a self-closing
lid to dispose of the cigareite bulls. Furlher
obsarvation revealed thare were no ashlrays
located at two new smoking areas and the areas
were not equipped with a fire extinguisher or fire
blanket.

Interview, on 04/24/13 at 2:00 PM with the Plant
Operaflons Managar, revealed the areas were
new smoking areas and he had falled to equip the
areas with the required items for a smoking area.

Refaerence: NFPA Standard 101 (2000 Edition).

19.7.4* Smoking. Smoking regulalions shail be
adopted and

shall include not {ess than the folfowing
provisions:

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

where flammable liquids, combustible gases, or
oxygen is used or stored and in any other

| hazardous focatton, T T
and such areas shall ba posted with signs that
ead -

NO SMOKING or shall bs posted with the
internalionai
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Continued From page 14

symbol for no smoking.

Excaption: In heaith care occupancias where
smoking is prohlbiled

and signs are prominently placed at all major
enirances, secondary

signs with language that prohibits smoking shall
net be required.

{2) Smoking by patienls classifled as not
rosponsible shall be

prohibited,

Exception: The requirement of 19.7.4(2) shall not
apply where the patient

is under direct supervision,

{3) Ashtrays of noncombuslible material and safe
design

shall be provided in alt areas where smoking is
permitted.

{4) Metal contalners with seli-closing cover
devices into

which ashirays can be emptied shalf be readily
avalfable

to all areas where smoking is permitied.

NFPA 101 LIFE SAFETY CODE STANDARD

Cooking facilities are protected in accordance
wilh 2.2.3.  19.3.2.6, NFPA 96

This STANDARD is nol met as evidenced by:
Based on observation and Interview, it was
determined that the facitlly failed to maintaln the
kitchen hood suppression system in accordance

j with NFPA slandaeds, The deficiency hadthe .

polenllal to affect ono (1) of afght {8) smoke
compartments, ail residents, stalf, and visitors.
The facilily is cerlified for One-Hundred One
(101} bads with a census of Sixily {(60) on the day
of the survey. The facllity falled to ensuse the

Koas
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surface,

kitchen hood suppression sysiem covered the
griddle.

The findings Include:

Observation, on 04/24/13 at 3:33 PM with the
Plant Operatlons Manager, revealed the griddle
cooking surface was nol completely coverad by
lhe kitchen hood suppression syslem. Further
observation revealed the grease fryer did not
have the proper separation from the cooking

Interview, on 04/24/13 al 3:33 PM wlth the Plant
Operalions Manager, revealed he was unaware
that the griddle was not properly protected by the
kitchen hood and the grease fryer did not have
propsar separallon,

NFPA 86 (1998 od.} :

7-1.2 Cooking equipment that produces
grease-laden vapors

{such as, but not limited lo, deep fat fryers,
ranges, griddles,

broliors, woks, titing skillets, and bralsing pans)
shall be pro-

tecled by fire-oxiingulshing equipment.

NFPA 96 {1998 Edltion)

8-1.2.3 All deep fat fryers shall be Installed with at
least

16-in. (408. -1 mm) space between lhe fryer and
surface flamas-

from adjacent cooking equlpment.

Exception: Where a slee! or lempered glass
baiffte plate Is Instaited

at a minimum 8 In, (203 mm} in hefght between

K069 NFPA 101 LIFE SAFETY CODE STANDARD

1. Stove/griddle was moved to bo under the
hood suppression system on 5/10/13 by the |
facliity maintenance director. The Grease
fryer has been taken out of service on 5/10/13 |
by the malntenance director/dietary manager.
2. Allresidents have the potential to be affected.
3. Facliity maintenance director and Dietary ]
Manager were re-cducated on the hood i
suppression system. Malntenance director i
will make visual Inspectlons of the kitchen
hood suppression system,
4, Compllance wilt be monitored via weekly
visual inspections of the kitchen by the
maintenance director, documented and
reviewed weekly with the administrator.
Monltoring will continue weekly for 4 weeks,
the monthly for 3 months, All findings will be
reviewed with the facility QA teamwhich
includes NHA, DON, ADON, MDS, Soc sve,
Activity, Dletary, Hskp/Idry, Maint, Business
Office, Human resources, Therapy director,
and Medica) Director .

6/3/13
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the fryer and surface
flames of ihe adjacent appliance.
K073 ] NFPA 101 LIFE SAFETY CODE STANDARD K073
sF K073 NFP 101 LIFE SAFETY CODE STANDARD

Neo furnishings or decosations of highly flammable
character are used. 19.7.6.2, 19.7.5.3, 19.7.54

<

This STANDARD is not met as evldencad by:
Based on observalion and Interviow, it was
detenmined the facllity failed to enstire that no
combustible decoratlans werse Used in the facifity,
according to NFPA siandards. The daficlency
had the polential to affect eight {8} of elght (8)
smoke compartments, all residenls, staff, end
visitors. The faclfity is cerlifted for One-Hundred
One (101} beds with a census of Sixty {60} on the
day of the survey. The faclfity falled to ensure
deceralions brought into the facllity were being
properly fire treated.

The findings include:

Observatlon, on 04/24/13 at 2,30 PM with the
Plan{ Operallons Manager, revealed several
stuffed entmals, wreaths, and artificlal florat
arrangements throughoui the facility had no
documentatlon of flame retardant belng appiled.

Interview, on 04/24743 at 2:30 PM with the Plant
Operations Manager, rovoaled he was aware
decerations were required lo be trealed with a fire
retardant spray but he mostly ireated holiday.
decoralions,

Reference: NFPA 101 (2000 Editon)  *

1. Flame retardant has been applied to the
stuffed anfmals, wreaths, and artificlal floral
arrangements throughout the facility.

2. Al resldents have the potentlal {0 be affected.

3, Malntenance director was educated by the

Administrator on 5/1/13 of the requirement
that all combustible decorations be treated by
a flame retardant and documented on a log,
Compllance will be maintalned via weekly
rounds by maintenance director/or designee
to ensure any new items brought Jn have been
treated and documented.

4. Compllance will be monitored by review of

flame retardant Jogs by the administrator
weekly for four weeks, then monthly for 3
months, Findings wiil be reviewed by QA
teamwhich includes NHA, DON, ADON, MDS,
Soc Svc, Aciivity, Dletary, Hskp/idry, Malnt,
Business Offlce, Human resources, Therapy
dlrector, and Medical Director.,

6/3/13
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1) An extenslon cord was piuggad into a power
sirip that wont to the coffes maker focated In the

Eloctiical wirlng and equipment is In accordance
with NFPA 70, Natlonal Electrdcal Code, 9.1.2

This STANDARD is not met as evidenced by:
Based on observalion and interviow, i{ was
detarmined the facllity failed to ensure elecirical
wiring was maintained In accordanco with NFPA
slandards. The deficlency had {he polential to
affact two {2) of elght (8) smoke compariments,
twaive (12) residents, staff, and visltors. The
facliily Is cerlifled for One-Hundred One {101)
beds with a census of Sixly (60} on the day of the
survey. The facility failed to ansure power strips
were being used propsrly on 600 and 600 halls,
This deficiency was cited on ths previous survey
on Q2/02/2012.

The findings include:

Observatlons, on 4/24/13 betwean 11.00 AM énd
3:45 PM wilh the Plant Operalions Manager,
revealed:

floor nurse office. ‘
2} Anoxygen concentralor and mini nshulizer
wore plugged into a powar skeip located In room

are not used.

strips/extension cords.

and Medical Disector.

521, #523, H618, and #610 have been re-

wired to add additional electricaf sockets and
power stripsfextenstons cords are not tn use,
Battery Chargers have been dlscarded as they
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19.7.5.4 Combustible decoraitons shall be K 147 NFP 101 LIFE SAFETY CODE STANDARD
prohibifed In any heallh care occupancy unless
they are flame-refardant. ' 1. Exienslon cord from the floor nurse office
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 was removed on 5/1/3 by the facillty
S5=D malntenance director. Room H517, 519,

2. All residents have the potential to be affected.!
Facllity management staff have been re-
educated by the Administrator on 4/30/13
regarding the use of power strips and
extenslons cords. Resldent rooms have been
re-wired adding additlonal electrical sockets
thus efiminating the need for power

4, Compliance will be monltored by weekly
rounds by the facility malntenance director to
ensure power strlps/extensions have not been
brought into the facllity and documented on
audit sheet, Rounds will be done weekly for 4
weeks, then monthly for 3 months. Findings
will be reported to DA committee which
includes NHA, DON, ADON, MDS, Soc Sve,
Activity, Dletary, Hskp/idry, Malni, Business

... Office, Human resources, Therapy director, |

6/3[ 13
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#517.

3} A mini nebulizer was plugged Into a powar
strip located in room #519.

4)  Anexiension cord was plugged inlo the wall
located In room #5241,

5}  Anextension cord was plugged into a
telovision located in room #5623,

6) Ballery chargers ware plugged inlo & power
strip located in the fbrary.

7} Amini nebulizer was ptugged inlo a

.| mulli-plug adapter located in room #618.

8} Anexienslon cord was plugged inlo a chair
located In room #6810,

Interview, on 04/24/13 at 4:05 PM with the Flant
Operallons Manager, revealed he was completing
monthly random samples of the rooms to
determine if power sirips were being properly
used. Ho slated that familfes bring Hems into the
facility so it Is hard 1o always catch the misused
powier sliips. He also revealed that part of the
renovation that is in progress now will include
{nstalling outlets to the 500 and 600 halls.

Interview, on 04/24/13 at 4:10 PM with the
Administralor, revealed she had not parformed
any audits of resldent rooms to determine if
pawer sirips in the facility were being used
correcily. She was aware of the proper use of the
power strips. Since she has heen at this facllily
she has not had an audit conducled by staff to
delermine [f there were any power strips not
being properly used. The staff doas daily rounds

'] and'they hava beer In-§efviced 6 looKatthe

eleclrical items In the rooms on their rounds.

Reference: NFPA 99 (1999 edition)
332420
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Minimum Number of Receplacles. The number of
receplacies shall be determined by the intended
use of the patient care area, There shall be
sufliclent raceptacles localed so as to avoid the
need for exiension cords or mulliple outlat
adaptais,

Reference: NFFPA 70 (1999 Edition).
400-8. Uses Not Permittod

Unless spedifically permitied In Section 400-7,
flexible cords and cables shall not be used for the
following:

1. As a substitute for the fixed wiring of &
struclure

2. Where run through holes in walls, structural
ceilings suspended ceilings, dropped cellings, or
floors

3. Whaere run through doprways, windows, or
-similar openings

4. Wherse altached to building sudaces
Exceptlon: Flexible cord and cable shall be
parmilted to bo atlached to buliding surfaces in
accordance with the provisions of Section 364-8,
5. Where concealed behind building walls,
struclural ceilings, suspended ceilings, dropped
collings, or floors

6. Where installed in raceways, except as
otherwise permiited in this Code,
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