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A Standard Recertification Survey was conducted i
- 07/23/13 through 07/26/13, Deficiencies were i :
| cited with the highest SCOpe and severity of an | :
! 9 :
TUE" In addition, an Abbreviated Survey to ! ‘
Investigate #KY00020455 was conducted ; * I
0 07/23/13 through 07/26/13. The aliogation was ! :
I unsubstantiated with an unrelated deficiency cited ! i ‘
fal g D, , t i
F 157 483.1 O(b)(11) NOTIFY OF CHANGES l F 157; It is the policy of Rllion Nursing & C09/06/2013

SSsz (INJURY/DECLINE/ROOM, ETC) v

" A facitfty must Immediately Inform the resident:
consult with the resldent's physician; and if i
' known, hotify the resident’s legal representative
L or an Interasted famlly member when there is an
f accidant involving the resident which results In i
infury and has the potential for requiring physician ;
| intervention; & significant change in the resident's :
: physical, mental, or psychosocial status (le.,a i
! deterigralion in heaith, mental, or psychosocgial !
status in glther [ife threatening conditions or ’
: dinloal cumplications); & need to alter treatment
t signlficanily (Le., a nead fo digscontinue an )
! existing form of treatment due to adverse :
: conseguences, of to commence a new form of
treatrent); or a decision to transfer or discharge
; the resident from the facility as spacified in
i §483.12(a).

"The facllity must alse promptly notify the resident !

. and, if knewn, the resident's legal represemtative !

t or inlerested famlly member when thers is g

| ¢hange in room or roommate agslgnment as .

' specified in §483.15(e)(2); ora change in |
resident rights under Federal or Slate law or

i regulatlons as specified In paragraph (b)(1) of

| this section, 5
3 1

| Rehabilitation Center :
o tmmediately inform the resident; consult wiel; t]e
resldent's physician; and i known, notify the resident’s
legal representative or au Intercsted famiily mémber wlten
therc is a necd to alter treatment sigm'ﬁc&ntl;,g.

| Resident#14 was discharged fron: tlie f‘acilit}_f; priar o
survey and is not expected to roturn, \

The DON, RN Supervisor and the LPN Charge nurse will
: review all resldent records for the last 60 days by 8/23/13
10 cnsure that any clianges in resident status izave been
communicated to the family and recorded in flie nutsing

{ potes. Any noted changes found not to be coinmumicated
 will be shared with tlie family and & follow up note wil|
be recorded in the resident's medical record, f

The DON and RN Supervisor completed re-education for
all nursing staffon 8/15/13 regarding the facility policy
related to timcly notification of resident's lcéal
representative or an intcrested family membe_:r whetl g

i significant change in condition ot cliange in }Jhysfcian's
I order oceurs, This education incfuded the req;uiremem tha
~ documentation nsust be recorded in the resideut record
| wihen notlfication occyrs. !

IRATO B DIREW%F’
. e

fefliciancy statamant e ) _
safeguands provide g iclers Rrotaclion 10 the patlents, [Sae Instructlansy, ]

.

#fng the dgle of survay whaihizr or ot a ptan of coractien Is provided, For Nusing homas, the gbave findings end plens of correction are dsdiosable 14

fllowing Ihe date ihess GOCUMENS are made avallable to the faciitty, If de
am participation,

e —

| GMS-2657,02-95) Provians Varsions Obsolsts

Evapt IDSUFLI t '

RO SUPPLIER REPRESENTATIVE'S 8 KINATURE ' TITLE X8| DATE
| b
2. ﬂ a/m,n;,:’ﬁmlw» c:?//éﬁ_?
than astarisk %) denoims @ deficlency which the Ing v loa 3y be excusad from cormsoling providing il Is defarminad mat

Except for nursing homes, tha firdings stated above are disclosable 90 days

liclencies ara ailed, an approved plan of corraction Is raguigite to continuad
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ELLIOTT NURSING AND REHABILITATION CENTER

F 157 483.10(b)(11) NOTIFY OF CHANGES
85=0. (INJURY/DECLINE/ROOM, ETC)

A facility must immediately infors: lhe resident;
consult with [he resident's physician; and if

- known, notify Ihe resident's legal representative

: or an interested family member when there is an .
accident involving the resident which resuits in j
injury and has the potential for requiring physician -
intervention; a significant change in the resident's

" physical, mental, or psychosoaial status (ie., a
detertoration in health, mental, or psychosocial
status in either life Ihreatening conditions or
clinical complications); a need to alter treatment
significantly {i.e., a need to discontinue an

- existing form of treatment due to adverse
consequetices, of to commence a new form of
treatment); or a decision to transfer or discharge

_the resident from the facilily as specified in

- §483.12(a).

The facility must also promptly notify the resident ;
and, if known, the resident's legal representative
i or interested family member when there is a
! change in room or roommate assignment as
“specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
; regulations as specified in paragraph {b)1) of
! this section,

(¥4} 10 SUMMARY STATEMENT OF DEFICIENCIES 5 I FROVIOER'S PLAN OF CORRFE G TION : (51
PREEX : (EACH DEFICIENCY MLIST BE PRECEDEO BY FULL © PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC LOENTIF YING INFORMATION) TAG CROSS-REFEHEWCED TO THE APPROPRIATE 0ATE
DEFICIENCY!
F 000 INITIAL COMMENTS F o060
A Standard Recertification Survey was conducted
07723/13 through 07/26/13. Deficiencies were
; cited with the highest scope and severity of an
“"E". In addition, an Abbreviated Survey to
investigate #KY 00020455 was conducted
- 07/2313 through 07/26/13. The allegation was .
| unsubstantiated with an unrelated deficiency cited -
“ata"D". |
FA57  Itis the policy of Elliott Nursitg & 09/06/2013

Reltabilttaiion Cetter

to immedialely infornt the resident; cousult witl tle
resident’s pltysiciat; and if knowtt, notify ile resident's
legal representative or ant intercsted fautily treiber witert
there ts a ticed to alter ireatinent signiticantly.

Resident #14 was discharged from the faci!ityi prior to
survey and is not expected to returtt. :

Tlte DON, RN Supervisor and tie LPN Cliarge nitrse will
review all resideutt records for tlte lnst 60 days by 8/23/13
to ensure that atty chauges in resident status have beett
cottnturticated to the fanily and recorded iy tlie Hursittg
noles. Auy noted changes found not to be contmunicated
will be slared with thie fantily and a follow up note will
be recorded itt the resident’s iedical record.

The DON and RN Supervisor completed re-educatiot for
all nursing staff ot 8/15/13 regarding the facility policy
related 10 titnely notification of resident's legal
tepresentative ot att interested family ntewiber wher a
significaut ¢ltange in conditiott or cliange in physician's
order occurs. This edication itchided the requirement tlta
docunentationt tiust be recorded itt the resident record

when notification occurs. .
(XEYDATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPRL IER REPRESENTATIVE'S SIGNATEIRE

TITLE

Any deficiency staleman! ending with an asterisk
other safeguards provide sufficlent protaction to t

he patlenls. {See instructions.) Exc

(") denotes a defidency which the instltution may be excusad from Comrecting providing it is determined that
ept fof nurstng homas, the findings slated above are disclosable 90 days

ided. For nursing homes, the abave findings and plans of cOfrection are disciosable 14

following the data of survey whtelher br not a plan of correction is prov
cilty. V¥ deficiancies are ciled, an approved plan of correction Is reguistte to continued

days following tha date these documents are mads availabile to the fa
program participation.
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F 157 The DON or RN supervisor will audit via dafly nursing
The facility must record and perlodically update meeting (Monday- Friday} by reviewing the physician's
orders, pertinent nursing notcs and nursing report sheets to

the address and phone number of the resident's
: legal representative or interested family member. *

F 157 ; Continued From page 1

ensure that documentation regarding notification has
“occurred per facility policy. Audits will be conducted at
least 3 times per week for 4 weeks to identify any areas for

improvement and at least weekly thereafter.

This REQUIREMENT is not met as evidenced
The results of these audits will be forwarded to the

" by:
Based on interview, record review and review of ) . . .
" the facility's policy, it was determined the facility - monthly CQJ committce meeting for further review and
- failed to Immediately inform the resident's : :
“responsible party when there was a change in the '
. resident's physical, mental, or psychosocial status
“that involved an alteration in treatment for one (1)
. offifteen (15) sampled residents (Resident #14),
* The facility failed to inform Resident #14's
responsible party of the resident's change in
! status after excoriation was noted to histher
perineal area. In addition, Resident #14's
responsible party was not notified of changes in
treatments related to excoriated areas.

continued compliance.

' The findings include:

Review of the facility's policy titled "Notification of -
. Changes", effective 05/30/13, revealed the
| purpose of the policy was to ensure family
. members/responsible parties of resldents were
" informed of changes in the resident's medical :
condition and/or treatment. The policy stated the
 licensed nurse would notify the resident's legal |
‘representative or famlly member when changes
. In condition and/or treatments occurred.

: Review of the clinical record revealed the facility

‘ re-admitted Resident #14, on 07/04/13, with

. diagnosis which. included Chronic Respiratory

' Failure, Congestive Heart Failure, Diabetes _

Evenl ID: 3UFL 11 Faciity 10: 100660
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SUMMARY STATEMENT OF OEFICIENCIES 18]
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F 157 Continued From page 2 F157.

- Melitis Type I, Chronic Kidney Disease, Anemia,
Hypertension, Chronic lschemic Heard Disease,
- Morbid Obesity and Esophageal Reflux.

' Review of Resident #14's Physician's QOrders
revealed an order, dated 07/10/13, for Silvadene
- cream to be applfed to histher groin three times
daily (TID) related to excoriation. Continued
‘review of the Physician's Orders revealed an
_ordor, datod 07/13/13, for Resident #14 to have
‘the Silvadene cream discontinued and Nystatin
cream to be applied to his/her groin, sacral and
‘ perineal areas TID related to a rash. Diflucan {a
. medication used to treat fungal/yeast infections
* 100 mg by mouth daily had been ordered for
Resident #14, on 07/13/13, due to a yeast
“infection. Resident #14's Physician's orders for,
07/10/13 and 07/13/13, were noted by LPN #3,

. Review of Resident #14's Nurse's Notes revealed -

“there was no documented evidence, Resident
#14's family was notified of the excoriation/yeast

“to histher sacral, groin or perf areas. There was

; also no documented evidence Resident #14's

“responsible party was notified of the treatments
and changes in treatments ordered, on 07/0/13

“and 07/13/13.

¢ Interview with Resident #14's responsible party,

- on 07/25/13 at 4:00 PM, revealed the facility did

t not notity him of the excoriation/yeast to histher
sacral, groin and peri areas. Resident #14's

 responsible parly was also unaware of any
treatments ordered for excoriation or yeast to

. Resident #14's sacral, groin and peri areas,

. Interview with Licensed Practical Nurse (LPN) #2,
on G7/24/13 at 3:24 PM, revealed nurses were to

; contact the resident's family/responsible party : ; ;
Even! tO:3UFL 11 Facifity I 100690 If Confinualion sheat Page 3 of 35
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F 157

F 157 Continued From page 3
when changes in orders or conditions occurred.
LPN #2 stated these notifications should be
recorded in the nurse's notes.

Interview with LPN #3, on 07/24/13 at 3:26 PM,

the resident's responsible party in the nurses
notes when a change In skin condition or

~Physician's orders occurred. LPN #3 stated
Resident #14 had excoriated areas to histher

: sacral and groin areas which were being treated

at the facility.

Continued interview with LPN #3, on 07/26/13 at

10:43 AM, revealed she was not sure if she had

' notified Resident #14's responsible party when
new orders were received, on 07/10/13, for

+ Silvadene cream to be applied related to

; LPN #3 stated she was not sure if she had

" notified Resident #14's responsible party of the

. ew orders received, on 07/13713, for Nystatin

- Cream and Diflucan due to a rashiyeast infection -
of his/her sacral, groin, and peri areas. After

- reviewing the resident's medical record, LPN #3
stated she could find no documented evidence of

. family notifications related to the trealment or
assessment of Resident #14's excoriation/yeast

“to histher sacral, groin, and peri areas. LPN #3

- stated it was important to notify the resident's
responsible party of changes, so they would be

- aware of the resident's condition,

. Interview with the Acting Director Of Nursing

(DON), on 07/26/13 at 9:22 AM, revealed
Resident #14's responsible party should have

; been nofified of changes in histher skin condition

“as well as the treatments as they were ordered.

. The Acting DON stated nurses were expected to

; revealed nurses were to document notification of

excoriation of Resident #14's groin. Furthermore, !

If conilnuation shest Page 4 of 35
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F 157 Continued From page 4 F157
document the notification of family members in
the resident's nurses notes.
i Interview with the Administrator, on 07/26/13 at
4:50 PM, revealed staff should have notified
Resident #14's family of the the excoriation/yeast |
to his/her pert area. The Administrator stated she
also expected staff to notify family any time a new
. order was received as per the facility's policy, ‘ .
F 278 483.20(g) - (j) ASSESSMENT F 278" Jtis tite policy of Elliott Nursing & 09/06/201 ]
s55=0 ACCURACY/COORDINATION/CERTIFIED e pote oe
: ' Rehabilitation Center
'The assessment must accurately reflect the that assessments must accuratcly reflect the resident's
resident's status. status. .
Aregistered nurse must conduct or coordinate Restdent #1's Minimum Data Set was corrected
. each assessment with the appropriate ' by MDS Coordinator on 07/26/2013 ro includé the fall that
participation of health professionals. occurred in the look back pericd prior to transmission to
A registered nurse must sign and certify that the CMS.
assessment is completed. On 7126113 The MDS nurse was re-eduycated by the
_ o ) Administrator regarding the importance of correctly
Each individual whq completes a portion of the ¢ coding all Minimum Data Scts based on assessments that
assessment must sign and certify the accuracy of }
. that portion of the assessment, accurately reflect tite resident's status. On §/1%/13 the
: Administrator provided education to additional members
Uhder Medicare a'\nd Medl_cgrd, an ll"‘ldl\{ldua] who of the IDCPT regarding accurate coding ort the MDS,
: willfully and knowingly certifies a material and , , .
‘false statement in a resident assessment is The IDCPT will review the last assessment for each
subject to a civil money penalty of not more than resident by 8/22/13 to ensure that they are coded correctly
: $1,000 for each assessment; or an individual who and accurately reflect the resident's status. Any necessary
- willfully and knowingly causes another individual . p ] -
to certify a material and false statement in a correctionts will be made and an accurate MDS will he te-
; resident assessment is subject to a civil money submitted if necessary. '
" penalty of not more than $5,000 for each
assessment.
“Clinical disagreement does not constitute a
Event 10: 3UFL 11 Facitity 10: 100680 If conlinuation sheel Page 5 of 35
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F 278 Conlinued From page 5
: material and false statement.

F 278 The DON or RN Supervisor will review at lcast five
MDS's per week to ensure that the assessment is coded
' correctly. This will occur weekly for 4 weeks to identify
any areas for improvement and monrhly thereafter.

' : Results of audits will be forwarded to the monthly CQI
This REQUIREMENT is not met as evidenced . . , . _1y- Q
by: committee for further review and continued compliance.

. Based on observation, interview, record review
and review of the facility's policy, it was
determined the facility failed to ensure the initial

i Minlmum Data Set (MDS) assessment accurately
reflected the resident's status for one {1} of fifteen
(15) sampled residents. Resident #1 sustained a

; fall, on 071 4/13 which was not indicated on

hisfther MDS assessment.
The findings include:

Review of the {acility's policy titled, "MDS-RAI",
. effective 08/01/12, revealed a comprehensive : ‘
i assessment of each resident's needs would be | !
completed. The policy prompted staff to refer to
the RAl {Resident Assessment Instrument)
: Manual for guidance,

Review of the RAl Manual Version 3.0, dated April
2012, revealed a fall was defined as any 3

; uninlentional change in position coming to rest on

" the ground, floor or onto the next lower surface.
The manual stated for an initial/admisslon :
assessment, the resident's medical record was to

i be reviewed from the time of admission to the

- ARD (Assessment Reference Date). The manual
instructed staff to code a zero (0} under Section J
(any falls since admission/entry} of the MDS if the |
resident has not had any falls since admisslon.
The manual also Instructed staff to code a one {1}

~under Section J if the resident had fallen since

" admission or prior assessment.

FORM CHMS-2567(02.99) Previous Veisions Obsolele Event 10; 3UFL 11 Eacility 1D: 100690 If continualion sheer Page & of 35
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F 278i Continued From page 6

Record review revealed the facility originally
admitted Resident #1, on 06/28/13 with

‘ diagnoses which included Recurrent
Gastro-Intestinal Bleed, Peptic Ulcer Disease,
Anemia, Sacral Decubitus, Hypertension,

| Seasonal Allergies and Depressive Disorder.

- However, on 06/30/13 Resident #1 was
transferred to an acute hospital due to a
Gastro-Intestinal Bleed. The facility then

‘re-admitted Resident #1, on 07/10/13.

Review of Resident #1's initial/admission MDS
i assessment revealed an ARD, of 07/17/13.
Review of Section J (any falls since

' not experienced any falls from the date of
admiasion {07/10/13) to the ARD (07/17:1 3).

t Review of the facility's fall investlgatton form,
dated 07/14/13, revealed Resident #1 had

. from wheelchair), on 07/14/13 at 8:15 PM.

. stated he/she would not have any unidentified
- complications related to falls. An intervention,

- tilted back wheelchair with a low seat and rear
:anti-tips.

safety interventlon after a fall, on 07/14/13.

Interview with Licensed Practical Nurse {LPN) #3, 5'

F 278,

admission/entry or re-entry} revealed Resident #1 »
; was coded as a zero (0}, indicating he/she had

experienced an unwitnessed no injury fall (slide

' Review of Resident #1's plan of care, revealed a
care plan with an onset date, of 06/29/13, which

dated 07/14/13, stated Resident #1 was to use a

Interview with Physlical Therapist #1, on 07/25/13
“at 10:55 AM, revealed she recommended zlow
' seat, tilted back wheelchair for Resident #1 as a

If continuarion sheat Page 7 of 36
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F 278 Continued From page 7
on 07/26/13 at 10:43 AM, revealed the facility
defined a fall as any change in surface which
included a slide from a wheelchair. LPN #3
stated, she believed Resident #1's fall on
. 07/14/13, should have been coded on the
admission MDS.

Interview with the Acting Director of Nursing
{DON}, on 07/26/13 at 9:22 AM, revealed any
unintentional change in position was consldered a
fall. The Acting DON stated the MDS nurses were
to look at facility incident reports and logs to :
complete section J (falls) of the MDS. Therefore,
she reported Resident #1's slide from his/her
wheelchair on 07/14/13, should have been coded
on his/her admission MDS assessment as a fall.
The Acting DON reported Resident #1's
admission MDS had been incorrectly coded

under Section J (falls).

i Interview with the Administrator, on (7/26/13 at

1 4:50 PM, revealed she expected staff to code a

: slide from a wheelchair to the floor as a fall on the

“resident's MDS assessment. :
483.20(k)(3}{(i} SERVICES PROVIDED MEET

F 281
FPROFESSIONAL STANDARDS

55=0D

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observations, interview, record review,
and review of the facility's policy it was

- determined the facility falled to ensure gervices

F 278.

F 281 - ltis the policy of Elliott Nursing & 0970612013

¢ Reltabilitation Center
(ENRC} that services provided or arranged by
the facility must meet professional standards

of quality,
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provided met professional standards of quality for
two (2) of fifteen (15) sampled residents ‘
(Resident #1 and #4).

" Resident #4 had Physician's order for oxygen to
be administered at three (3) liters per minute
{LPM). Observations revealed the resident's
oxygen to be set at two (2} to two and one half

‘f {2.5) LPM.

There was no documented evidence of
assessment and care planning sufficient to meet
the needs of newly admitted Resident #1 related

' to histher history of depression/suicidal ideations. :

‘The findings include:

Interview with the Administrator on 07/26/13 at

. 5:00 PM, revealed there was no facility policy on
following Physician's Orders. She stated her
expectation was for nurses to follow Physician's

QOrders.

: 1. Review of the medical record for Resident #4

. revealed the facility admitted the resident on
07,20/12 with diagnoses which included
Congestive Heart Failure (CHF). Review of the
Annual Minimum Data Set (MDS) Assessment,

‘dated 07/02/13 revealed the facility assessed

i Resident #2 with a Brief Interview for Mental

: Status (BIMS) score of fifteen (15}, which

“indicated the resident was cognitively intact.
Further review of the MDS revealed the facility

; assessed Resident #2 to require the use of

! oxygen.
- Review of the July 2013 monthly Physician's

Order revealed an order for Resident #2 to have
- oxygen administered at three (3} liters per minute

F 281

XHIo SUMMARY STATEMENT OF DEFICIENCIES Y PROVIOER'S PLAN OF CORRECTION x51
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On 7/26/13, the charge nurse readjusted 09/06/2013

Resident #4's
oxygen to be administered av 3 liters per mim_ite. The
resident was counseled by the charge nurse on 7/26/)3
regarding the importance of following physician orders fo
oxygen. The MDSC updated the care plan for resident #4
on 8/2%/13 to reflect resident habit of changing the 02
settings.
On 7/26/13, Resident #1°s care plan was updéted by the
Soctal Services Director to include appropriate interventio
related to his/her history of suicide and histher diagnosis o
depression,
On 8/15/13 education was provided to the IDCPT and all
licensed nursing staff by the Administrator regarding the
fmportance of providing or arranging services that nieet
professional standards of quality. This fncludéd, but was
not limited to, the importance of following pliysician
orders as directed and utilizing the nUrsing process to
assess and implement care planning decisions based on
individual needs of the resident. )
The DCN, RN Supervisor and LPN Charge Nurse will
review all physician orders by 9/5/13 and ensure that the
orders are implemented as directed. The IDCPT will
review all care plans by 8/22/13 to ensure that the plan of
care accurately and comprehensively reflects the current
needs of each resident. Additionally, a review of care
wil be completed by the Adnrinistrator, DON and RN
Supervisor via visual walking rounds no later than
8/29¢13 to ensure that care and services are bfeing

Ry3

provided according to professional standards of quality.
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{LPM},

LPM.
CInterview, on 07/25/13 at 5:50 PM, with State

two (2) LPM.

'LPN #1 observed Resident #4's oxygen and

- have been on three (3} LPM as ordered.

. Record {(E-MAR).
' 2. Review of the facility's policy titled,

- Observations, on 07/23/13 at 2:07 PM, 4:15 PM,
and 515 PM revealed Resident #4's oxygen to be
. setat two (2) LPM. Observations, on 07/24/13 at -
{9112 AM, 10:00 AM, and 2:00 PM revealed the
resident's oxygen to be set at two and one half :
(2.5) LPM. Cbservation, on 07/25/13 at 9:30 AM.,
i revealed Resident #4's oxygen to be set at 2.5

Registered Nursing Assistant (SRNA) #4 revealed !
. she was assigned to work on Resident #4's hall
“that day. She stated Resident #4's oxygen was
" supposed to be set on two (2)LPM. SRNA#4
, stated she had asked the nurses before and they .
“had told her the resident's oxygen was supposed |
to be set on two (2) LPM. SRNA #4 observed
Resident #4's oxygen and stated it was set on 2.5 ;
LPM at that time; however, should have been on

Hnterview, on 07/25/13 at 5:54 PM, with Licensed
Practical Nurse (LPN) #1 revealed Resident #d's
oxygen was supposed to be set on three (3) LPM. :

stated it was set on 2.5 LPM; however, should

"Interview with the Administrator, on 07/25/13 at
5:00 PM, revealed her expectation was for nurses -

“to follow Physician's Orders. She stated nurses
should be checking Physician's Orders for what
oxygen was supposed to be set on and ensuring

: that's what it (oxygen) was set on prior to signing
it off on the Electronic Medication Administration

F 281" The DON, RN Supervisor and LPN Cliarge Nurse will
review all physician orders by 9/5/13 and ensure that the
orders are implemented as directed. Tlte IDCPT will

; review all care plans by 8/22/13 to ensure that the plan of
care accurately and comprehensively reflects the current

. Needs of each resident. Additionally, a review of care will
be completed by the Administrator, DON and RN

© Supervisor via visual walking rounds no later than 8/29/) 3
to ensure that care and services are being provided

. according to professional standards of quality..
The DON, RN Supervisor or LPN Charge Nurse will

. review at least five resident records per week for four

~ weeks, and monthly thereafter, to ensure that resident

; health information is being documented according o

. professional standards. Additionally, walking rounds

- will be conducted at Jeast three times per week for four
weeks, and weekly thereafter, to ensure that nursing carg
is being delivered in a manner that meets or exceeds

professional standards of yuality.
The results of these andits and compliance rounds will be

forwarded to the monthly CQJ committee for further

review and cotitinued compliance.
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F 281 Continued From page 10
"Comprehensive Plan of Care™, effective
08/01/12, revealed each resident would have an
. individualized plan of care by means of a written
“document, The policy stated all personnel
providing care for a resident would have

. care. The policy stated the Comprehensive Care
: Plan would describe the services that were to be

practicable physical, mental and psychosocial
well-being,

Record review revealed the facility originally
admitted Resident #1, on 06/29/13 from the

(Gastro-Intestinal Bleed, Peptic Ulcaer Disease,

. Anemia, Sacral Decubitus, Hypertension,

" Seasonal Allergies and Depressive Disorder.
However, on 06/30/13 Resident #1 was
transferred to an acute hospitat due to a

. Gastro-Intestinal Bleed. The facility then

‘re-admitted Resident #1, on 07/10/13.

Record review revealed Resident #1 had an
Order For Emergency Appointment of Fiduciary,
on 06/26/13, due to a history of severe
Depression and memory loss with an attempted
suicide., Therefore, Resident #1 was ordered an
individual guardian, on 06/26/13.

; Review of Resident #1's Psychiatric Progress

* Notes from the prior hospitalization, dated
06/26/13, revealed the resldent had been treated
in an inpatient psychiatric facility due to a recent

“attemnpted suicide. The note stated Resident #1

“had a diagnosis of Major Depressive Disorder.

: The note continued onto state Resident #1 was
started on Remeron (antidepressant} medication

knowledge of and access to the resident’s plan of

- furnished to attain/maintain the resident's highest

hospltal, with diagnoses which included Recurrent.

cal Pege 11 of 35
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F 281 . Continued From page 11

- Record review revealed a inttial care plan dated,
06/29/13, which stated Resident #1 would have
no unidentified complications related to
medication usage/side effects related to the use
of antidepressant medication. However, further

- review of Resident #1's current plans of care,

- revealed there was no care pian initiated upon

“admission with interventions that addressed the
resident's diagnosis of Depression and/or the
resident's history of suicidal ideation/attempt.

i Review of the Physician's Crders, dated

-07M12/13, revealed Resident #1 continued to be
administered Remeron 7.5 milligrams (mgs) by
mouth daily at bedtime for depression,

- Review of Resident #1's admission Minimum
Data Set (MDS) assessment, dated 07/17/13,

- revealed he/she had a Brief Interview for Mental
Status (BIMs) score of four {4), this score
indicated severe cognitive impairment. Review of -
Section D (Mood) of the MDS revealed Resident
#1 continued to display depressive symptoms

- which included feeling down, depressed or
hopetess nearly evaryday. Resident #1's overall
Depression Severity Score was six (6), this score
indicated mitd Depression. Review of Section |
{Active Diagnoses) revealed Resident #1 had a :

- current diagnosis of Depression.

. Observation during a skin assessment, on

“07/25/13 at 2:55 PM, revealed Resident #1 had
red linear scars to his/her bilateral wrist, .

- Interview with State Registered Nursing Assistant -
 {SRNA) #7, on 07/26/13 at 11:00 AM, revealed

‘ she normally worked with Resident #1 weekly.

- SRNA#7 reported she was not informed by the |

If continualion shear Page 12 of 35
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 facility of Resident #1's history of Depression and .
suicidal ideation/attempt. However, SRNA #7 :

. stated Resident #1 had actually told her about
his/her psychiatric history. SRNA #7 stated she
was unaware of any care plans or interventions in -

i place in regards to the resident's .
depression/suicidal attempt.

F 281

" interview with SRNA#10, on 07/26/13 at 11:10
AM, revealed she was a usual caregiver for
Resident #1. SRNA#10 reported she was
unaware Resident #1 had a recent history of self
harm and Depression. SRNA #10 reported she
was not aware of any interventions in place to
prevent self harm or Depression.

interview with Licensed Practical Nurse {LPN) #3,
. on 07/26/13 at 10:43 AM, revealed Resident #1 |
“ should be care planned related to his/her
diagnosis of Depression and history of self harm. -
LPN #3 stated since Resident #1 had a recent
history of seif harm, he/she should have been
monitored for signs/symptoms of Depression,

“interview with LPN #1, on 07/25/13 at 5:15 PM,
revealed she was aware Resident #1 had slit

+ histher wrist in a suicide attempt prior to
admission to the facillty last month. LPN #1
reported Resident #1 should have been care

' planned related to prevention of suicidal

"ideations/self harm. LPN #1 stated with Resident

. #1's history of Depression and suicidal ideations, :

- staff should be aware of the need to keep sharp |
objects out of reach, LPN #1 reported the nurses _

. working the floor were responisible for the

“admission care plans, while the MDS nurses

_ Created and updated the comprehensive plan of

L care,

If continuation sheet Page 13 of 35
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Interview with the Acting Director of Nursing
- {DON), on 07/26/13 at ©:22 AM, revealed she
expected staff working with Resident #1 to be
aware of his/her history of suicidal ideation and

- Depression. The Acting DON agreed Resident #1 ;'

should have a care plan in place that addressed
f goals refated to his’her Depression. The Acting
DON sated it was important to address Resident
- #1's Depression with a plan of care so everyone
was aware of what the resident's needs were,
The Acting DON added, that the resident's plan of
‘care served as a good communication form ;

between staff.

Interview with Resident #1's Physician, on
; 07/25/13 at 10:30 AM. revealed she expected
“Resident #1 to have a care plan in place that
. @ddressed histher diagnosis of Depression.
- Resident #1's Physician reported it was important
to monitor Resident #1's mood for signs and
: symptoms of Depression,

Interview with the Adm inistrator, on 07/26/13 at

4:50 PM, revealed she expected resident's with a
. diagnosis of Depression and antidepressant use
‘1o be addressed in a plan of care. The

Administrator stated proper care ptanning was

“mental and physical.
F 309 483.25 PROVIDE CARE/SERVICES FOR

§5:p: HIGHEST WELL BEING

. Each resident must recejve and the facility must

or maintain the highest practicable physical,
. mental, and psychosocial well-being, in

and plan of care.

. imporiant to address every resident's needs; both °

provide the nNecessary care and services to altain |

f accordance with the comprehensive assessment

F281

Il is the policy of Elliott Nursing & 09/06/2013

Rehabifitation Center

to provide the necessary care and services to attain or
maintain the highest practicable physical, mental and
psychosocial well-being, in accordance with tiie

cotnpreliensive assessient and plan of care.

F 3095

If continuation sheel Paga t4 of 35

FORM CMS-2567(02-89) Previous Verslons Ghbsolale Even! [ 3UFL 11

Faeilily 10: 100690



A= m e ame v a3k VU et

DEPARTMENT OF HEALTHAND HUMAN SERVICES

VIYEKSIUVAKE KY

[dooso/0081

PRINTED: 08/09/2013
FORM APPRCOVED
OMB NO. 0938-0391

CENTERS_FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCT!ION {X3) DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER: A. BUILDING COMPLETED

c
185415 BWING _ 07/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
ELLIOTT NURSING AND REHABILITATION CENTER RT 32 EAST, HOWARD CREEK RD
L SANDY HOOK. KY 41171
tX4) 16 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION %51
PREFIX | {EACH DEFICIENCY MUST BE PRECERED 8Y FULL PREFIX {EACIH CORRECTIVE ACTION SHOULD 8 CORPLETION
TAG H REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
OEFICIENCY)

F 309. Continued From page 14

' This REQUIREMENT is not met as evidenced
by
Based on observation, interview, record review
and review of the facility's policies, it was
; determined the facitity failed to ensure each
I resident received the necessary care and
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being, in accordance with the comprehensive
; assessment and plan of care for one (1) of fifteen |
(15) sampled residents (Resident #1). Resident
#1 was noted to have excoriation to his/her
perineal area during skin assessment with the
surveyor. This excoriation had not been reported
1o the nurse prior to the skin assessment with the !
“ surveyor. In addition, Resident #1's mental needs
were not addressed as evidence by no
individualized plan of care or interventions to _
address possible future depressive symptoms or
future suicidal ideations.

The Findings Include:

1. Review of the facility's policy titled, "Wound
- Management Guidelines", effective 03/01/13,
; revealed the purpose of the policy was to provide |
' guidelines to ensure the most appropriate care
and treatment of skin issuas. The policy stated
residents would recejve the appropriate treatment |
. for thelr skin issues as identified. i

Review of the facility's policy titled, "Risk

F309: O 7/25/13, the physician saw Resident #1 09/06/2013

and skin

: protective crean was ordered. The charge nurse recorded
tire order, documecnted farnily notification and applied tie
cream as indicated.

- On 7/26/13, Resident #1's care plan was updated by the

- Social Services Director to include jer fristory :ofsu[cidai
ideatious and depression. Appropriate interventions werc
recarded and coniniunicated to all nursing staff via verbal
report at each shift change and verbally communicated to
primary care givers by the Social Services Director. This

. contnunication is on-going and follow up is oc;curring as
needed by the Administrator and Social Services Director.

. By 872/13, the RN Supervisor conipleted skin assessients

. of ali inhrouse residents to ensure that there were 1o skin
issues that had not been reported to the MD aud licensed
mrsing staff. Auy new issucs identified werc reported to

- Ile MD for appropriate orders and family uottfication was
completed and recorded in the resident medical record.

. The IDCPT will review all resident care plans by 8/22/13
to entsure that eaclt plan of care is reflective of current
resident needs and that appropriate iiterventidis are
recorded so that each resident can attain or maintain the
fuighest practicable physicat, nientat, and psycliosocial

well-being.

On 7/26/13 the Social Services Director was ré-educated
by the Admintstrator regarding the imporfaucé of
developiig a comprehensive plan of care so that services

canr be provided to attain or maiitain the resident's highess
practicable physical, mental and psychasocial well-being
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F 309 Continued From page 15
: Assessment Scale and Documentation”, effective
' 03/01/06, reveated any change of skin condition |
or abnormalities would be reported to and
assessed by a nurse.

Review of the facility form titled, "Stop and Watch
Early Warning Toot", dated 01/13, revealed when

. staff members identified changes such as those

1 in skin color or condition, they were to indicate the -
change observed on the form, and then review
the change with the nurse as soon as possible.

: The form contained an area for the resident's

" name, staff reporting, as well as date, time and
who the change was reporied to.

| Record review revealed the facility originally
admitted Resident #1, on 06/29/13 with
diagnoses which included Recurrent

. Gastro-Intestinal Bieed, Peptic Ulcer Disease,

“ Anemia, Sacral Decubitus, Hypertension,
Seasonal Allergies and Depressive Disorder.
However, on 06/30/13 Resident #1 was

- transferred to an acute hospital due to a

* Gastro-Intestinal Bleed. The facility then
re-admitted Resident #1, on 07/10/13.

- Review of Resident #1's admission Minimum

: Data Set (MDS) assessment, dated 07/17/1 3.

‘revealed hefshe had a Brief Interview for Mental
Status (BiMs} score of four (4), this score

. indicated severe cognitive impairment. Review of :

- Section G (functional status) of the MDS,
revealed Resident #1 required the assistance of
two staff members with bed mobility, transfers,

~walking in room, dressing, and toileting. This

: section also indicated Resident #1 required the
assistance of one staff member for eating,

bathing and personat hygiene. Section H (Bladder :

i and Bowel} of the MDS revealed Resident #1 was |

F 309 on 8/15/13 the Administrator provided additiorial

cducation to all mentbers of the 1IDCPT regarding the

+ importance of ensuring that eacl resident care plau is

! reflective of current necds in order to provide the necessary
care and services o attain or ninintain the highest

i practicable physical, inental, and psychosocial well-being.
The DON, RN Supervisor and LPN Charge Nurse will

© provide education to all nursing staff by 8/19/13 regarding
the importance of providing the necessary care and services
to attain or maintain the highest practicable physical,

“ nterttal, and psychosocial well-being of each resident in
nccordance with the resident's comprehensive plan of care.

¢ The education included, but was not limited to_; reporting

; any changes in resident condition to the nussiig supervisor
and appropriate notification of MD and family, Licensed
staff received additional education regarding the
importance of capturing resident 11eeds on the admission

+ care plair and the atitization of short term care plaus for

acute issues.
Tite DON or RN Supervisor will complete bady audits

. on at least five residents per week for four weeks, and at
lcast five residents monthly thereafter, to eusure that
all skit issues are identified, recejve appropriate treatinent
arders and that MD and family natification occur per

facility policy,

|
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F 308 Continued From page 16
occasionally incontinent of urine and always
. inconlinent of bowel.

' Review of Resident #1's Comprehensive Plan of
Care (POC), initiated 06/29/13, revealed he/she

the POC was for Resident #1 to be free from
unidentified infections from incontinence through
. next review, of 09/29/13. As part of the
- interventions listed, Certified Nursing Assistants
{CNAs) were to observe Resident #1's skin daily
for irritation and redness with daily care.

#1's skin were to be reported to the nurses.

| Observation of Resident #1's head to toe skin
assessment performed by Licensed Practical
Nurse (LPN #1}, on 07/25/13 at 2:55 PM,

; revealed he/she had redness and excoriation to
histher perineal area and inner thighs. interview
with LPN #1, during the skin assessment

: revealed she was unaware of redness/excoriation

to the resident's perineal area. LPN #1 reported
Resident #1 required assistance with toileting and
was incontinent at times, so he/she wore a brief.

Review of Resident #1's Physician's Orders
revealed there were no treatments in place to

: address rednessfexcoriation to his/her perineal
" area prior to the skin assessment observed by

the surveyor on 07/25/13.

Review of a Physician's Note, dated 07/25/13 at
: 9:55 PM, revealed after the skin assessment

observed by the surveyor, Resident #1 was seen
; by the Physician due to reports of
“rednessiirritation to his/her groin area. The

Physician's notes stated Resident #1's groin and
. inner thighs were red with a "yeasty appearing

"was incontinent of bowel and bladder. The goal of .

: Observations of irritation and redness to Resident

F 309 The DON or RN Supervisor witl audit all admission care
plans for four weeks, and at least two per week therenfter,
to ensure that care plans are implemented i1t a nianuer tht

- provides the nccessary care and services to attain or

- mmintain the highest practicable physical, mental and

¢ psychosociill well-being.

. The DON will utilize walking rounds and chart reviews

" to identify any other areas of concent regarding the
Quality of Care delivered to the residents at our facility.

' Walking rounds will be completed three times'per week
for four weeks and at least weekly thereafter, Two
rantomn chart reviews will be conducted weekly for four
weeks and at least one per week tlierenfier to ensure that

care and services provided are provided so that the
resideit can attain or maintain his/her highest practicable
level of well-being. :

The results of these audits will be forwarded to the
mouthly CQI committce for further review and continued

conipliance,
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F 309. Continued From page 17
rash."

“ Interview with State registered Nursing Assistant
{SRNA) #8, on 07/25/13 at 3:30 PM, revealed she

. had changed Resident #1's brief prior to the skin

' assessment observed by the surveyor, SRNA #8
stated she noticed Resident #1's perineal area
was red, but she was unsure wether or not this
was a normal skin condition for this resident, so
she did not report the redness to the nurse.

- SRNA#8 also stated she believed the nurses

redness, but she was unsure.

revealed she had provided incontinence care to
Resident #1 prior to the skin assessment
" observed by the surveyor, SRNA #9 reported
Resident #1's perineal area was red earlier that
day while she was providing care. SRNA #9
; reported she did not inform the nurses of the
change in Resident #1's skin condition, because
she was unsure if the redness was "normal" for
him/her. SRNA #9 reported she was supposed to
report any change in a resident's skin condition to

a nurse.

: Interview with SRNA#10, on 07/26/13 at 11:10
AM, revealed she had noticed Resident #1 had
redness of his/her perineal area, on 07/25/13.
However, SRNA #10 reported she did not tell ihe

should have told the nurse about the redness to

Resident #1's perineal area. SRNA #10 stated it
. was jmportant to inferm the nurse of changes in
i skin condition so treatment could begin.

_Interview with LPN #3, on 07/26/13 at 10:43 AM,
' reveated SRNA's should report any changes in a

; may have already had a treatment in place for the -

Uinterview with SRNA #9, on 07/25/13 at 4:39 PM,

' nurse of the skin condition. SRNA #10 stated she -
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F 309 Continued From page 18
resident’s skin condition directly to the nurse.

interview with the Acting Director of Nursing
{DON), on 07/26/13 at 2:22 AM, revealed the
* SRNA's providing perineal care for Resident #1
should have verbally told the nurse as soon as
. possible when they noticed the
excoriation/redness. The Acting DON stated it
was important to inform the nurse to ensure the
- Resident's problem was identified and received
treatiment as soon as possible. The Acting DON,

for to report anything abnormal. However, the
. Acting DON stated verbally informing the nurses
of changes in a resident's condition was

sufficient.

~Interview with the Administrator, on 07/26/13 at
; 4:50 PM, revealed she expected the SRNA's to

. change in the resident's skin conditior. The

; Administrator stated verbal communication was
sufficient, and that Stop and Watch forms could

‘ be used in addition, but was not required.

2. Record review revealed the facility admitted
. Resident #1, on 06/29/13 with diagnoses which
included Recurrent Gastro-intestinal Bleed,

. transferred to an acute hospital due to a
- Gastro-Intestinal Bleed. Resident #1 was then
re-admitted to the facility, on 07/10/13 from an

. acute care hospital.

. Record review of Resident #1's Psychiatric
! Progress Notes, dated 06/26/13, revealed the
“resident had received psychiatric treatment due

 stated the Stop and Watch forms were also used

“immediately inform the nurse when they notice a

. Peptic Ulcer Disease, Anemia, Sacral Decubitus,
! Hypertension, Seasonal Allergies and Depressive
Disorder. However, on 06/30/13 Resident #1 was

i
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to a recent attempted suicide. The progress note _

also revealed Resident #1 had a diagnosis of
: Major Depressive Disorder. Lastly, the note
“ continued onto state Resident #1 was started on
- Remeron (antidepressant) medication daily.

. Record review revealed Resident #1 was issued
" an Order For Emergency Appointment of

Fiduciary, on 06/26/13, due to a history of severe :

, Depression and memory loss with an attem pted
suicide, On 06/26/13, Resident #1 was issued an

. individualized guardian,

Record review revealed there was no care plan
: initiated upon admission or re-admission with
interventions that addressed the Resident's
; diagnosis of Depression and/or the resident's
" history of suicidal ideation/attempt.

: Review of the Physician's Orders, dated

07/12/13, revealed Resident #1 continued to be
, administered Remeron 7.5 milligrams (mgs) by
: mouth daity at bedtime for depression.

| Review of Resident #1's Initial Minimum Data Set |

" (MDS) assessment, dated 07/17/13, revealed :
he/she had a Brief Interview for Mental Status

- (BIMs) score of four (4). A score of four (4)
indicated severe cognitive impalrment. Review of
Section D {Mood} of the MDS revealed Resident

- #1 displayed depressive symptoms which such
as feefing down, depressed or hopeless nearly

¢ everyday during the review period, Resident #1's

“overall Depression Severity Score was six (6),

. which indicated mild Depression. Review of

: Section | (Active Diagnoses) revealed Resident
#1 had an active diagnosis of Depression.

' Observation, on 07/25/13 at 2:55 PM, during a

F 309
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skin assessment revealed Resident #1 had red
. linear scars to his/her bilateral wrist.

_tnterview, on 07/26/13 at 11:00 AM, with State

. Registered Nursing Assistant (SRNA) #7 revealed
she normally worked with Resident #1 weekly.
SRNA #7 reported the facility had never informed

. her of Resident #1's history of Depression and
suicidat attempt. Although, SRNA #7 stated
Resident #1 had actually told her about higsher

. psychiatric history. SRNA #7 stated she was

- unaware of interventions in place at the facility to
address the resident's history of

. depression/suicidal attempt.

interview, on 07/26/13 at 11:10 AM, with SRNA

: #10 revealed she was a usual caregiver for

" Resident #1. SRNA #10 reported she had no
knowledge of Resident #1's recent history of self

“harm and Depression. SRNA #10 reported she

i unaware of any interventions in place to prevent
Resident #1 from self harm or Depression.

- Interview, on 07/26/13 at 10:43 AM, with Licensed .
- Practical Nurse (LPN) #3 revealed Resident #1 |
shoutd have been care planned related to his/her
_diagnosis of Depression and history of self harm.
i LPN #3 stated Resident #1 had a recent history

of self harm, so he/she should be monitored for

signs/symptoms of Depression.

Interview, on 07/25/13 at 5:15 PM, with LPN #1
revealed she was aware Resident #1 had recently
slit his/her wrist in a suicide attempt prior to :

- admission to the facility. LPN #1 stated with

Resident #1's history of Depression and suicidal
ideations, staff should be awars of the need to :

! keep sharp objects out of reach. LPN #1 reported

“the nurses working the floor were responsible for . _
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nurses were responsible for creating and
: updating the comprehensive pfans of care.

| Director of Nursing {DON) revealed she expected
personnel with Resident #1 to be Informed of
his/her history of suicidal ideation and

¢ Depresslon. The Acting DON agreed Resident #1

" should have goafs and interventions in ptace that
addressed refated to his/her Depression. The

. Acting DON sated it was important for everyone
to be aware of what the resident's needs were.

- Interview with Resident #1's Physician, on
07/25/13 at 10:30 AM, revealed it was important
to monitor Resident #1 for signs and symptoms of

- Depression.

fnterview with the Administrator, on 07/26/13 at

. 4:50 PM, reveaied proper care planning was

" important to address every resident's needs; both
mentat and physical,
483.60(b), {d), (e) DRUG RECORDS,

F 431
LABEL/STORE DRUGS & BIOLOGICALS

58=0

" a licensed pharmacist who establishes a system
of records of receipt and disposition of alt
controfted drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of alt
controlfed drugs is maintained and periodicalfy

: reconciled.

- fabeled in accordance with currently accepted
! professional principles, and inciude the

“initiattng the admission care plans, while the MDS

Interview, on 07/26/13 at 8:22 AM, with the Acting -

The facility must employ or obtain the services of '

. Drugs and biclegicals used in the facillty mus! be

F 309

09/06/2013

F a3t tris the policy of Etfiott Nursing &

Rehabititation Center
{ENRC} to employ or obtain the services of a licensed
pharmacist who estabtishes & system of records of receipt
and disposition of all controtted drugs in sufficient detail
to enable an accurate reconcifiation: and determines

that drug records are in order is maintained and
periodically reconciled. Drugs and biological used in the
facitity must be labefed in accordance with currently
accepted professional principles, and cautionary
instructions, and the expiration date when applicabte,
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appropriate accessory and cautionary
instructions, and the expiration date when
applicabte,

In accordance with State and Federat laws, the

- facility must store alf drugs and biologicals in
focked compartments under proper temperature

> controls, and permit only authorized personnelto
have access to the keys,

“ The facility must provide separately focked,

. permanentfy affixed compartments for storage of
controlted drugs listed in Schedule Hl of the

: Comprehensive Drug Abuse Prevention and
Control Act of 1878 and other drugs subject to

: abuse, except when the facility uses single unit
package drug distribution systems in which the

. quantity stored is minimal and a missing dose can.

- be readily detected.

i This REQUIREMENT s not met as evidenced
by:

: Based on cbservation, interview, and review of
the facility's policy, it was determined the faciiity

. failed to ensure biclogicals were not expired in

"accordance with currantly accepted professional

principles.

Observation of the Lighthouse (a locked unit)
: medication room during initial tour on 0726/13 at -
1:20 PM revealed biologicals which were expired.

' The findings include:
! Review of the facility's poficy titled "Medication

~ Storaga in the facility', undated, revealed
"Outdated, contaminated, or deterjorated

F 431. On 7/23/13 atf biologicals that were out dated were
" removed fron use by the RN Supervisor.
© On 7/24/13 atf biologicats were audited by the DON and
. RN Supertisor to ensure that any expired biologicals had
been discarded. No other expired supplies were identified.
By 8/22/13 all ticensed nursing staff will be re-educated by
the DON and RN Supervisor regarding the préper dating
and [abeling of atl drugs and biotogicat in accordance with
* currently accepted professionat principtes, cautionary
statenients and expiration dates, when appticable.
Additional education will inctude the importm:me of
maintaining our system regarding the receipt and
disposition of controlted drugs in sufficient defait o ensure
accurate periodic recoricifiation.
The centrat supply room biotogicals witl be audited by our
Moedicat Records Director monthly for proper dating and
expiration. The DON/RN Supervisor will audit the
medication room, med carts, and treatment cafts weekty
for 4 wecks to ensure att medications and biotbgicals are
appropriatety fabeled in accordance with accepted
professional principles, dated, and that expiration date is
recorded, if applicable. Thereafter the DON or RN
Supervisor will perform a monthly audit of alf drugs and
biologicals for labeling, dates and expiration dates in
order to ensure continued compliance. The consulting
pharmacist wilf atso review med rooms and carts to
ensure that drugs and biologicals are tabefed and dated
according to current accepted professionat prg‘hci ples.
Resutts of audits will be forwarded to Qualitj.f
Improvement committee for further review and continued

complignce. ‘
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F 431 Continued From page 23
" medicatons and those in containers that are
- cracked, soifed, or without secure closures are
immediately removed from stock."

Observation, on 07/26/13 at 120 PM, of the
Lighthouse Unit medication room revealed the

item packaging:

thinner medication) test units dated 03/2013
A cannister of "Dispatch" wipes (a sanitizing,
disposabte cioth) dated 12/01/2012

dated 08/2011 (12 packs}

0.9% Normal Saline 120 Millileters (mt) dated
: 03/2013 {10 containers)

" A full box of Hemocult test slides (used to test
feces for blood), dated 10/2012

_An enema bag dated 11/2011

. Yankauer suction tips (2), dated 12/2012

- Spring water (2 galfon jugs) dated 03/27/11

| Supervisor (also facility Educator) that was

. had assumed the usuaf nurse in charge of the
‘unit {on vacation) was either checking for
! expiration dates or was having her staff do it.

following items to be outdated per dates on the

A full box and a partial box of "Protime 3" (tests _
the thickness of btood to titrate sliding scale bicod ' :

fndividual Betadine swab sticks {a skin cleanser)

Steri Strip 1/8" skin closures (10) dated 02/2011

! interview, on 07/26/13 at 1:45 PM, with the House

working the Lighthouse Unit this day revealed she |

F 431
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' Further interview revealed that, she, as the facility
Educator, did general staff education but the unit
charge nurses did unit specific education.

' Continued interview revealed Ihe facility had a
stock clerk to restock supplies and check for

. outdates untit about seven (7) months ago, when

“that position was eliminated,

. Interview, on 07/26/13 at 5:00 PM, with facility _
“ Administrator reveated it was the Lighthouse unit |
staff responsibility to re-stock suppfies and check -
for outdates. Further interview revealed there
was not a formal process in place to check for
outdates.
F 441. 483.65 INFECTION CONTROL, PREVENT

55=D i SPREAD, LINENS

The facitity must establisis and maintain an

- Infection Controf Program designed to provide a
safe, sanitary and comfortable environment and

to help prevent the devetopment and transmission’
of disease and infection.

{a) Infection Control Program

The facitity must establish an Infection Control

Program under which it -

{1) Investigates, controls, and prevents infections

! in the facifity; :

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and .

: (3) Maintains a record of incidents and corrective |

" actions refated to infections.

- (b) Preventing Spread of Infection

{1) When the Infection Control Program

" determines that a resident needs isotation to
prevent the spread of infection, the facility must

i Isofate the resident,

F 441 1t is the policy of Eltiott Nursing &

F 431

09/06/2013

Rehabititation Center :
- {ENRC} to provide a safe, sanitary and comfortable
environment and to hetp prevent the devetopment and
_ transmission of disease and infection. :
On 7/25/13, the RN Supervisor re-educated LPN #t,
LPN #2 and SRNA #6 regarding proper glove use and
" proper hand washing techinigues per the thfection Controt
policies. :
! The Infection Controt Log was reviewed by the DON
on B/15/13. A took back period of six months:indicated

 that no resident had been adversely affected by this

deficient practice.
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pag Al nursing staff witl be reeducated regarding the

" {2) The facility must prohibit employees with a
" communicable disease or infected skin lesions
. from direct contact with residents or their food, if
¢ direct contact wilf transmit the disease.,
(3) The facility must require staf to wash their

" hand washing is indicated by accepted
professional practice,

" {c) Linens
Personne! must handle, store, process and
‘ transport linens so as to prevent the spread of

infection.

. This REQUIREMENT is not met as evidenced

by:
Based on observation, interview, and review of

to maintain an Infection Controf (IC) program
. designed to provide a safe, sanitary and
- comfortable environment to help prevent the
development and transmission of disease and
_infection for two (2) of fifteen {15) sampled

failure to remove soiled gloves, wash hands, and
. don new gloves during skin assessments after
: asserssing residents perineal and buttock area.

Observation during Resident #1's and #2's head
: to toe skin assessment revealed the nurses
" assessed contaminated areas with their gloved
hands and proceeded to assess other areas of
: the residents’ bodies without removing the
" contaminated gtoves, washing their hands, and
© donning new gloves.

_In addition, observation during a dinner meal

. hands after each direct resident contact for whnch

facility's policy, it was determined the facility failed

residents (Residents #1 and #2) as evidenced by

importance of maintaining an infection controf program
designed to provide a safe, sanitary and comfopiable
elvironment and to hefp prevent the devefopment of
trahsmission of disease and infection. This reeducation
will include a review of proper infection controt
techniques and review of information obtained on the CHC
twebsite. This reeducation with be provided by the DON
and RN Supervisor and witt be compteted by 8/23/13.
However, on-going education regarding specific tapics
each month witf be presented to staff by the DON and RN

Supervisor.

The DON/RN Supervisor witl visually monitor via daity
compliance rounds (Monday- Friday) various aspects of
the infection coltrol program at least 3 times per week
for 4 wecks and once a week ongoing. These complialice
rudnds will focus on alt aspects of infection controf but

each month, a singte practice such as appropriate
techniques for skin assessmeints or hand washiig, will be
the feature topic. Staff will receive additional education
on the featured topic and visuat audits wilt be:directed
towards the monthly featured topic. '

tn addition, the DON/RN Supervisor will complctc
random observation of hand washing before, durlng, and
after skin assessments and during meals per the fnfection
Controt Policies. Any viotation wit] be addressed with

ang-on-ohe education.
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F 441 Continued From page 26
i revealed a State Registered Nursing Assistant
| {SRNA) defivering and setting up trays in
"residents rooms. Observation revealed the SRNA
to wear gtoves which she changed; however, did
not wash or sanitize her hands after removal of

. her gloves.
The findings inctude:

Review of the facility's policy,
"Handwashing/Hand Hygiene", dated 08/12 :

. revealed the facility considered hand hygiene the
primary means to prevent the spread of
infections, Review revealed alt staff were to
foltow handwashing/hand hygiene procedures to

. help prevent the spread of infections to other

: residents, staff or visitors. Continued review of

" the policy revealed staff were to wash their hands .
after direct resident contact and after contact with |
aresident's Imucous membranes, body fluids or

. excretions. Review revealed staff were to wash

. or sanitize their hands after removal of gloves.

" Further review revealed the use of gloves did not .
replace handwashing/hand hygiene.

1. Observation, on 07/25/13 at 2:55 PM, of
. Resident #1's head o toe skin assessment, :
. performed by Licensed Practical Nurse (LPN) #1 |
- revealed during the assessment LPN #1 :
assessed Resident #1's perineal area, touching
his/her inner thighs and perineat area with gloved
hands. After assessing the resident's perineal :
area, LPN #1 rolted the resident to his/her left
i side and continued to assess Resident #1's
: buttocks. LPN #1 did not change gloves or wash
“her hands and touched the outside of the
resident's wound vac dressing to his/her cocoyx
- with the same gloves worn to assess the perineal |
i area and buttocks. LPN #1 then rofied Resident

F 441 The results of the daily compliance rounds and the random
. observations wilt be forwarded to the monthty Quality
* Improvement committee meeting for further review and

" continued compliance.
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#1 to his/her right side and secured his/her brief
and adjusted the resident's gown. LPN #1

same gloves. LPN #1 removed her gloves, but
did not wash her hands and continued to adjust
Resident #1's pillow, gown and bianket,

Interview, on 07/25/13 at 5:15 PM, with LPN #1
' revealed she had received training at the facility

. toe skin assessment. LPN #1 stated she was
. instructed to assess the resldents from the
"cleanest to dirtiest" areas. LPN #1 stated she

- resident's head, arms, torso, back, tegs, then
perineal area. LPN #1 stated she should have
changed gloves/washed hands after assessing

- Resident #1's perineal area and buttocks before

" touching other parts of the resident's body. LPN

. important during skin assessments to prevent
' introducing bacteria to other areas of the

resident’s body.,

" 2. Observation, on 07/25/13 at 3:22 PM, of
Resldent #2's head to toe skin assessment,

‘ performed by LPN #2 revealed during the

 assessment LPN #2 assessed the resident's
buttocks, spreading the cheeks to observe the
anal area. Observation revealed LPN #2 then

washing her hands and donning new gloves.

' Interview, on 07/25/13 at 5:02 PM, with LPN #2
" revealed she did not feef she should have

- removed her gloves and don new gloves after

j she assessed Resident #2's buttock area. She

proceeded to reposition Resident #1 wearing the

"regarding proper techniques to perform a head to

was to begin skin assessments by assessing the

#1 stated proper infection control practices were

. continued assessing other areas of the resident's
" body without removing the contaminated gloves,

SANDY HOOK, KY 41171
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stated she didn't come in contact with anything
she felt would be a danger to herself or the

resident. The LPN stated If she didn't come in

contact with bodily fiuids she didn't change her
gloves. According to the LPN, If you came in 3
contact with anything "dirty" such as, bodily fluids,
feces, spit, open areas or urine then you would

' change your gloves. the contaminated gloves

after assessing Resident #2's perineal area and
buttocks, washed her hands and donned new :
gloves before procaeding with other areas of the '

body.

' 3. Observation, on 07/23/13 at 4:55 PM, of State

Registered Nursing Assistant (SRNA) #6 revealed

. her delivering dinner meat trays to residents'
rooms with gtoves on. Continued observation

revealed she changed her gloves from room to

- room, however did not wash or sanitize her hands -
after removat of her gloves and prior to donning

new gloves.

nterview, on 07/25/13 at 515 PM, with SRNA #6 |

, revealed she should have washed or sanitized
 her hands before donning new gloves. She

stated she knew to do this, however didn't know
why she didn't do it.

Interview, on 07/26/13 at §:22 AM, with the Acting

. Director of Nursing (DON)/Infection Control Nurse:
: revealed staff were expected to perform skin !

assessments using a "ctean to dirty" method. The -
Infection Control Nurses/Acting DON added, staff !

i were expected to wash their hands and change
" gloves after assessing the resident's perineal

area and before assessing other areas of the

 resident's body. In addition, the Acting
DON/Infection Control Nurse reported staff were
in-serviced at least annually on proper infection
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controf techniques. The Acting DON/Infection '
Control Nurse stated it was important to folfow
proper infection control techniques during skin
. assessments to prevent the spread of infection to
; other areas of the body. '
F 520 483.75(0)(1) QAA F520 1t is the poticy of Elliott Nursing & 09/06/201 3
55=£ COMMITTEE-MEMBERS/MEET -
Rehabilitation Center

QUARTERLY/PLANS

_ A facitity must maintain a quality assessment and ;

' assurance committee consisting of the director of !

nursing services; a physician designated by the
facility; and at least 3 other members of the

| facitity's staff.

The quality assessment and assurance
comimitiee meets at least quarterly to identify
" issues with respect to which quality assessment
" and assurance activities are necessary, and
devefops and imptements appropriate plans of
action to correct identified quality deficiencies.

" A State or the Secretary may not require

" disclosure of the records of such committee _
except insofar as such disclosure is related to the

- compliance of such committee with the ;

' requirements of this section.

Good faith attempts by the committee to identify
. and correct quality deficiencies witl not be used as

; a basis for sanctions,

' This REQUIREMENT is not met as evidenced
by:

" that develops and implements apprapriate ptans of action
: On 8/29/13 the Regionat Quality mprovement Nurse witt

reeducate afl members of the Quatity fmproveinent

. Committee regarding proper development,

* deficiencies to ensure these issues are resolved.

to maintain a Quality Assessiment and Assurance Program

to correct quality deficiencies,

impfementation and foltow-up of action ptans. She wift
also discuss the importance of follow-up on atf identified

On 8/02/13, aft CQl minutes jncluding action plans
beginning January 2013 to current were audited by the
Administrator and the Quality Improvement Committee
Chairman to ensure that appropriate action ptans were
initiated based upon tracking and trending of ideutified
issues. Action Plans were also reviewed to ensure that
appropriate follow-up was completed untit the probfems
resofved.

Andits have been implemented in the specific areas with
repeat deficiencies identified in the 2013 annual survey
process. These deficient areas wilt continue to be audited
on a monthly basis until resofution has occurced or the

lrext annual survey has occurred,
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F 520 Continued From p""?e 3_0 , F 520 Effective 8/02/13, the Quality fmprovement Committee
' Based on observation, interview and record ift continue to follow-up on atl other action plans untit
review, it was determined the facility faifed to . Wit centihue to ic up Pl
maintain a Quality Assessment and Assurance the problem has proved to be resolved for a minimum of |2
;. weeks.

Program that developed and implemented
appropriate ptans of action to correct quality
deficiencies, This was evidenced by repeated
deficiencies related to the facility's failure to
ensure there was an effective infection control
program, and failure to ensure professionatl
slandalds of pactice in fulfuwlig Physiclan's

. orders, and failure to ensure biofogicals were not

“expired in accordance with currently accepted

professional principles,

The findings include:

1. Based an interview and record review, it was
determined the facility failed to ensure Physmnan s

- Orders were foflowed. This was a repeat
deficiency for the facility which was cited 07/20/12

. related to a resident having Physician's orders for .

; notification of the Physician if the resident :
received less than three hundred sixty (360) cubic

~centimeters (cc's) of tube feeding. !

Review of the facility's Plan of Correction, with a

; compliance date of 08/31/12, revealed

Physician's orders for alf residents were reviewed
by the DON/RN Supervisor/Charge Nurse for all

: current residents and then reviewed again to
ensure Physician's orders had been noted and
implemented as written by the Physician.

: Education was provided to all licensed nursing
staff regarding the importance of following

. Physician’s orders as directed including

- notification of the Physician. Additionally, the

 DON/RN Supervisor were to review ten (10)

. Physician's orders per week for four {#) weeks to |

* ensure orders had been received, noted and :

i

Effective 8/02/t2, any resotved action ptans witt be added
to the bi-yearly Quatity tmprovement Committee calendar
for bi-annual follow-up by observation and/or audit of the

" identified issue to ensire ongoing compliance,
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implemented as directed by the Physician. The
. results of the audit were to be taken tao CQl for
further monitoring and continued compliance.

- Observation during the curren! survey revealed
Resident #4’s oxygen to be set on fwo (2} to two
and one half (2.5) liters per minute (LPM).

i Review of the record revealed a Physician’s order
for Resident #4's oxygen to be set on three (3)

LPM.

Interview, on 07/26/13 at 5:00 PM with the
Administrator revealed education had been

: provided as indicated on the previous Plan of
Correction {(PoC). She stated all orders were ;
gone aver right away, discussed in the Monday

: through Friday morning meeting and in the
Continuous Quality Improvement (CQI)
Commitiee. She stated the audits were

i completed as indicated on the previous PaC.

- Additionally, she stated her expectations were
that nurses look at oxygen orders and ensure the

: oxygen is set correctly before signing off on the |

! Etectronic Medication Administration Record

(E-Mar).

+ 2. Based on observation, interview, record review,

- and review of facility's palicy, it was determined
the facility faited to ensure biologicals were not

. expired. This was a repeat deficiency for the

i facility which was cited 07/20/12 related to

medications and biologicals opened and undated !

_on medication and treatment carts.

! Review of the facility's Ptan of Correction, with a
compllance date of 08/31/12, revealed the DON

and Consultant Pharmacist audited all ;
medications and biologicals were properly dated.
The DON educated all licensed nursing staff :
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regarding the proper dating of all drugs and
biclogicals. The Consultant Pharmacist was to _
audit all medications to ensure proper cdating. The :

; DON/RN Supervisor audited the medication
 rooms, medication carts, and treatment carts for
four (4) weeks to ensure praper dating of
: medications. Monthly audits were performed
" after that by the DON/designee to ensure
continued compliance. Results of the audits were
. to be taken to CQI for further review and ‘
. continued compliance.

. Observation during initial tour revealed numerous
‘ expired biologicals in the medication room of the

specialized memory care Unit.

"Interview, on 07/26/13 at 5:00 PM with the
Administrator revealed education had been
provided as indicated on the previous Plan of

" Correction {PoC). She stated a "sweep” had
been done of the Central Supply area to ensure
. there were no expired products. The

* Administrator stated the auditing had been
performed as per the previous PaC and the
results taken to CQl for further monitaring,

. however there had been no new action ptans
developed in regards to this area. She indicated
staff were to monitor for expired products gn the

. specialized memory care unit. However, she

‘stated there was no formal process in place for
the monitoring of expired biclagicals.

!'3. Based on abservation, interview, and record
‘review, it was determined the facitity failed to
: maintain an effective infection control program in
i order to prevent the development and
“transmission of disease and infection within the
_facility, This was a repeat deficiency for the
: facility which was cited 07/20/12 refated to a
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nurse placing the nasal cannuta in Resident #3's
nostrils with her bare hands and exiting the room -
without washing her hands; during incontinence
care for aresident staff failed to wash hands after
- performing incontinence care and prior to
touching objects in the room and failed to wash
their hands prior to exiting the room after the
- incontinence care; a nurse performing
incontinence care and then without washing her
hands performing a dressing change; observation
- of perineal care for two residents revealed poor
- infection control technique; observation of staff
were repeatedly placing the ice scoop back inside .
. the ice chest, on top of the ice during ice pass.

Review of the facility's Ptan of Correction, with a

_ compliance date of 08/31/12, revealed nursing

- management nursing staff were reeducated
regarding proper hand washing technigue befare, |
during, and after incontinence care; and on the

i proper use and positioning of the ice scoop. The

facility alleged the Director of Nursing (DON)
Registered Nurse (RN) Supervisor would visually

_monitor via daily compliance rotinds Monday thru

: Friday various aspects of the infection control

“program three (3) times per week for four (4)
weeks and once a month angoing. Additionatly,

. the DON/RN Supervisar was to complete random |

- observations of hand washing before, during and
after incontinence care and for the proper use of
the ice scoop. Results of the audits were to be

 taken to CQ! for further review and continued

: compliance,

Qbservations during the survey revealed the

. fottowing: Observation of two (2) different nurses .
during head to toe skin assessments touching '
contaminated parts of the residents’ bodjes and

i proceeding to assess other areas without

If continualien sheet Page 34 of 35
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“hands and donning new gloves.

setting up food trays to resident rooms with

"remove her gloves and don new gloves without
: washing or sanitizing her hands,

_Interview, on 07/26/13 at 5:00 PM with the
" Administrator reveated extensive education had

"control. She stated the facitity had someone

. come from a sister facility and identify problems

“ with infection control. The Administrator stated
infection control was continually being looked at
thraugh their Continuous Quality Improvement

“ three infection control inservices were done with
return demonstration. She stated the RN

i Supervisor monitors and audits for infection
controt issues during rounds Monday through

; Friday. The Adminstrator indicated staff shauld
ensure proper infection control measures were

. performed during skin assessments and meal

tray delivery.

; removing the contaminated gloves, washing their |

: Also, observation during a dinner meal revealed a |
. State Registered Nursing Assistant defivering and -

. gloved hands. Observation revealed the SRNA to

been provided to nursing staff regarding infection

{CQI Committee. According to the Administrator, |
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K 000 l INITIAL COMMENTS ' K Q00 I

!
~ CFR: 42 CFR 483.70(a) , |
| ! i

" Building: 01 |
i Survey under: NFPA 101 (2000 Edition) I'.
| Pilan approval: 1995 l.
i Facility type: SNFINF ;

| Type of structure: Cne story |, Type V (0D0) ; i
‘ ‘ [

" Smoke Compartment: Three {3) j :
' ' | i

|

“Flre Alarm: Complete flre alarm with smoke i

: detectors installed In corridors, heat detectors In i

“HVAC of Light House Unit, : | )

; Upgraded panei in 2009 ; |
Sprinkler System: Complete sprinkler system !

| (DRY), i ‘

. Generalor: Type 2 generator powered by diesel .
j .

A standard Life Safety Code BUMNVey was ; )
i conductud on 07/24/13. Elllot Nursing and : |
Rehabillkation Center was found not to ba n J )
j compliance with the requirements for particlpation ¢ !
*In Medicare and Medicaid. The census on the
« day of the survey was saventy one (71). The :
 facillty is licensed for seventy five (75) beds. | i
' [

|

| The Highest Scope and Severity deficisncy was & ; :
: I

CE level, 7 :
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD g K 029;: ;
, ] |

S8=F"° :
E One houir fire rated construction (with 34 hour , . |

WCTD 5 OR FROVIDER/SUPEI FRZNEPRE SENTATIVE'S SIGNATURE FITLE T8} ATE
‘ % Aelinon Istortfor g// & /L3
ad [hat

@ wilh afTastarisk () danctes & daficlency which Ihe lnstiiution may be excussd from coresting providing It & deterrfin
Excap| for nursing homes, ihe findings alalsd above are disclosable a0 days

ursing homes, the shove findings and plans of correclon are dlscigsable 14
8d plari of correciion Is requisite fo contnuad

ny defctency stalsmen endin
clent protection 1o the patients, (See Instruclions.)

ng ihes date of survey whether or not a plan of corraction I provided. Forn
s fallowing (he data thess docum ents are made avaliable 1o the faclilty, IF deficlencias are tited, an approv

ogram paficipation.
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fire-rated doors) or an approved automatic fire

- extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When

. the approved automatic fire extinguishing system

" option is used, the areas are separated from
- other spaces by smoke resisting partitions and
“doors. Doors are self- closing and non-rated or
. field-applied protective plates that do not exceed
' 48 inches from the bottom of the door are
permitted.  18.3.2.1

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure hazardous
, areas were maintained according to National Fire :
' Protection Association {NFPA) standards. The
deficiency had the potential to affect two (2) of

i three (3) smoke compartments, sixty two (62)
residents, staff and visitors.

'The findings include:

. Observation on 07/24/2013 at 1:31 PM, revealed
“the Maintenance Room next to the Maintenance
; Office had penetrations around the duct work and -
piping. The Maintenance Room contained a fuel
firad water heater. Further observations revealed
 the Maintenance Room for 100 Hall and the
Maintenance Room across from the Nursing
- Station contained fuel fired water heaters and had |
penetraﬂons The observations were confirmed -
. with the Maintenance Director.
“Interview on 07/24/2013 at 1:31 PM, with the
. Reglonal Malntenance Director, revealed the
“facility Maintenance Director was responsible for

i

K (28 compliance at all limes.
" On 8/6/13 the Regional Maintenance Direclor |

educated the facility Maintenance Director
regarding the importance of inspecting all
smoke resisting partitions for penetrations.
Areas of penetration were repaired by the
Regional Maintenance Director and the faciity
Maintenance Director on 8/] 5/13.

All smoke resisting partitions were inspected
on 8/15/13 by the facility Maintenance .
Director to assure no other penetrations existed
. All identitied issnes have been addressed.
The facility Maintenance Director will audit
all smoke resisting partitions for penetrations
on a weekly basis for 4 weeks to identify any’
areas for improvement and monthly ongoing,
The results of these audits will be forwarded

to the monthly CQt committee for furthe

r review and continued compliance.
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inspected Hazardous Area Rooms monthly for
i penetrations and the rooms should not contain

any penetrations.

‘The findings were confirmed with the
- Administrator at the exit conference on

: 07/24/2013.

. Reference: NFPA 101 {2000 edition)

$18.3.2.1 Hazardous Areas. Any hazardous areas

. shall be safeguarded by a fire barrier having a

: 1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in

-accordance with 8.4.1. The automatic
extinguishing shall be permitted to be in

. accordance with 19.3.5.4. Where the sprinkler

"option is used, the areas shall be separated from

_other spaces by smoke-resisting partitions and

‘doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shall include, :

; but shall not be restricted to, the following: '

-(1) Boiler and fuel-fired heater rooms E
(2) Central/bulk laundries larger than 100 ft2 (9.3

fm2) :
{3) Paint shops

- (4) Repair shops

" (5) Soiled linen rooms
(6) Trash collection rooms

1 (7) Rooms or spaces larger than 50 ft2 (4.6 m2),
including repair shops, used for storage of .
combustible supplles and eguipment it gquantities

' deemed hazardous by the authority having
jurisdiction

' (8) Laboratories employing fiammable or _
combustible materials in quantifles less than i

- those that would be considered a severe hazard,

‘ Exception: Doors in rated enclosures shall be i

. permitted to have nonrated, factory- or f

! fisld-applied protective plates extending not more |

K 029’
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; 7.1, 19.2.%

This STANDARD is not met as evidenced by:

: Based on observation and interview, it was
determined the facility falted to ensure doors
eqmpped with delayed egress hardware had
'signage of the proper height, according to
National Flre Protection Association (NFPA)

' standards. The deficiency had the potential to
affect three (3} of three (3) smoke compartment

i seventy five (78) residents, staff and visitors.

The findings include:

Hall, 300 Hall and Light House Unit had signage
' indicating the proper door operatlon with letters

confirmed with the Regional Maintenance

. must have signage meeting height and brush
; stroke width requirements.

{ Exit access is arranged so that exits are readily
accessible at all times in accordance with section

;
S, :

Observation on 07/24/2013 between 2:06 PM and j
i 2:42 PM, reveled all exterior exit doors equipped
* with delayed egress located on the 100 Hall, 200

less than tinch in height. The observations were

Director, Doors having delayed egress hardware

ND PLAN OF CORRECTION IRENTIFICATION NUMBFER: A BUIL DING 03 - MAIN BUILDING 01
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‘ than 48 in. (122 ¢cm) above the bottom of the :
_ door. . _
i 038 NFPA 101 LIFE SAFETY CODE STANDARD KO38 |tisthe policy of Elliet Nursing & : 0YE26 13

* Rehabilitation Center (ENRC) that exit access

. 15 arranged so that exits are readily accessible
at all times, '

© On 7/24/13 the Regional Maintenance Directorf
ordered stgniage with letters | inch in height for
all exterior exit doors equipped with delayed
egress.

- On 8/7/13 the Maintenance Director put up
the new signage on all exterior exit doors eqmpped
with delayed egress.

: Anenvironmental audit was condncted by the:
Regional Maintenance Director and the
Mainfenance Director on
8/6/13 to identify any areas of further concern
regarding exit access. All identified issues have

been addressed. ;
The Maintenace Director will audit the egress

doors
monthly to ensure the delayed egress door

signage is in

place. The Administrator will audit a satnple
of egress

doors tnonthly for delayed egress signage. 7
The results of these audits will be forwarded :
to the

monthly CQl committee for further review

and continued compliance.
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Interview on (7/24/2013 at 2:06 PM, with the ?
i Regional Maintenance Director, revealed the
signs had been installed recently and the facility .
. was Unaware the signage did not meet Life Safety’
Code requirements.
i The findings were confirmed with the
Administrater at the exit conference on
: 07/24R013,
K 104 NFPA 101 LIFE SAFETY CODE STANDARD K 104, Itis the policy of Elliott Nursing & 0976/2013
SENGE Rehabilitation Center that penetrations of

Penetrations of smoke barriers by ducts are

: protected in accordance with 8.3.6.

. This STANDARD is not met as evidericed by;

Based on observation and interview, it was

; determined the facility failed to ensure fire
' dampers were maintained according to National
. Fire Protection Association (NFPA}) standards.
The deficiency had the potential to affect three (3)

of three (3} smoke compartments, seventy five

{75) residents, staff and visitors.

* The findings include:

: Observatlon on 07/24/2014 at 1:29 PM, revealed
the Male/Female Public Restroom had fire

dampers controlled by a fuslble link. Further
observation revealed a total of forty two (42) fire

. dampers controlled by fusible links in the facility.

The observations were confirmed with the

: Regional Maintenance Director.

 Interview on 07/24/2014 at 1:29 PM, with the
Regional Maintenance Director, revealed the

smoke barriers by ducts are protected in
accordance with §.3.6
On 7/24/13 the Regional Maintenance Director
ordered dampers Iroin Sentry Fire. Maintenance
will be performed and finalized by 9/6/13.
Facility audit was coinpleted by the Regional
Maintenance Director and the facility
Maintenance Director on 8/15/13 to identify
if all fusible links had been chauged per ..
regulation within 4 years. Any areas identified
will be corrected by 9/6/13. :
The Regional Maintenauce Director educated
the facility Maintenance Director on 8/6/13
regarding the importance for monitoring fire’
dampers to ensure the fusible links are replaced

every 4 years and maintenance is perforined:

10 ensire proper operation.

The Maintenance Director will conduet
monthly audits for compliance of fire dampe:t‘
maintenarce as a routine monthly preventattve

task.
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K104 Conlinued From page 5 K 1045 The results of 1hese audits will be forwarded

facility had no documentation for maintenance

, and inspection of the fire dampers. Fire dampers |

" must be maintained to prevent the spread of fire.

" The findings were confirmed with the
. Administrator at the exit conference on
T07/24/2013,

Reference: NFPA G0A (1999 edition)

- 3-4.7 Maintenance. At least every 4 years, fusible -

“links (where applicable) shall be removed: all
; dampers shall be operated to verify that they fully

close; the latch, if provided, shall be checked; and

; moving parts shall be lubricated as necessary.

to thie monthly CQI comnmittee meeting for

further review and continued colnpliznce,

FORM CMS-2567(02.99) Previous Ve sions Obsolele

Evanf ID:3UFL 21

Facikly ¥3: 100660

Il conlinuation sheel Page 6 of 6




