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F QG0 INITIAL COMMENTS F000 The Witlows at Fambarg
: Standard Survey 8/15/14
A Racertification Survey was infisted on . |
|  08/12/14 and concluded on D8/15/14, with Preparation and execution of this plan of g
! ; deficiencies cited at the highest Stope ane correction does not constitute admission or | !
i ' Severity of an "F". 7 . : agreement by the provider of the truth of {
F 221, 433.13(a) RIGHT TO BE FREE FROM . Fagy fefacis alleged or conclusions set forth in i
: : ¢ the statement of deficiency, Thig fHlan of {

58=0. PHYSICAL RESTRAINTS

- The resident has the right to be fres fram any
| physicat restraints imposed for purposes of

t discipline or convenience, and not required to
! treat the resident's medica symptoms.

- This REQUIREMENT is not met as evidenced

. and review of the facility's Guideling for Restraint !
“Use, it was determined the facility failed to foilow
'the systematic restraint application procass for
L one (1) of fiteen {15} sampled residents ,
(Resident #5). Observation reveajed Resident #5 .
nad 4 lap belt resiraint however, record review
- and inferview revealed the facility failed to have
i : documented evidenee of a Physician's Order with :
| . the related medicat condition for the rastraint,

| Additionaily thers was no documerted sviderce
f ' of informed consent signed by the legal

' surrogate. Observation revealed staff falled to

i release the restralnt as per the plan of care.

I ; by:

x . Based on observation, interview, record review
i

F

; The findings include:
Review of the facility's "Guideiines for

" purpose was to ensure compietion of assessment |

and avaluation for appropriate and safe use of : ;

rasiraints, Review of the Guideline revesied the

correction is prepared and executed sojely
because it is required by federal and state
faw,

F 22148313 {2) Right to be free from
physical restrainis :

Criteria 1:

A physician's srder was obtained hy
the Director of Health Services (DHS)
on 8/14/14 for Resident #5, Resident
#5 will receive a new resiraing
aaszessment with POA signature
obizined by 9/21/14,

Criteria 2:

Other residents with restraints, their
clinieal record was reviewed by the
DHS/ADHS/Charge Nurse to assure &
Physicians order was obtained and a
resfraint assessment wag eampleted. Any
descrepancies noted will be completed
prior to 9/21/14,

Criteria 3;

Nursing staff were reeducated on the
restraint poiicy and procedyre by the
DHY/ADHS/Charge Nurse with an
emphasis on removing restrajnts during
care and meals. This education was started.
o8 /5/14 and will be completed by 972114,

Mw.—wmmu__m_wm

P b e,

[ . Restraint/Enabier Use, undated, revealed the
LA

HORATORY RECTOR'S OR F’RQX!%ERJSUI%%ER REPRESENTATIVE'S SIGNATURE - T
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Any deficiency ststement enging with anm asterisk ! cénotes a deficiency which the nstitution may be excu
otfier safeguards provide sufficiant profection to the patients. (See instructions Except for nursing Homas,
folawing the date of survey whelfier or not a plan of correction is provided, For nursing homes, the ahove
days foflowing the date these documents are rrade available o the facllity, 1 deficiancies are cited, an ap,

program participation.
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! Continued review of Residant ¥5's medical record
trevealed no documented evidancs of 2
: Physician's Order and rafated medical justification |

i for the use of the restraint,

In addition, the record |

. contained no documented evidence of & restraint
_@ssessment which irciuded the risk and henefits

Criteria &
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREE (EACH CORRECTIVE ACTION SHOULD B8 ¢ GOMPLETION |
TG REGULATORY OR L5C IDENTIFYING INFORMATION TAG CROS3-REFERENGED TO THE APPROPRIATE TATE
' |
Fan chntjrzued From page 1 F 221, Criteria 4: !
facility was fo cotain 3 Fhysician's Order which Resideatsf with Bew restraints, their clinical '!
" inciuded the type of restraint and medicai : record will be audited by the ;
symatoms for the festraint Further feview of the DHS/ADHS/Charge Nurse fo assure |
‘ Guideaéme revealed ;estra;pts wers tq be released : assessment completed and physician order ]
i during reutine care, including supervisad eagting, | obtained. These audits will be completed j
: : weekdy for four weeks, then monthly x 3 i
; Review of Residen_t #5's medical record reveaied | months, The QA committee wilf roview ;
. the facility admitted the resident on U303, with results of all audits weekly for four weeks i
 Glagneses which included Alzheimer's Diegse anc then monthly for three months for ],

* Noe-Alzheimers Dementia, Review of tha : complisnce. The Committee will monitor
t Quarterly Mirdmum Dais Set (MDS) Assessment ; the effectiveness and compliance with the ;
' dated 07/09/14, revealed the facility assessad the | plas and update and develop plans of i
- fesident (o be seversly cegnitively impaired with AcCion to be carried out. The results of the i
; fong and short term mernory impaitment. Further | ?;1;‘;:: :"" i’gi:co';"gd‘::i‘;f;’;“g‘i_‘i:“g‘as |
; 'eview of the MDS revealed the facility assessed indiont ga or sta |
- Resident #5 to have a frunk physical restraint thdicated. lz
9122714 f’
|
H
f

" of restraint use signed by the resident's Power of
Attorney (POA). Further review of the medical

' recerd revealed the Comprehensive Care Plan
fincluded a care plan dated 03/06/14, to apply a

: self releasing atarming fap belt per family request
. due to poor safety awarenesg. Continued review
. of the care plan revealed inferventions which !
Hincluded the restraint to be removed af meaitime

‘and when staff was providing cars.

Hnterview, on 08/14/14 at 10:54 AM, with the MDS |
+ Coordinator revealed Resident #5's Velcro ap |
. belt alzrm was considered a restraint Decause the

 resident could nat release the seat beit on

tommand. The MDS Coordinator stated the
restraint was requested by the farnily due to the
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l F 221 Continued From page 2
 resident having poor safety awareness.

s

: Observations on 08/13/14 at 805 AN, ard an _
L U8/14/44 gt 12-30 PM, revealed Resident #5 o be:
t i restorative dining with a Velero lap belt alarm in

place,

Nurse Care Assistant {CNCA) #7 and CNCA #8

Fa2t

| Intarview, on 08/44/14 at 1235 AM. with Certified |

 reveaied they both had assisted Residen #5 with |
L meals in the dining area before, ONCA #7 stated
! Resident #5 currently had the fap beft alarm on, :
i and both CNCA #7 and £8 stated they atways lef ;
: the resident's fap belt on during meals,

Interview, on 08/14/14 at 5.02 PM, with CNGA #2
revealed Resident #5 was supposad to have the
: Velero lap beit atarm on af all times when up in

hig/her wheelchair, CNCA #2 also revesled she

. had assisted Rasident #5 with meais in the :
' restorative dining room leaving the Veicro lap beit ;
Falarm on the resident. :

Interview, on 08/14/14 at 448 PM and at 5:06

. PM, with Registered Nurse (RN} #2 revealed

' Resident #5's Velcro fap belt alarm was a

| restraint and required 5 Physician's Order. After

raviewing Resident #5°g medical record which
contained the Physician Orders, RN #2 stated

- she could not find an order for the Vieloro lag belt

“afarm, but there was supposad to be one.
i Continued interview with RN #2 revealed nurses
F were supposed to monitor to make sure the aides |
; Tollowed residents’ care plans; however, she :
. stated she was unawars Resident #5' care plan
~had an intervention to remove the lap belt for ail

- meals and provision of cars,

interview with ths Director of Nursing (DON),

i
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" Corporate Consultant (CC}, and Administrator on ;

FO8/15/14 3t 640 AM, ragarding restraint use, :

revealed the faciiity was supposed to attempt the 5

least restrictive device. The CC revealed

Resident #5 had madical symptoms, such as

dementia, poor safely awareness and pocr runk

L control which warranted the use of the resiraint.

The CC stated the faciity's process was fc obtain

. & Physician's Order for restraint use which :

 Included the diagnosis, when o apply/relegse the

restraint. but they were unabie to fing a

. Physician's Order for Resident #5' seat bett

restraint, In addition, the CC stated the restraint

‘ process inciuded a risk versys benefits informed

‘consent signed for the use of the rastraint,

- However, the CC reported the facility could not :

find the signed informed consent document which |

i Was supposad to have been signed by Resident

i #5's POA. Further interview ravealed Resident

. #5's care plan included releasing the seat balt ;

., during meals and staff was supposed to be

" knowledgeable of ard follow the resident’s care |

“plan. \ ; k i
I

O

nterview with Resident #5's Physician, on

P 08M5/14 gt 1128 AM, revesiad he couid not say
for sure he had been made aware the resident |
had an alarming tap belt restraint; but the resident !
. was a high risk for falls. , 5

! Practitloner (ARNP) on 08/15/14 at t1:37 AM,
‘revealed she could not recall when exacily she

t was aware or if she had given a verbal order for

i the alarming lap bet restraint, The ARND 5 !

; revealed the resident was at risk for fafls and the ; : }

Interview with the Advancad Resident Nurse /!
i

. belt may have teen an intervaption. : :
F 280 433.20(d)(3), 483.10(k)(2) RIGHT TO . Fzs80.
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e e

¢ The resident has the right, unless adjudged
: Incompetent or ctherwise found fo be
; Incapacitated under the faws of the State, to

- participate in planning care and treatment or
‘ changes in care and reaiment,

! Acomprehensive care plan must be develeped
; within 7 days after the completion of the
- comprehensive assessment; prepared by an :
interdisciplinary team, that inciudes the attending
" physician, a registered nurse with responsibiliyy

for the resident, and other appropriate staff in :
s disciplines as determined by the resident's needs, .
; and, to the extent practicable, the participation of .
; the resident, the resident's family or the resident's
“legal represantative: and periodically reviewsd :
"and revised oy 2 team of quaiified persons afier

! @ach assessment,

i This REQUIREMENT iz nat met as evid

by

. one (1) of fifteen (15) sampled residents,

' Resident #4 had a history of falls and sustained

Vb (2 falls on 07/28/14; however, the resident's
¢ fail risk care pian was updated with new
interventions after the falls per the faciiity's

|
B

process.

The findings include:

enced

Based on interview, record review, and raview of
the faciilty's guidelines, it was determined the i
[ facility falled to ensure the Comprahensive Plan
; of Care was reviewed and revised atter fails for

F280 483.20 (d)}(3), 483.1000(2) Right to
participate planning care—revige CP

Criteria 1:
Resident #4 care plan was upduted by
DHS/ADHS/MDS Nurse on 8/14/14 to
include appropriate fall Preventions,

Criteria 2;

Other residents with fall care plans were
reviewed by the DHS/ADHS/MDS N urse
by 8/18/14 to assure care pians wers
carrent and centained appropriate fall
preventians,

Criteria 3:

Nurses were reeducated by the
DHS/ADHS/MDS Norse on the policy and
procedure for updating care plans with an
emphasis on appropriate interventions as it |
relates to fails. This in-service was started !
on 5/9/14 and will be completed on 92114

Criteria 4:

Ten percent of residents with full care

plans will be andited by DHS/ADHS/MDS
Nurse weekly x four weeks theit monthly x

3 months fo assure they contain current

and appropriate interventions. The QA
committee will review results of 4l audits
weekly for four weeks then monthly for
three months for compliance, The
Committee will monitor the effectiveness

snd complisnce with the plun and update
and develop plans of action fo be estried

out. The results of the audits will be ‘
tracked and trended with follew up actions -
or education for stalf as indicated, :

Criteria 5;

;
|
,i

e e

922114 {
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F 280 ; Comtinued From page 5

; Review of the faciiity's "Faiis Managerment
. Program Guidetines”,
- Tavealed the faciiity tried fo mitigate fall risi

. Guidefine procedures inciuded sompiletion of an
{investigation of the cause ang inferventicns in
'reduce the risk of a repeat episade. In addition,
the procadures required the interdiscipline Team
{{IDT) evaluated the thoroughness of the

: investigation and the agpropriateness of the

| intervention,

- Review of the facility's "Guidelines for Care Plan
Development” dated June 2013, revealed care
. plans were developed in communicate cars
‘needs. Review of the procedures revealed the

' care plan was Updated as needs changed.

- Review of Resident #4's medical
‘ the resident was admiited by the facility on

revised date March 2008, .

 facters and implement preventive measures, The .

record revealed :

+ 08/22/14 with diagnoses which inciuded Disbetes,

: Non-Alzhaimer's Dementia, Depression, Atrial
. Fib, and Chronic Kidrey Disease. Raview of the
. Admission Minimum Data Set (MDS)

“Assessment, dated U5/29/14, revealed the facility

"had assessed the resident as being seversly

{ cognitively impaired, In addition, the MDS noted
¢ the facdiity

; Siatus as needing extensive assistance of one
. person with fransfers and the resident was

. non-ambulatory,

- Further record review reveaied Resident #4
! - sustained multiple falls and had care plan
‘ updates: on 06/01/14 while gitempting to dress

1 00 Q71814 the rasident had two {2) fails to the
; floor from the bed very close together and e

had assessed Resident #5's functional |

tab alarm; |

i
i
i
i
E |
’ 188470 PBOWNG ,
’ NAME OF PROVICER OR SUPSLIER STREET ADORESS, CFTY. STATE, 9 ForE !
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F Z8Q

i and the care pian was revised o usa a
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! F 280 Continued From page 6
f' - Care plan was revised to use a pressure alarm. _ j
! - However, the resident also had two {Zyfaison : ) !
! L O7728/14 &t 1:00 PM the resident was foundon . |
; ¢ the floor trying fo transfer seif and at 8:3¢ PM the ‘
- resident had rofled aut of bed but no new 3 i
. Interventions were put in: place refated to the fails, ‘

|
- Interviews with the Registered Nurse (RNYMDS |
| | eordingtor #3, on 08/14/14 2t 550 PM and at | : |
[ [ 745 P, revealed it was impertant to update care ; : : |
| plans when falls coourred. She stated after a &8, .
- the nurse compieted the Fall Circumsiance : ! ;
. Assessment and intervention forms which i
identified the possible causes of the fall and new |
Hinterventions. She further stated the forms were : ‘
! then reviewed by the Interdisciplinary Team (IDT) j '
+ and the care plan was updated with the fall and ¢ ; r
. intervertion. However, the RN/MDS Ceordinator . |
, #3 revealed Resident #5's care plan was not
. updated with interventions after the 07/28/14 falls I
* because the staff nurse did not accurataly .
| complete the Fall Circumstance Assessments ? : : }
- and Intervention forms and they wers unable to \ ; |
j come Up with a roct cause analysis to determine g
.f - appropriate interventions. She further revealed
f "the resident had muitipte fails and the
interventions fisted on the form wers already in

; place.

e
{CCj,

: Interview with the Corporate Consuitant
"Director of Nursing (DON) and Administrator, on
08/15/14 at 3:40 AM. The CC stated when falls

occurred it was important fo identify the root :

| tause and put appropriate interventions in placa. | : :
, After review of the Fall Circumstance ‘ i
. Investigation from the 07/28/14 fal at 1:.00 PM, ‘
- the DON stated the nurse Pt an intervention 1o
| keep cafl belt in reach but did not complete tha
j - Environmentat Inspection to identify this as the

i H
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F 280

Continued From page 7 _
‘cause. The CC stated the fail octurred when the |
' resident was atternpting to transfer and gnsuring

¢ the resident's glasses ware in place was not an

i appropriate intervention.

. 483.25(h) FREE OF ACCIDENT

| HAZARDS/SUPERVISION/DEVICES

+ The facility must ensure that the rasident

» BvViroRment remains @s free of acoident nazards |
, @8 is possible; and each resident recsives

" adequats supervision and assistance devices to

' prevent accidenis,

This REQUIREMENT s not met as evidenced
| by
- Based on cbservation, interviews, and raview of
- the facility's policy, it was delermined the facility
failed to ensure the residents environment :
fremained free of acecidental hazards for two {2) af
: fifteen (15} sampied residents (Residents #1 and
#7) and five (5) of seven (7) unsampled residents
' {(Unsampled Residents A, B, F, G, & Hi. Or initial
 tour Chiortox Wipss, Lysal spray, 2 bottle of Crew |
1 Super Biue Mild Acid Bowi Cleaner toilet bow! |
cleaner), and disposable razors were found in ;
' residents’ rooms. Additionalty, broken glass was -
fobserved o be left unattended for approximately
: fifteen (15) minutes in a resident's room.

he findings include:

: Raview of the faciiity's paiicy, titled

"Enviranmental Poiicy and Procedurss” dated ;
0101112, revealed it was the peficy of the faciity |
! that safety was first and foremost when

F 280

!

€x

L

¥ 323 483.25(h) Free of Accident
Hazards/Supervision/Trevices

Criteria 1:

With Resident #1, broken glass was
cleaned up immediately by KMA#6 when it
was discovered on 8/12/14. Also, resident
#F was asked for permission e remove her
glasses from the bathroom by the CNCA#1
and the glasses were removed on 8/12/14,
Residents A, B, #7, G, were asked for
permission fo remove the Clorox wipes,
Lysol, razors and any other hazardous
items from their rooms by the DHS and
were removed or stored properly on
8/14/14.

Criteria 2:

All residents rooms were observed on
B/14/14 by Enviromenta)
stafl/Environmentsl Supervisor/DHS to
assure all hazardons items (including glass
and chemicals) were removed and/or
stored properfy.

Criteria 3:

Staff were reeducated by
DHS/ADHS/Enviromental Director on {he
importance of proper storing of hazardous
items. The inservice started on 9/9/14 and
will be completed by 9/21/14. A letter will
be mailed out to the families from the
Execative Director on 9/9/14 reminding
them of the importance of not bringing in
hazardous items from home andior
keeping hazardous items properiy stored,

S |

j
1
|
[
|
?
!
|
|
|
!
/
1
!
|
f
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 broken wine/drinking glass was ahserved

e N

[ THE WILLOWS AT HAMBURG LEXINGTON, KY 40509
} xam SUMMARY STATEMENT OF DEFICIZNGIES o FROVIDER'S PLAN OF CORZEATION N
PREFIX (EATH DEFIGIENCY MUST BE PF%ECEDgD BY FLLL PREFIX (EAGH CORRECTIVE ACTION SHOULD 8K COMPLETCN ;
P tan REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE taTE |
I DERICIENG Y
{ oA HN iy
! 323, Cont;m:@,d Frcm page 8 o 4 P 323, Criteria 4:
1 : performing environmental servics tasks on the ‘ Ten percent of the resdient rooms will be |
 campus. The policy revesied they should always audited by the environmental staff weekly
! . censider the residents' and other team members’ _ x four weeks, then monthly x 3 months to
: Safe{:‘j at alf times, Cantinued review of the facf!?fj { agsure hazardous items are stored
1 : policy reveated svery Environmental Service (ES) properly. The QA committee will review
i member would be provided Material Safety Data results of ail audits weekly for four weeks
| Sheet (MSDS) traiming for all chemicals he/she then monthly for three months for
| . would e working with on the job. Additionally, compliance. The Committee will monitor
| _every ES member was to repart any known : the effectiveness and compliance with the
i " potential safety harards or campus, Staff was o | plan and update und develop plans of
| wipe Uup all spifls on floors fmm&:ﬁia{eiy and al action o be carried out, ’I‘l_:e results of the _
+ lammable materials were to be stored In firs audits will be tracked and trended with
i . rated storage cabinets. fo!lfmr up actions or education for staff as
; indicated.
. 1. Cbservation on, 08/12/14 at 5.45 P, ravealed J
- Resident #1 was not in his/her roem. However, a Criteria 5: 9/22/14 /

“ shattered on the flgor beside Resident #1's
rachiner. Continued observation at 6:00 PM
- revealed the broken glass contifued in remain on ;
. the resident's floor, :

" Observation, on 08/12/14 &t 8.15 PM revezied
' Kentucky Medical Assistant (KMA) #5, picked the
- broken glass up off of Resident #1's flcar '

Interview, on 08/12/14 at 617 PM, with KMA 25
revealed Resident #1 was drinking cut of the
'glass and it must have faflen ot of Resident #1's
i hand when he/she had fallen to sicep. KMA#S
; reperted Resident #1 had not realized hefshe had |
_ broken the giass. Additionafly, KMA #6 raveaiad

- she saw the broken glass before ransporting the !
frasident to the dining room, but reportad she

{ would have picked up the broken glass befora the |
. resident returned to histher reem. Continued i
'interview revealed that a wandering resident
 could have gotten to the broken glass and

| possibly hurt/cut themseives, KMA #5 reported

FORAM CMS-2887(02-99) Previous Versiens Ohsclets Event D UREZ 11

Faciiity 12 101736
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j F 323 Continued From page 8 F 323 [
|

j » have been left In the rasident's rcem and shoule
- have been removed once siaf member noticed
] , the glass was broken. Further interview revealed ]
- she lried to lake the glass from the resident i j |
*anier, but hefsha wanted something eise o : : : [
} Ldrink. She reported the glass should have been ; . !
 taken from the resident once he/she was finished : ' |
 drinking from the giass. KMA#6 further reveaied _ ;
f . the fzcility's drinking glusses should rot be isftin |
/ resident's rooms. |
|
5

2. Cbservation, on 08/12/14 at approximatsly

P 625 PM, revaaiad two drinking giasses from

; digtary in Unsampfed Resident F's bathroom,

: One (1) was in the shower, piaced on the top ;
: ledge, the other was placed on the sink with :
- some debris inside of i,

Interview, with Certified Nurse Cars Assistant
( [CNCA}#2, on 08/12/44 21 5:30 PM, revealad
; she did not know why the resident's drinking
. glasses were storad i histher bathroom. She
 reported she thought it might have been lef: to
' brush Unsampled Resident F's tzeth and added
! she did not teave the drinking glassas in
[ i resident’s bathroom. Continued inferview with
. CNCA#2 revealed the drinking glasses should
_ have been taken back to the kitchen onee
- Unsampled Resident F was finished with them i
" She stated this was important so that the drinking :
i glasses would not fafl on the resident or get |
: broken for a resident to step on, She reported |
the location of the drinking glasses couid be 3 [
' potential safety hazard for the resident and cther ‘ i
fwandering residents, ‘ |
: ' !
|

e
e .

(nterview, on (8/14/14 at 5:03 PM. with CNCA #1
 revealed glass, when broken, sheuld be cleaned :
Evert I0: URBZ1$ Faciity 1D 161136
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| F 323, Continued From page 10 : F 2z,

" Up Immediately. Continued interview with the
: i CNCA #1 revealed she had broken so many of
[ . the drinking glasses in the past. She stated that

* when this happened, she would remain with the

 glass, press the resident's calf light and stay with
the broken glass unti? it was cleaned up. She
. reported this was important for the safety of the
residents. Further interview with staff revealed
“that the faciity's drinking glass should not be eft
Lin resident’s rooms when not in use. She
; '2ported that if she ‘ound a glass left in a
Jesident’s room, she would remave them
because it was easy o bump ints them and braak ;
‘them. She reported she had not seen drinking .
glasses left or stored in a resident's bathroom.

Interview with Ragistered Nurse {RN) #2, on
08/14/14 at 7:00 PM, revealed the broken Ghass

I should have bean picked up immediately to
! : Prevent cthers from getting cut or hurt. Further

; interview with RN #2 ravealad the drinking

glasses should never be left in 2 residents rocm,

- unizss they wers sl drinking out of it. RN #2
reported the drinking glasses shauld not have
. bean left in Unsampled Resident F's bathroom
due to the potential for it fo fall and break and for
Hnfection control concerns, i

 Interview with the Administrator, on 08/44/44 at
‘820 AM and 08/15/14 at 9:40 AM, revealed that it |
s would be her expectation that staff wauld pick up
; broken glass as soon as they become aware i
“was broken,

Cnterview with the Corgorate Consultant, on :
; 08/15/14 at 9:40 AM revealed the two {2) giasses
* observed in Unsampled Resident F's bathroom
 sheuld not have been placed there. She reported -
{ it would be her expectation that staff wouid f
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F 3231 Continued From page 11 F32a

fremove the giass out of the resident's shower angd
menitor the glass for the safety of the resident,

- 3. Observation, on 08/12/14 at spproximataly

1 10:40 AM, during four of the faciily revesled

: Unsampied Resident A had s bolile of Chicriox

. Wipes located in his/er bathroom and a can of

* Lysci located in hister room, Continued

| observations of the tour revealad Unsampled ;
. Resident B had a bottle of Chiartox Wipes, whicn
“were sitting on ton of his/her dresser In his/her
Froom and a can of Lysal. Unsampled Resident B
talso had six (6) dispesable razors In his/her f
; bathroom, stored In his/her bath pan.
Additionaily, cbservation revaaled one (1)

- disposable razor in Resident #7's bathroom,
tlocated on top of histher plastic storage bin,

“interview, an 08/14/14 at 5:03 M, with CNCA #1,
- revealed Lyscl should net be ieft in & resident's
room. however, she revealed she knew a lot of

. family members wouid bring the chemicai in for
the residents and leave it on the resident's shelf,
FCNCA #1 reveaied that if the chemicals were ‘
ingested, they could be harmful and poisonous to -
 the residents. She raporied there ware wanders
“on the unit who cauid get hoid of the chernical,
F Centinued interview with CNCA #1 revealed sie
i had seen razors in the rasident's bathrooms all

, the time, but did not report to nursing staff. She
‘reperted fhat if she needad fo shave s resident

- she would grab a bunch of razors at one fima.

. Further interview with CNCA #1 revealed the
“razers should not have beer lsft in the bathreom
because it would be harmfy! to wandering

| residents,

Interview with CNCA#4, on 08/14/14 zt 10:00 :
AM, revealed disposal razors should not be leftin

|
|
:

CRM CMS-2867152-99) Previous Versions Obsalete
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1

F 323 Continued From page 12 ¢ F3z3
| residents rooms. She reported this was ; :

limportant because residents could attampt o

F shave themselves and had the patental for

; hurting themseives. She further revealed

; resident's couid aut themsaives on the face,

fingers, or anywhere slse. She reported thers

" were residents who wandered inte other

i resident's rooms. ONCA #4 added, if they

; {wanders) got a hold of the razors, it would be 3

safely hazard, CNCA #4 reperted family would

bring in Chiortox and Lysol and stated these

! chemicals should be put away becayse the

| chemicals could be hazardous 7 a resident got

- hold of it. Continued interview revealed she did

, not repert these items in the resident's rooms.

¢ Interview with Registerad Nurse {RN)#2, on .
08/14/14 at 7:00 PM, revealed Chiorox and Lysol
- should not be in resident's roems, She reported
 the facility did not have a Material Safaty Daiag L
! Sheet (MSDS) for these products and they shouid
‘ be removed from the residents’ rooms when

. Cbserved, for the safety of the residents,

- Additionaily, RN #2 reported the disposal razors
should not have been in the the resident's foom,
She stated the disposal razors should be

. disposed of in g sharps containers when used
-andior iocked up. RN #2 reported the dangers of
I having the disposable razers out couid resulting |
; resident getting cut or, if used, a contracted hlood
_bom disease. RN #2 reported she was not aware
Pof these items left in the residents' raoms. :

§

Interview with the Environmental Sarvices
- Supervisor, on 08/14/14 at 7:50 PM and 08/45/14 ;
|2t 8:15 AM, revealed she did nof nave a Material |
- Safety Data Sheet {MSDS) on Chisrtax Wipes or | :
i . Lysol. She stated nousekeeping did not use ;
{ those products to clean with, She further ; : f
Evert ID: URBZH Faciity i 191138
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F 322 Continued From page 13  Fazs,
- revealed Lyscl was an aerosol and should nat §

Nave been in the facility and believed famity must

- have brought those iterns into the facility, She |

stated that when facility staff saw these tems,

' they should have confiscated these products.

Additional inferview with the Environmenta

i Services Supervisor revealed she had removed

; these items from the residents’ reoms in the past, |

"ot did not report it o anyone, she would “just |

“dispose of them”.

: Interview with the Comporate Consuttant, on

; OB/15/14 at 940 AM revealed deposal razors

. shoukd not be left in resicents’ rooms. The

" Corporate Consuitant reported this was for the

* safety of wandering residents. She further
revealed it would be her expactation that shaff i
would dispose of razors in a sharps container and ;
if residents were capabie of using the razor, then ;
i ' the razor should have been locked in a bedside -

! fable.

T e e e S—

(4. Observation, on 08/12/14 ot approximately

- 11:40 AM, during faciiity four ravegled Unsampled |
' Resident G had a plastic bottle of Crew Super
Blue Mild Acid Bowt Cleaner in his/her bathreom, -

. Intarview, on 08/12/14 ar 12:35 OM, with CNCA

" #9 revealed she thought the Crew Super Biua |
! Mild Acid Bowl Cleaner was not supposed to be in;
the bathroom and was unsure why it was left

there.

linterview, on 08/12/14 at 12:41 PM, with
| Housekeeper #1 revealed she had remocved the
_ Crew Super Blue Mild Acid Bow! Cleaner from
/ . Ursampled Resident G's room because i was a :
;‘ " hazardous chemical and was siorag incorrectly in |
L : the resident's bathroom. She stated the product
Evant (£ URAI1H Facifiy 10 10418
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¢ be locked in the housskesping cart st aff Hmes.

. Review of the Matertal Safety Data Sheet

* (MSDS), dated 05/18/97 for Crew Super Biue
Mild Acid Bowl Clezner revealed the proguct

| caused aye and skin iritation. Further review
 fevealed it was moderataly Irritating to the skin

e .

|

H

g

. . , ’ : !
{was a hazardous chemical and was supposad o : : }
' i

|

j

|

F

. and could resuft in savers eye imigtion.

interview with the Administrator. on 08714/14 a ,
- 820 AM and 08/15/14 at 3:40 AM, revaaled when | _ i
: chemical clearers fike Chiortox and Lysolwere | 5 ;
 Cbserved in residents' rooms, it shou!d have been : f
removed by staff. She reported ail staff should be! i
" abserving for the chemicals and should notffy i
Fnursingfenvironmental staff when identified. |
: Continved interview revealed this was important ;
. because wandering resident's couid get hoid of !
! * the chemicals and potentially harm themselves, | : : J
t Further inferview with the Administrator reveaied | 5 }
i she was nat aware of the chemicals found in the ' |
. fesidents' roams, but should have been made f

|

‘aware.

F 333 433-2':(1’”)(23“?&5%95%\51-8 FREE OF _F F 333; F333 48325 (mH2) Residents Free of !
[ 5S=D: SIGNIFICANT MED ERRORS : : Significant Med Errors i
| The facility must ensure that residents are free of : L |
J " any significant medication errors. - Criferia 1:
; ;  Resident #2 was monitored by the Medical
} ‘ Direetor and/or nursing staff for twenty-
| four hours after the time of the secarrence : }
] ! _‘ on 6/7/14 with po negative outcomes, ;
- This REQUIREMENT is riot met as evidenced | Criterin 2: : f
| by: 5 CON :
j _ , o _ N No oth i
; Based on interview, record raview, and review of j ad"?iﬂig;;:,:ﬁpgﬁ;iﬁi:r;::z g;';;?:ed b |
 the facllity's policy and procedures, it was ;  RNH#I on 6/7/14, d ]
[ - determined the facility filed %o ensure ore {1y of : I
Evem iD: URBZT Faciilty 10: 101738 If continuation sheet Pags 15 of 28
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F 333 Continued From page 15 F333:  Criteria 3; !*
- ffteen (15) sampled residents (Resident 497 was : RN#1 was reeducated by the Corporate i
: free of significant medication arror. Resident # § Cousultant Nurse on 6/10/14 on the ;
. Was given a Nevolog (insufin medication) dose of : : ;}mp"m‘“c" of repeating verbal orders ;
forty (40} Units; however, the Physician revesied : ‘“‘3‘ to :}‘e physician. Nurses were ) ?
' he had vertailly ordered the resident be given, | ueated by the DH,SMBHS{M""’“’! £
+ Novolog four (4) Units. : . Rocords Nurse regarding physician orders |
i { ¢ with an emphasis on repeating of orders : !
. ) : back fo the physician for clarification. This . i
i : . - 1his !
| - The findings include: - Te-education was started on 9/9/14 and will a
! ) ] L o e completed by 9/21/14,
; I Raview of the facility's policy titted "Order; ; P ¥ {
¢ Medication Order Guideines”, undated, revesfed ' Criteria 4: |
- orders taken verbally should be “read hack” to the | - Ten percent of nurses will be andited }
, prescriber to df_at:reas.e the chance of o weekdy % four weeks and they monthly x 3 {
! " misunderstanding, musspelling, or other potential roaths to assure they understand the {
P areas of error. importance of verbally repeating orders |
‘ i back to the physician, This audit will be
- During a Resident Interview on 08/13/14 at 9:05 : - conducted the DHS/ADHS/Medical z
AM with Rasident #9, it was revealed that the f - Records Nurse. The QA committee wil 3 ]
! resident received an incorrect dosage of insutin | ¢ review resulis of all sudisy weekly for four i
s medication. The resident stated that he/she was |  voeks then manthly for three months to i
 to receive four (43 Units of insulin, but instesd ; _f 335“?“:’ "9;’:9“‘3“‘3";’ The Committee will !
received forty (40) Units. The resident stated the | S ﬁi{t‘;ltgr k !E effectiveness and compliance E
Medicai Director came fo the facility and stayed | " pians O; :; g‘; ”f‘ib"f’d“ﬁ and develop i
- with him/her to monitor the resident untll he/she | : n t0 be carried out, The [
: . ; ! results of the audits will he tracked and
- was well, Resident #9 further stated the process - trended with follow acti ons or educat; I
| . tock several hours and the doctor stayed the . for staff as indicated ucxtion |
| entire time. The resident stated the nurse was ; ) :
i the cause of the error. : Criteria 5 ; 922114

| A phone interview with Registerad Nurse (RN) #1

|
; {
0N 08/14/14 at 8:35 PM, revealed on 08/07/14 . |
| Resident #9's blood sugar was high and she _ ﬂ
; attempted to contact the Advanced Registered : |
- Nurse Practitioner (ARNP] for Resident £'s ;
. Physician and was unsuccessful, She then |
| attempted to contact Resident #9's Physician and . ; J
i was unsuccessful. She stated she called the ; j
j facility's Medical Director and received a verbai :
 Order to administer forty (4C) Units of insulin to ; : i [
Event I URSZH Faciilty iD: 104138
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i

the resident. She: stated 40 Units did not sppear

' to be a large dose fo her. She stated she had ‘

f given residents large doses before and did rat

i 8e£ & prodlem with the order. She sigted she
administered the forty (40} Units of Nevatag to

‘Resident #9. Continued inferview revesied

| Resident #9's Physician called her back and sha

i reported what the Medical Director had ordered
and the Physician informed her the dose was oo
high. He gave directives to menitor and assistin |
_reguiating the resident's hicod sugar levels, She :
" stated the Medical Director was nolified of the |
Lincident of adrninistering forty (40) Units of

i Novoiog and he came to the facility to monitor

; @nd treat the resident. She stated when he :
| arfived he questicned the forty (40} Units dosage ,
" given to the resident. He stated that hedidnot
linstruct her to give the resident such high dose. !
* He told her he orderad four {4) Units. She stated
: the Medical Director staved vwith the resident untl
. Resident #5's blood sugar lsvels were regulated.
- She stated that she received counsaling for the

- error which included training refated to repeating
' the information back to the Physician to ensure

¢ Understanding of verbal,

" Review of the Physician Progress Notes
“documentation dated 06/57/14 gt 10:40 PM

! revesled the Medical Director was contacted on
{ 0B/07/14 at 350 PM with regard to the rasident's
; blood sugar levels at 418, He docurmented that
he orderad four (4) Units of Novolog to be given
o the resident to obtain 2 siable bicod sugar
Vlevel Confinued review of the Notes revealed
 Torty (40) Units were given in efror.

' Intarview with the Medical Direcor, on 06/13/14
: &t 8:00 PM revealed he received 5 calt on ;
| 0B/0714 with regard to Resident #g's bieod sugar °

e e ettty v

s e s e

!

I
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;
i
|
|
5
i
|
!
|
|
|

F 333 Continued From page 17
level of 418, He stated the aurse informed him
. that she was unable to reach Resident #9's
* Primary Care Physician (PCP). He siated he

j - gave an order to give the resident four (4) Units of :
i : Novoieg. He stated it was nof unti he received a

. phane call from the resident's BOP when he
realized the nurse failed to give the residert the
- correct dosage of insufin. He stated the FOP
- informed him that the nurse gave Resident #9
} " forty (40} Units of Novolog. He stated he
- confirmed with the POP that his orders were for
| - four (4) Units not forty (40) Units. The Medica;

“about 10:40 PM and stayed with the resident urdl :

l . Director stated he then enterad the facility at

he was stable. He stated the resident's spouse
i and daughter were notified and they came to the
 facilty. He stated he never signed an order for

- forty {40} Units because he ordered four (4) Units.

s Interview with the Carporate Consultant and

' RN #1 cailed the Corporate Consultant on
: O6/07714 at 10:30 PM and stated the Medicai
Director ordered forty (43} Units of insulin for

- returmed a phone call to RN #1 and RN #1
infarmed him of the Medical Director's orders of

(forty) 40 Units of Novolog. The Corporate

! Consultant siated the investigation revealed the

: Medical Director said that he ordered four

" (4)Units of insulin, The Corporate Consuitant

e ey
B

Administrator, on 08/14/14 at 10:45 AM . revealed

‘Resident #9. Aflerwards Rasident #9's Physician ;

' stated RN #1 admitted that she did not repeat the
 order back to the Medical Director, which was the

“facility's policy to heip prevent errors with verbai

! medication urders. The Corporate Consultant

stated the faciiity determined it was a medication
~error on the part of RN #1.

F 358 483.30(e} POSTED NURSE STAFEING

F 356

T sty s ..

e a—

i
L
FORM CME-2EB7H12-99} Previcus Warsions Obgolete

Eveat 1D URBZ11
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F 356 483.30(c) Posted Nurse Staffing

FORM CMS-2867(02-98) Previous VBrsions Dbsolsle

| INFORMATION

The faciity must post the fullowing information on |

' a daily basis:

o Facillly name.

¢ The current date.

0 The total number and the aciual heurs workad

- by the followirg categories of licensed and

| uniicensed nursing staff directly responsible for

: resident cara per shift

- Registered nurses.

: - Licensed practioal norses or licensead

- vocational nurses (as defined under State law).
- Certifled nlrse aidas.

1 0 Rasident census.

* The facility must post the nurse staffing data

i specified above on a daily basis at the baginning
. of each shift. Data must be postad as follows:

. © Ciear and readabie format.

‘o In a prominent place readily accessible io

i residents and visitors,

' The facility must, ugen oral or writien recuest,

- make nursa staffing data availabls to the public
 for review at a cost not to excaed the community
. standard.

! The facility must maintzin the posted daily nurse
; staffing data for a minimum of 18 months, or as
required by State law, whichever s greater,

 This REQUIREMENT is nct met as avidenced
s by

- Based on observation, interview and review of
- the Daily Nurse Staffing form, it was determined
 the facility failed to post the Daily Nurse Staffing

Iaformatien

Criteria I:
Daily Nurse Staffing data was posted af the

- 'beginning of each shiff on the skilled living
units of the facility in & clear and readabie
format by the Staffing
Coordinator/DYS/ADHS on 8715714,

Criteria 2:

Daity Nurse Staffing data was posted af the
beginning of each shift on the skilled living
units of the facility in 4 clesr and readable
format by the Staffing
Coordinator/DHS/ADHS on 8/15/14.

Criteria 3:

The Staffing Coordinator was educated by
the DELS on 8/15/14 on the importanve of
assuring daily nurse staffing data is posted
at the beginning of each shift in a readable

format.

Criteria 4:

The Duily Nurse Staffing data will be
audited by the DHS/ADHS weckly x four
weeks and then monthly x 3 months to

assure compliance, The QA committee will
review results of all audits weeldy for four

weeks thes monthly for three months ¢o
assure compiiance, The Committee will
moititor the effectiveness and complisnce
with the pian and update and develop
plans of action to be carried out, The
rvesults of the audits will be tracked and
trended with follow actions or education
Tor staff as indicated.

Criteria 5:

9721214

|
g
[
{
,f

|
|

Event D UREZ1

Facilly iD: 191138
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l F 358 . Continued From page 19 [

] . datz at the beginning of sach shift on the skilled }
! living units of the faciity. In addition, staffing

! information was not displayed ir a clear and _ |

! readabie format, 5 : [

g

i

. The findings inciude:

HInterview with the Administrator on 08/ 14/14 gt
: 5.00 PM, ravealed the faciiity did not have 2
j . policy related o the posting of the nurse staffing
“heurs; however, she stated the facility followsd
I the regulation for the posting of staffing
- Information. : i

- Observation of the posted Daily Nurse Staffing
“form on the skilled unit on Ga/4 2114 at 520 Py,
revealed the posting coverad all three (3] shifts

for the twenty-four {24) hour pericd and was not
clear and readable, Subsequent cbsarvation, on
. D8/13/14 at 10:00 AM. and U8/14/14 at $:00 AM

i revealed staffing information for the skilled unit

. Was posted, again for all three {3} shifts and was
“not clear and readanle.

s Interview with the Administrator, on 08/15/14 at
" 5140 AM, revealed the stafling list should be
! { posted on the wall in a clear plastic frame, in a
¢ focation which could readily be seen by visitors,
. She stated the facility posted the nurse staffing
Chours daily in the moming, and she was not }
- aware of the requirement for stalfing (o be posted . f
. at the beginning of each shift. ‘ : ;
F 371 483.35() FOOD PROCURE. : F 3zt ,
88=F | STORE/PREPARE/SERVE - SANITARY : :
. ! : ; i
|
[

|  The facility must -
! {1} Procure foed from sources approved or :
L { considered satisfactory by Federal, State or local

|

l " 4
FORM CMS-Z567(02-99) Pravious Yersione Chsolete Evart i3 URBZY Facitty i 101126 if continuation sheet Page 20736
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l (M43 SUMMARY STATEMENT Of DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION 5 ]
PREED {EACH QEFICIENGY MUST BE PRECELED BY FULL PRESX [EACH CORRECTIVE ACTION SHOULD B2 COMPLETION 3

TA: : RECULATORY OR L3C IDENTIFYING NFORMATION Tan CROSS-REFERENCED TO THE APPROPEIATE faTE i

; DEFICIENCYS ;

| __ |
| F 371 Continued From page 20 F 371 F371 48335 (i) Food Procure, Store/ |
/ . authorities: and Prepare/Serve-Sanitary |
{2} Stors, pregare, distribute and serve food o i

Criteria 1: ;

| ' under sanitary condifions

' This REQUIREMENT is nat met as evidenced
oy
¢ Based on observation, interview and review of

 Tacility's policy, it was determined the facility failed f

to store, distrbute and serve food under sanitary
‘ conditions as evidenced by observabion of staff

| members using improper techniques for fand

. washing and changing of gloves after direct

' contact with other surfaces while sarving

fresidents' food, and erttering the dietary area with |

;o hair covering, and cbservation during initia!

. tour at building one (1) and building two (2)

' revealed dented cans of food product avajiable

- for resident consumption, undated food products
; stored on shelves andg scoops stered upright in
_drawers,

{ The findings include:

" 1. Review of the facility's folicy tiled, "Hand

{ Washing”, undated, reveaied staff was to wash

- their hands when entering the Nutrition Services
~&rea, before and after hapdiing food, and
'whenever hands became soiled.

Observation of the noon meal on 08/13714,

ravealed Dietary Aide #8 serving resident food on

i Open & package of hamburger buns, remove a
. bun, place it on a plate, use tengs foget g

‘ hamburger patty from the serving line, place iton |

|

|

’1 | the tray fine. Distary Aide #8 was observed to
L

The identified dented cans were removed
immediately from the prep area by the
Director of Food Services and disposed of

in the garbage can. The dietary employee
H8 was redirected immediately by the-
Birector of Food Service to change her
gloves and wash her hands after touching
the bun wrapper. The dietary employee
regloved prior to continuing the meal
service. The CNCA that entered the
kitchen without a hair covering was
redirected immediately by the Executive
Director o cover her hair after entering
the kitchen. The identified food items with
no date were immediately dated by the
Cook in building #2 and the scqops i the
drawer were stored properly in the drawer
by the Cook in building #3.

Criteria 2:
The identified dented cans were removed

immediately from the prep area by the

£

Director of Food Services and disposed of :

in the garbage can. The distary employee
#8 was redirected immediately by the
Directar of Food Service to change her

gloves and wash her hands after towching f

the bun wrapper. The dietary emplovee
reglaVed firior to continning the mexa)
service. The CUNCA that entered the
kitchen without a hair covering was
redirected immediately by the Executive
Director to cover her hair after enterin [
the kifchen. The identified food items with
no date were immediately dated by the

Cook in building #2 and the scoops in the

|
|
I
|
!
t

FORM CMS-2567702-99) Previous Versions Ctsolgte
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7

|
:
!i

F 371 Continued From page 21 .
- the bun, set the plate on the bar as she waited for |
 lettuca, tomato and mayonnaise to be out on the
- burger. Continued observation reveaied Dietary
' Aide #8 then sat the plate on top of the tray line & |
! be compieted, removed the glove from her right
- hand. put it in the trash, returned fo the fray line
“area and put a new glove on her right hand, al
s without washing her hands. Distary Aide #8 was
s obiserved [o then be returning to the fine fo
. breceed when the Surveyor intervaned and
' stopped her,

i Interview with Dietary Alde #8 on 08/13/14 at j
. 11155 AM, revealed she should have washed her
‘hands when she shanged gloves, hut stated she |
i had been nervous. Diatary Aide #8 stated she

| knew "when to wash" her hands and change har
_gloves. She confirmed it was oross
‘ centarnination when she opened the hamburger
i buns, took one (1) out and continued on the tray
; fine without washing her hands and changing

" gloves.

| Additional obsarvation, on 08/13/14 at 42:00 P,
 tevealed a Certified Nurse Care Assistant ;
' (CNCA) #5 entered the kitchen and proceeded to |
| obtain silverware from 2 tray at the end of the tray |
; line, with no hair covering in place. Interview with :
* CNCA#5 on 08/13/14 at 12:00 PM, revealed she |
! was aware she was o put 2 hair net on anytime ¢
i she entered the kitchen: however, stated she

. "Just fargat”,

 Imterview with Dietary Manager #10 on 08/14/14
&t 7:15 PM, revealed Dietary Aide #8 had

raceived training on hand washing and cross J
! contaminafion. She siated Dietary Alde #8 should |
| have removed the huns from the bag before tray
| line started, and remaved her gloves and wasied

by the Cook in building #2, The Director of
Food Servcie andited the storage room and
canned storage rack on B/12/H4, removed
any dented cans, and disposed of the cans
in the garbage. The Director of Food
Service also aadited the drawers on 8/12/14
ta ensure ail seoops were properly stored.

" Criteria 3:
The Director of Food Service/Assistant
Direstor of Faod Service educated Eli
dietary employees starting on 9/9/14 and
will be completed by 9/21/14 Fegarding the

regulation of fosd service sanitary
conditions which included disposing of all
dented cans properly, storing scoops
properiy, and wearing hair coverings. The
Director of Foud Service/Assistant Birector
of Foud Service educated ali dietary
employees starting on 9/9/14 and will be
campleted by 9/21/14 regarding proper
glove use and hand washing procedures.

Criteria 4:

The Director of Food Service/Assistant
Director of ¥ood Service will audit ail
storage aveas for dented cans, scoep
storage, and hair covering nsage weekly x
foar weeks and then monthly x three
months to assure complisnce. The Director
of Food Service/Assistant Director of Foed
Service will audit for proper glove usage
and handwashing procedures weekly x
four weekly and monthly x three months fo

|
|
|
|
|
|
|
|
I
|
|
|
j
|
|
|
|
f
|
|
|
|
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F 37 Continued Fram page 22 E 374 assure compliance. The QA committee wil] |
! review results of all andits weekly for three :

~her hands anytime she iouched anything which

wag considered as not being clean in her work

area. The Diatary Manager stated Dietary Aide

. #8 should remove her gioves or wash her Rands

Uif they became soiled. Additionaily, the Distary

i Manager stated staff had recsived fraining on

. Ensuring thay waora 2 hair covering when in the

' kitchen. She stated thie CNCA should have ;
covered her hair before she procaeded to the fray .

line to obtain anything, and her dietary stz :

- shouid have stopped the CNCA.

2. Observation of the kitchen, at buiiding one (1}
of the facility, on initial tour on 08/12/44 at 1025
CAM, reveated four (4) cans of rice pudding and
; two (2) cans of cream of potate soup observed as

dented and stored on a shelf available for ;
! resident consumption. Obseryation diring initial
 tour, &t building two (2) of the faciiity, revealed a |
box of instant mashed potato pearfs and a hox of
scalloped potatoes with no opened date, stored f
i on a shelf, and two {2) scoops storad uprightina !
. drawer, ;

- Continued interview with Dietary Manager #15 on*

. O8/14/14 at 7.15 PM, revealed the dented cans

* shouid not have been on the shelf for use, hut i

: should have been placed in an area in the back of
the kitchen which was designated for dented ‘

‘cans. She stated food in dented cans could be

i compromised causing bacteria to grow and :

residents could get "very sick” afier consumption. '

! She commented the boxes of potatces at bullding |

! two (2] should have been dated when apehed,

- and she would maks sure they wera discarded.

: The Dietary Manager aiso stated the SCoORS _‘

: should have been stored up side: down fo prevent

- any water droplets being left in them and to :

| prevent possible contamination of food items.

monthy then monthly for 3 months, The
Committer will monitor the effectiveness
and compliance with the plan and update
and develop plans of action to be carried
out, The resuits of the audits will be

tracked and trended with folfow up actions ;

or education for staff as indicated,

Criteria 5:

9/22/14

-
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} £ 371! Continued From page 23 F 37 |
: Inferview with the Adrinistrator, on D8/15/14 gt {
- 10:30 AM, revealed her expactations was for al I
L N ~
staft o follow policy and procedurs for afl argas,
| including ensuring they wore a hair covering f
. when entering the kitchen and ensuring good
’ - hand washing fechniques were utiized i the
¢ Kitchen. :
f F 4231 F431 483.60(b),{d} (¢} Drug Records,

F431; 483 60(b), {d), (e} DRUG RECORDS,
s5=8, LABEL/STORE DRUGS & BIOLOGICALS

' The facility must employ or obtain *he services of
! & licensad pharmacist who estaslishes a systam
_of records of recelpt and dispasition of all

' controfted drugs in sufficient detaii to enabie an

| accurate reconciiiation; and determines that drug
i records are in order and that an acoount of all

" controfied drugs is maintained and periodically
freconciled.

P

. Drugs and bilogicals used in the facility must be |
Habelsd in accordance with cutrently acceptad :
| professional principies, and inciude the :
, appropriate accessory and cautionary !
“instructions, and the expiration date when

! appilcabie.

‘I accordance with State and Federai laws, the
 facility must store alf drugs and bioicgicals in
lecked compariments under proper temperature
controfs, and permit only authorized personnel o |
i have access o the kays. :

| The faciiity must provide separately lockad, _
| permanently affixed cormpartments for storages of |
- controiled drugs listed In Scheduie 1l of the ‘
. Comprehensive Drug Abuse Prevention and

' Control Act of 1978 and cther drugs subject to

L

Label/Store Drugs & Biologicals

Criteria 1:

Far Residents #5, #9, #10, #11, 12, 13, B, ¢,
D, medications were removed from their
rooms {with permission) by the
DHS/Staffing Coordinator/ED 2nd all non
medication items were removed from the

medication refrigerators by the DHS
{Medical Records Nurse/Staffing
Coerdinator 8/14/14.

Criferia 2:

Residents rosms and medication
refrigerators were audited by the
DHS/Medical Records Nurse/ Staffing
Coordinator on 8/18/14 to assure all
medications and nor medication ifems
were stored properly.

Criteria 3:. - e
Nursing staif were reeducated by the

DHS/ADHS/Medical Records Nurse on the f

impertance of storing medication under
tock and non medication items not stored
in medicaiton refrigerator. This inservice
was started on 9/%/14 and will be
completed by 9/21/14.
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F 431 Continued From page 24 F 43

| abuse. excant whan the facility uses single unit
. package Crug distribution systems in which the
" quantity stored is mirimal and 3
‘ ke readily detected.

* This REQUIREMENT is not mef as evidenced
i by

. Basad on ohservaton, inferview, and review of
the facility's guidelines and poficy, it was

' determined the facility failed to snsure

1 appropriate storage of drugs in accordance with
. State and Federal laws for six (8} of fifleen (15)
' sampled residents (Residents #5, #9810, #11,
T#12, and #13) and three {3) of seven (73

i Unsampled residents {Unsampled Residents B,
- C, and O} as evidenced by cbservations which

- revaaled medications stored in an upsecurad

{ manner in the resident rooms and accessible io
- other residents. In addftion, abservation of the

* four {4} of five (5) medication raoms revealed

| food ftems stored in the medication refrigerators.

' The findings inciude:

1. Review of the facility's "Guidelinas far Self

missing dose can

- Administration of Medicaticns” revealed residents |

! ensure safe resident administration of ..

, medication. The palicy aise noted medication
- waES to be keptin a locked drawer in the

| residents’ rogm.

/ ‘ were assessed for safety by a licensed nurse o
H
|

+ Observation on iniial tour of Resident #5's room,

on08/12/14 at 11:03 AM. revealed Residert #5

. had Calazime Protectant Paste and Perineal and
" 8kin Cleznsar stored on his/her dresser, Review

: of Resident #5's Physician's orders, datad

Ten percent of the resident rooms and
medication refrigerators will be andited by :
the DHS/ADHS/ Medical Records Nurse/ |
Staffing Ceordinator weekly x four weeks
and then monthiy x 3 months, The QA
committes will review results of all andits
weekly for four weeks then monthly for 3
months to assure compliance, The
Committee will monitor the effectiveness
and compliance with the plan and apdate
and develop plans of action te be carried
out. The results of the audits will be .
tracked and trended with follow sctions or
education for staff as indieated.

Criteria 5; 922714
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F 431 Continued From page 25 :
- 0B/01/14 theu 08/31/14, revealed the resident was :
[  ordered Calezime Protectant Paste to he appiied
 topically to the Bilateral inner Gluteals every shift |
- and upon every brief changes. However the
' Physician's order did not siate that resident may
- keep this prescripfion at bedside. Further review
s of the Physician's orders revealed the resident i
was ordered Barrier Cream lo perinesi and/or ; 4
! perianal area as needed. The Physician's orders ;
! state that Resident #5 may keep this prescription f : i
- &t bedsice. Additionally. review of the residenf's !
Nursing Admission Assessment and Data !
* Coilection Report. dated 03/24/13, revealed the !
' resident was not assessed on safely self
. administration of medication.

 Observation of Resident #9's room, on 08/12/14 : ;
; 3t 10:53 AM and 5:44 PM revealed Clarus : ; f f
Antifungal Cream Tolnattate 1% and Kera.42
Cream Urea 42% was stored on the resident's ‘
‘ Counter top. Additional observation reveled ;
. Remedy Skin Repair Cream was in the resident's : i
bathroom. Review of the resident's record i
i revealed no documented evidence of a : !
. Physician's orders for bedside storage or self % ! |
" administration of the medication. Additionally, ' ] i
i review of resident's Nursing Admission ' IE
. Assessment and Data Colfection Report dated : }
- 05/23/14 reveated the resident was assessad and !
 determined unabie to store and/or safely self f !
. administer medication, _ : }*
;
|
!
I
i

e

¢ Interview with Licensed Practical Nurse (LPNY #2,
- on 08/12/14 at 10:53 PM revesied medicatons |
- shouid be stored either in a bedside drawer or ;
 locked container/medication cart. She stated the
- medication and creams in Resident #9's room |
- shauld not be out. She stated wandaring

 residents could get into the medication. ;
Evert I URBZYH Facility 157107138
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F a3 ;. Continued From page 26 F 421

, |
i i
- On 08/12/14 at 1120 AM during the initial tour, !
- cbsarvaiion revealed a bottie of eve drops was : ;
' sitting on the Resident #10's bedside table, : f . |
: Qbservation of Resident #10 room, on 0814714 ;
. @t 10:80 AM revealed the eye drops were stil] : ;
" sitting in the residents room. Thera were six 5}
» bottles of Systane Ultra eye drops sitling on the i
 resident’s bed side table, thrae (3; of the bottles :
~wers unopened and two (2) of the uncpensad ; ]
!  botfies had an expiration date of 07/14. Cre (1) . |
1 ' battles had an expiration date of 11/12. Two (2) of ' |
¢ the three (3) opened bottles had expiration dates | |
- 6f04/14 and one (1) bottle had an expiration date f
- of 04712, Review of the resident record revealed !
: N0 documentad evidence of a Physician's order
. for eye drops, no assessment of the residents {
ability or safety to self administer the eys drops. E‘
|

¢ Interview with Resident #10, on 08/14/14 at4ns |
- PM. revealed that he/she had used the eye drops
for many years. i

crterview with LPN #3, on 08/14/14 at 4:30 PM
revealed she was not sura where the eye drops

! had come from or how long they had been thers,
i She further stated she would notify the Physician
. to ask about an order and weuid also notify the
*family to not bring any medication, even aver the

i counter, into the resident and wouid explain why. |
. She confirmed that the resident had not beery
‘ assessed {0 self medicate.

e

: Observation on initial tour of Resident #11's room, 5 :
-on 0812114 at 11:45 AM, revealed Resident #14
- had a prescribed botle of Selsun Blue located on : i
@ shelf in his/her shower. Additionally, on 5
S 08/14/14 3t 7:00 BM, tour with Registered Nurse

| {RN) #2, revealed a botfle of Miconazorb Powger

Event 1D URBZ1 Facility 127 101128
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I F431. Continved Erom page 27 F 431

i . AntiZeasorh Powder ying in 2 plastic bag on top ¢
| " of the resident's dresser. Review of Residant
(#11's Physician's Order, dated 08/01/14 through
{ 1 08/31/14, revealed the residert was ordersd
i . Selsun Bive Medicated Shampeo to e used for
Litehy, flaky scalp two {2} times a week with
i showers. Continued review of the Fhysician
. order revealed the resident was prescribed
Micoazorb AF two percent {2%) Powder
f | Antizeasorb Powder seventy-cne (71) grams o
I i be applied fo the buttocks aevery shiff and ag
! needed. Howsver, record review revealad no

documented evidence of an order for the
prescription to be kept at bedside.

f
] Interview with Resident #11, on 08/14/14 at 300
| | PM, revealed staff assisted him/her with
. scheduled showers. Resident #11 stated staff
. used the Selsun Blue to wash his/her hair
- because he/she could not cormplete the task on
I his/her own.

Interview with Certified Nurse Care Agsistant
HCNCA) #3, on 08/14/14 at approximately 4:30

| . PM, revealed medicaticns should not be siored in :
" resident's room. She reparied that if she located
‘ the prescribed medications in the resident's

f  foems, she would contact the nurse fo find out if

| they knew the medication was there. She stated

{ if the nurse was not aware, then she wotld give
 the medication to the nurse. In regards to

| . Resident #11, CNCA#3 reporied Residant #11

i received his/her showers during the day, thus gshe |

was not responsibie for leaving the Sefsun Blue _

i - Shampoo in the shower room. She reported she :

I ‘was, however, aware that the shampoo was

s stored on the ledge in the resident's shower
sreom. She reported she was not for certain were
else It should have been stored, but revealed it

Event 0 URBZ Y

FORM CMS-2887(02-94) Previous Versions Ohsolsts

Facly 1D 101138

I continuation sheset Page 28 of 38

A oot e et e



PRINTED: 08/28/3014
FORM APERGVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 2 MEDICAID SERVICES OME NO. 0938-0351
3 ¢
{ STATEMENT OF DEFICIENDES XY PROVIDER/SUPPLIER/CLIA | [A2) MULTIPLE CONSTRUCTION (0 DATE SURVEY
L AND PLAN OF CORREa DENTIFICATION NUMBER: ;A SUILDING COMPLETED ;
i L BUILDING
! | | |
* R o i
| 185470 P B f‘fﬁf‘tG. - 08/15/2014 |
E NAME OF PROVIDER OR SUPFLIER | SYRERTADGRESS CITY STATE. 2F cobE |
| 2531 OLD ROSEBUD ROAD |
| THE WILLOWS 4T HAMBURG P _
| | LEXINGTON, KY 40508 j
mam o SIMMARY STATEMENT OF DEFICIENCIES ( 0 FROVIDER'S PLAN OF CORRECTION P [
BRESK {EACH DEFICIENGY MUST BE PRECEDED &y FULL | OPREFIX (EACH COPRECTIVE ACTION SHOULD 8E . SOMFLETRON
TAG REGULATORY OR LSC IIENTIFYING INFCRMATION) f tag CROSS-REFERENCED TO YHE APPROPRIATE | DAtk
: GEFICIENGY) ; ]
,f B 4371

F 4317 Continued From page 28
f ¢ shouid have been given to the nurse or stored ip
; the resident's locked badside fakle,

| Interview with CTNCA#1, on 08/14/14 at 5:03 PM
- revealed medications shouid net be siored in 5
I residents’ rooms. She reporied she was not

; Ceftain if residents had locked boxes. CNCA #1

. reported Resident #17 needad assistants with

' hisiher shower and staff shouid have stored

: his/her medications i the reatment cart, She .
i feported Resident #11's powder should be stored
. I his/her iccked bedside tabie. CNCA #1 :
‘reported it shoutd not have been on top of histher |

! dresser.

. i
. Interview with CNGA #4. on 08/14/14 at | .‘ |
" approximately 10:00 AM, revealed medications | : : !f
|

]

|

H

{

|

|

i

e e

: should not be allowed in resident's rooms. She
: reported that any thing that had a prescription
“should bs ieft in the medication cart, She

* teported this was important because a resident
| could have an allergic reaction to the mediation
, and it couid be fatal for the resident.

! Inferview with RN #2. on 0g/ 14/14 a1 700 PM,
 reveated prascribed medications should have _
. been slored in the reatment cart, notin residents’ : }

e

crooms. She reported that to her knowledge, the

i residents wers not able to self-administer based

. upon their assessments that wouid have been.

‘ completed during admission, RN #2 stated he |

 prescribed medications should not have been faft ; ;

. In resident's rooms. Continued interview with RN : f

' #2 revesled Resident #11 required sssistants with . : ’ }

i showers and histher Selsun Blue should have i J

. been lacked up afeng with histher medicated |

' powder in the treatment cart j i

: !

]

 Obsarvation of Resident #12's reom, an 08/12/14 1
Event ID: URBZ 41 Facility iD: {61138
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; I
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F 431 Continued From page 2G |
. f
H
|

, at 1129 AM, with RNAIDS Coordinator #3

. revealed Praseription Ofioxacin Eye drops 0.3%

" and Septine eye drops in he resident's bathroom

area. Further observation, on 08714/14 at 3:33

PM, of Rasident #12's room reveafed the resident ;

i’ - had Zymaxic Opnthaimic Solution 0/8% {aye '
draps) and Systane Eye Drops on g chest by

! histher bad.

e —

. Review of the Resident #12's Physician's orders
revealed no order for bedside storage or seff

i - administration of medication. Review of the
i Nursing Admission Assessment, dated G5A0g/14,
. revealed the facility assessad the resident as :
Cunable to safely administer medications, ncluding |

‘eye drops.

interview, on G8/12/14 at 11.29 AM. with RN/MDS |
~ Coordinator #3 revealed the medicafions should

' not have been in Resident #12's roam. She

! stated the nurses did rounds and must not have

- seen the medications.

nterview, on 08/14/14 af 5.4 PM, with LEN #4
: revealed Resident #12 was not able o seif

. medicate per assessment and the medications

- should et have been stored in Resident #12's

L room. The LPN stated the resident had 3 famify

. member, an Optomelrist, who brought in eye drop .

- medications. The LPN revealed if staff saw
¢ medications in 2 resident's room they wers to
: remove them and store them properly,

] t Obsarvation of Resident 137 reorn, on 08/14/14
i’ : at 3:42 PM, revesied Equate Nasal Spray, Equate
i . Miconazale Vagina! Antifungal Cream, Muscle :
{ Care and Naphcan A Eyedrops on the shelf of the |
i resident's bedside table. Review of the resident's |
| record revegied no Physician's Orders for ‘

FORM CMS-2567(02-58) Pravious Verslons Chsokste Event I URBZT1

Facilly i0; 191138
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j F 431 Centinued From page a0

I ' bedsice storage or saff administration of the

| - medication. Additionaily, review of ihe resident's
| - Nursing Admission Assessment and Data

! - Collection Regort dated 08/08/14 reveaied the

- resident was assessed and defermined unabis o

' store andior safely seif administer medication,

* Observation on initial tour of Unsampled Resident ;

| B's room, on 08/12/°4 at 123 AM, revealed a
! tube of Remedy Caiazime Skin Faste topical
i Body Shield Craam saated an top of histher

| - dated 08/01/14 through 08/31/14, reveated an
- order that the residant ray use a Barrier Craam

. 1o perineal and/or perianal zrea as needed and

; may keep at bedside. However, raview of

 resident's Nursing Admission Aszessment and

! Data Collaction Report dated 05/72/14 revealed

the resident was assessed and determined

; Unable to store andfor safely self administer

| medication.

: Observation on inifial tour of Unsampled Resident 1

' bottle of Remedy Dimethicone Skin Protectant
- displayed on his/her dresser and a prescribad

; bottle of Ketoconazole sham poo on a shelf within |

. the resident's shower. Review of Unsampled

l'

i

!a X C's room, on 08/12/14 at 11:35 AM, revaaled 5
[} * Resident C's Physician's order revealad the

| residant was prescribed Ketoconazcla two oo
| percent (2%) shampoo into entirs scalp, to be left |

on for three (3] minutes, then rinsed out weekly.

' Continued review revealed a Physician's order for

\ a moisture barrier to be placed topically to the
i fesident's coceyx/perineal area as needed.
; Continued review of the orders revegied there

! ' was ne order for these freatments/prescriptions to ;

‘  be left at bedside. Additionally, review of the
L : resident's Nursing Admission Assessment and

dresser. Review of resident's Physiclan's orders, f

F 431
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F 431 Continued From page 31 L F4a1

Data Callection Regort, dated 01/12/13, reveated
| the resident was assessed and determined
| Unatile to store andfor safely seif adrminister

j . medication,

| Obsarvation on initial tour of Unsampied Resident |
f : 's room, on 08/12/14 at 11:37 AM, revealed two
i (2) bottles of Remedy Antimicrabial Cleanser end ;
' Remedy Caiazirme Skin Paste body shield lacated
- on his/her plastic container in hissher bathroom,
» Review of Unsampied Resident D's Physician's
~urder, dated 08/01/14 through 08/31/14, revesled
Van order that the resident may use barrier cream
i fo perineal andfer perianal area as needed and |
: May be kept at bed side. Continued review ofthe
, Physician’s order revealed a maisture barrier '
' should be applied topically to cocoyx/perines!
i area as needed. The order did not state if this
- coukd be kept at bedside. Additionalt , review of
' resident's Nursing Admission Assessiment and
' Data Coilection Report, dated 0103413, ravealed
 the resident was assessed and determinad ;
" unable & store and/or safely seif administer

) “medication.

|
|
;
|
|
:

!  Interview with the Directer of Heaith Services, on
08714714 at 10:81 PM revealed her expeciations
i were {o have bedside medications sfored in a
locked compartment or bedside drawer if the
resident had been assessed fo do so. She stated ;
 staff was suppose to menitor for unsafe tems in |
the resident's room.

i

! Interview with the Administrator, on 08/14/44 at ;
| 10:34 AM revealed her expectations were to have
 bedside medications stored in bedside drawer. :

: | She further stated preseribed medicaticn that did

|  notindicate bedside storage or self medication |
 should be stored en the medication andior
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| *Interview with the Nursing Consultant, on :
| 1 0871514 at 940 AM, revezied the process for , |

- resicents o have medications in their rooms : : [
would be to have the residents complets 5 self E
determination form {o prove they were capabie of | ; ]

doing se. The Nursing Consultant revealed the :
i Linit Nurse would compiete the RO !
. Seff-Determination forr on behaif of e resident. | |
" The Nursing Consultant reveaied that the : : L /

—m e,

- Physician's Orders would then state the resident

| coutd keep their medications at bedside;

i however, it would be the facility's policy to place :
. the medications in a locked bedside drawer. The - ;
" Nursing Consuftant revesled it was the : |
| respansibifity of averyone to monitor for i
i medications that were sitting out on residents' i : :
 dressers. She reported that staf should ask f : ?
residents if they could remove the medications ¢ % 5 [
" and explain that it was for the safety of other

i residents. Continued interview with the Nursing f
. Consultant revesied i was her expectation that

" staff would observe any medications that were f
“outand inform the nurses so that they could talk

1 1o the resident about putting the medications _ | /
_away She revealed this was imporant for the ; ; :

' safely of the residents, . J

| :

| i 2. Review of the facility's policy: *Medication ;
J Storage In the Facility”, effective date Q201/10, 3
| ' revealed medications stored in the refrigerator !
fwere o be kept in closed and labeled containers | : [
j : and seperated from frui juices, applesauce, and | ; ; ]
| other foods used in administering medications. ) ; |
] The pelicy further stated other foods, such as : !
emploves unches ang activity departmant f
| refreshments, were nof o be stored in this |
, Tefrigerator. f
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it

‘ . Observation of the medication storage room on
f ' the Neighborfioad, on 0814714 at 12-00 PM, with
; ! the Neighborhood Director reveaied medications |
i | were stered together with food ftems in the

- medication refrigerator. Interview with the ;
~ Neignborhood Director ravealed medications and
i food Hems were not to be stored together but f
{ knew both wers teing stored in the medication
refigerator. Further interview with the Director

reveaied they Iried 1o gef 2 small refrigerator for

+ the medications, but it was not in plece.

: Observation of the 300 Hail medication room, on

!  08/14/14 at 315 PM, with LPN #4 revealed the

‘ t medication refrigerator had milk, pudding snacks |
i and orange juice stored in the refrigerator slong i
, with medications storad in the drawers. Interview
with LPN #4 reveaiad the orEnge juice was for

diabetic residents, if neaded, and the other food

| ltems were for medication pass. The LPN also

- revealed none of the food items were stored as

" snacks for the rasidents,

: Observation of the 260 Hail medication foom, on

: 08/14/14 at 4:20 PM, with RN #2 revealed there
- were twe (2) battles of beer for a resident. fwo 2y .
i bottles of Katchup, two {(2) containers of :
. applesauce, four (4) pudding snacks, and soda

cans (coks, diet coke, sprite) and rine {9y small . .

! cartons of milk stored in the medication

refrigerator. Further observation reveaied the

" medications in the rafrigerator were siored in

containers or drawers and wers separatad from |

the food items. Interview with RN #2 ravested the |
: ketehup, milk, and beer should net have been :
" stored in the medication refrigerator. The RN

| ! further revealed she had not seen residents taks

j | milk with medication pass and the beer was for 5

bty
S
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’ F 431 Continued From page 34
{ *resident who had a Physician's order,
E i

: from the foed items by being siored in

m-_.m_._.‘.__%_.,‘.«—-.._._‘-—..,..____h_._.uw —

' Inferview with the facility's Pharmacist

- Observation of the 100 Half medication reom, on

, DBA4/14 2f 4:26 PM, with LEN #5 revealed the

. medication storage rafrigerator had small mitk

' cartons, soda cans, and yogurs, Furlher :
[ observaiion revealed medications were separated

containers

. or drawers. The LPN stated she worked gvening
shift ard they did not have access to cold cokes . |
- and yogur's at night so they kept them in the

i refngerator for the residents. The LEN further

. Stated the milk was for a disbetic resident.

Consultant,

fon 08/14/14 at .27 PM, revealed the medication

: room refrigarators were for medication storage
only. The Pharmacist stated he was new o the

faciity and had only visited one {1} time, but
siways told facilities nothing, other then

- medication, was to be stored in the refrigerator,

Interview, on 08/14/14 at 6:42 PU. with the
: Corporate Consuitant (CC) revealed the facility's

| medication storage policy was from the pharmacy |
; and according to the policy non-medication tems
"were allowed fo be stored in the raedication '

refrigerators as long as there were separate from
the medications. The CC revealed medications |
. were 1o be stored in a drawer or separate

! foed in the the refrigerator.

containers. She further revealed the Pharmacist :
< had never reporied they were not allowed fo stors

Interview, on 081414 5t §:20 PM. with the
Director of Nursing {DON) revealed food tems,

- used during medication pass and SNECKS, were
- alsa stored with medications in the medication
. refrigerators. The DON further revesiad she

i
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KOOC INITIAL COMMENTS - Kooo

i
i _,
j . CER: 42 CFR483.70 (a)

i
|
CBUILDING: 02 ; r
| FLAN APPROVAL: (2/02/11 : J j

EF

£
i
IJ SURVEY UNDER: 2000 New

. FAGILITY TYPE: NF ‘ :
| TYPE OF STRUGTURE: One (1) siory, Type v : [
F{111) Protected i
| SMOKE COMPARTMENTS: Four (4) smoke

. compariments.

| COMPLETE SUPERVISED AUTOMATIC FiRE
. ALARM SYSTEM

i SPRINKLED SYSTEM, Complete automatic (one i
(1) wstand one {1} Dy} Systern. The cry ;

sprinkler system covers cancoles and the gttie, ‘

' The wet sprinkler covers inierior areas, ! | i

e e e et -

| EMERGENCY POWER: Type Il Generator. Fel
, source in natural gas

: A Life Safety Code Survey using a 278688 (Short E
- Form) was initiated and conciuded on 08/13/14 | %
' The facility (The Legacy) was found 1o be in 5
 substantisl compliance with Tile 42, Code of
 Federal Reguiations, 483.70 {a) et saq (Life
‘ Safety from Fire), : ;

(ABORATGRY DIRECTOR'S OR PROVIG FREPRESENTATIVE'S SIGNATURE TITL,E (xay c,m

; E, .
- < e A \‘Piﬂni o S I
e { {)\(Ef (.;fu‘%’-ﬁ W““‘*E;“"?f ‘? %/ j 7
Any deficiency statement ending with an asterisk (*} denctes g deficiency which e institution may be excused from cerrecting providing i is defermined that |
other safeguards provide sufficient protection to the patienis. /See instruciions.) Except for nursing nomes, the findings stated shove are discloszble 90 days

iollawing the date of strsay whether or not a plan of corsaction is provided, For nussing homes, the above Andings and plans of correction are disciosable 14
days following the date these documents are made available to the facifity, if daficiencies zrs clted, an approved plan of comection is requisite to contfinued

program parficipation.
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K 000 INITIAL COMMENTS

| CFR: 42 CFR 483 70 (a)

f BUILDING: 0%
f PLAN APPROVAL: /1311
 SURVEY UNDER: 2000 New
FACILITY TYPE. SNE/NF

' TYPE OF STRUCTURE: One {1} story, Type v

" (111) Protected

 SMOKE COMPARTMENTS: Seven (7} smoka
i compartments.

e .

COMPLETE SUPERVISED AUTOMATIC FIRE
. ALARM SYSTEM {Original Instaltation 10/0444 2}

"FULLY SPRINKLED, SUPERVISED Two (2} wet
“and Three (3) Dry Systerns Original Instaiation
L 09/21/12.

 EMERGENCY POWER: Type I Diesel
; Generator. (Original instaliation 10/03/1 2}

' A Life Satety Code Survey using a 27868 (Short
' Form) was inftiated and concluded on 08/4 314,
| The facility was found fo be in substantial
: Ccompliance with Title 42, Code of Federal

/ | Regulations, 483.70 (a) et seq {Life Safety from
; F“re}
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Any deficlency statement ending with an asterisk * denctes a deficien

cyﬁvhic:h the Institution may be axcused from correciing providing it is determined that ©

for sursing homes, the firdiings stated above are dlsclosabls 6 days

ather safegusrds provide sufficient srofection ia the palisnts. (See instructions. } Except
g homes, the atove findings and plans of correction are disclosable 14

fellowing the date of sunvey whather or not & plan of corection is provided. For nursin
merits are made available to the facility. if deficiencies are cited. an appreved pi

days follewing the date thase docu
program participation.
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