09/12/13 at 5:10 PM, revealed the facility did not
have a written policy regarding routine claaning of
medicalion carts.

Observation of the medication carts on the 100
Unit, on 09/11/13 af 8:23 AM, revealed Cart #1's
pill crusher was heavily soiled with black and
brown sticky residue with bits of brown debris,
The bottom of the bin holding the drinking cups
and pill cups was solled with brown debrls.

Soma of the drawers were labeled with soited
tape. The ingide drawers, where medications
were glored, were also soiled. Cart 42 was
similarly soiled with black and brown sticky
residue on the pill crusher, drawers were labeled
with soiled tape, and the bottom of the bin holding
tha drinking cups and pifl cups had brown and
white debris. Inhalant medication was co-mingled
with nasal sprays.

Observation of the medication caris on the
Subacute | Unit, on 09/11/13 at 8:45 AM, revealed
Cart #1's pilt crusher was heavily solled with black
and brown sticky residue, an open container of
applesauce was on the ¢art and the bottom of the
cup bin had brown and white residue prasent.
Cart #1 had a wrist blood pressure mater stored
on the top. The face of the blood pressure cuff
was solled and smeared with a clear substance.
Cart #2 had a soiled pill crusher with brown and
black substances all around the edges. The
bottomn of the cup bin had white particlas inside
the bottom.

Observation of the medication carts on the 200
Unit, on 09/11/13 at 9:03 AM, revealed Cart #1
had a Sharps container filled past the i line, the
pilf crusher was solled with a brown and tlack
sticky substance and bits of brown debris. The

‘accapted by all
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are by 10/24/13. ;
The Director of Nursing or the |, |
Assistant Directon of Nursing will
ingpect each medication cart, |,
initially, to validate cleanliness| ;
and organization by 10/24/13.
The Director of NUrsing or the |-
Assistant Directo% of Nursing wil

gach respective rIedication cart

+

inspect 2 carts egch weekly fo

.

four weeks, 2 carts each month: -
for three months and guarterly, -
thereafter.

On 10/18/2013 the facility's
Quality Assurance Committee will
meet to review the alleged o
deficient practiciEnd the planjto

ensure the method of cleaning,! -
proper sahitizing and overall :
cleanliness is maintained inan
orderly fashion edch respective;
medication cart. The plan of
correction and plan to monitor)
ongoing compliance was .
ality Assurarice
Team Members. The Quality |
Assurance Team will meet to
review the validation tools,
weekly, for four weeks, month
for three months and quarterly
thereafter to validate care plang
are current and consistent with '
Resident assessments. D
Compliance Date; Qctober 25,
2013 '

|
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bottorn of the cup bin had brown and white
particles. Cart #2 had labels adhered with soiled
tape and the water pitcher on the cart had tape
residue on the top which was blackened and had
a sticky surface. The battom of the cup bin had
brown particles.

Observation of the medication carts on the ;
Subacute Il Unit, on 09/11/13 at 2:26 PM, f
revealed Cart #1 had a pill crusher that was i
heavily soiled with brown and black sticky residue
and white particles. The drawer holding boitles of
liquid medication had large drips of red and white
dried to the bottom of the drawer. There ware
gnat-like insects buzzing around the cart. The
outside of the cart was soiled with drips as was
the Sharps container aftached to the side of the
cart. The insides of the medication drawers were
also soiled with debris and brown particles. Cart
#2 had a soiled pill crusher with sticky brown and
black residue present. The outside of the cart
was soiled with dried drips.

Interview with Licensed Practical Nurse (1.PN) #2,
on 09/11/13 at B:45 AM, revealad all the nurses
using the medication cart were responsibie for
cleaning the carts. He stated he wiped down the
outside of the 100 Unit cart at the end of his shift
daily. He stated the pill crusher and the inside of
the cart was not clean.

Interview with the 200 Unit Manager, on 09/11/13
at 10:50 AM, revealed the nurses were
responsible 1o clean the medication carts;
howevar, she was not aware of who was
responsible to ensure the medication cans were
cleaned.

Interview with LPN #1, on 09/11/13 at 10:42 AM,
PORM CMS-2567(02-9%) Previous Varsigns Obacleta Event ID:56HX11 Facliity ID: 100845 If continuation sheet Page 28 of 35
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The facility must establish and malntain an
infection Control Program degigned to provide a
safe, sanitary and comfortable environment and
io help prevent the development and transmission
of disease and infection.

{a) Infection Control Program

The facility must establish an infection Control
Program under which it -

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

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Meintains a record of incidents and corrective
actions related to infections.

when not in use.

Resident F's gioves, briefs and
tube feading supplies were

discarded by the Assi
Director of Nursing on

were discarded, the air i

conditioning unit was ¢
the clean supplies are
sanitary manner.

ILLAll Residents have the
to be affected by this a
deficient practice regar
compliance with isolati
guidelines. Faclility Re

PRINTED:
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 39{38-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE GONSTRUCTION {%3) DATE|SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BULDING COMRLETED
185289 B. WING 0911272013
NAME CF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE ;
™= RE CENTRE AT STONY BROOK 2200 STONY BROOK DR
HURSTBOURNE CA R LOUISVILLE, KY 40220
o) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION P
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY DF LEC IDENTIFYING INFORMATION) TAG CAOSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENGY)
F 431! Continued From page 28 F 431
revealad the medication carts on Subacute }
ware not clean on ths inside and the pill crusher F 441 3
and Sharps containers were soiled. She stated >
the night shift nurses were responsible to clean INFECTION CONTROL. y
the medication carts; however, there was no COMMUNICABLE DISEASES .
policy or cleaning schedule located. ) s
It is the practice of Hurstbourne i
Interview with the Unit Manager for Subacute |, on Care Centre to maintain an y
09/11/13 at 11:10 AM, revealed there was no infection Control Program to o
cleaning schedule or policy that designated the provide a safe, sanitary ad i
responsibility for cieaning the medication carts. comfortable environmentand to |
He stated the medication carts were not clean. help prevent the develgpment ‘ :
. i and transmission of disease and
Interview with the Direcior of Nursing, on infectian. ;
. |
09/12/13 at 5:10 PM, reveaied there was no |. Resident #24 o longer resides in -
schedule or policy for cleaning the medication the facility a
carts; however, the night shift nurges were ; " d
responsible. She stated the medication carts szzﬁ:é‘;ﬁ; Sﬁ;i?g;gﬁg “;23% P ;
wera not reviewed for cleanliness; howaver, the A ) P i
carts should be clean and sanitary. the .spread '.‘"f infection py .the :
E 441 | 483.85 INFECTION CONTROL, PREVENT Fa4q|  Assistant Director of Nyrsingon ¢
mask is stored in a plastic bag 5

ant
0/26/2013,

eaned and
stored in a

potential
leged
ding

ON
sidents

]
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(b) Fraventing Spread of Infection

(1) When the infaction Control Program
datermines that a resident neads igolation to
prevent the spread of infection, the facility must
isolate the resident.

{2) The facility must prohibit employees with a
communicable diseage or infected skin legions
from direct contact with residents or their food, i
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens
Personnel must handle, store, process and
fransport linens so as to prevent the spread of

infection.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review
and facility policy, it was determined the facility
failed to follow isolation guidelines for one (1) of
twenty-four (24) sampled residents (Resident
#24) with positive Clostridium Difficile cultures. In
addition, the facility fafled 1o ensure medical
equipment used for two (2) of twenty-four (24)
sampled residents and seven (7) unsampled
residents' care (Resident #1 and Unsampled
Resident F) was stored in a sanitary manner.

The findings include:

Review of the facility's policy for Contact

Precautiong, undated, revealed residents with

a bag when not in use by the Unit

Managers by 10/24/2013. Any |

discrepancies noted were |
immediately addressed upon B
identification by the Director of i
Nursing and/or the Assistant

Director of Nursing at that time. -

L. All staff will be re-educated by
the, Director of Nursing/Assistant
Director of Nursing/Nurse ‘
Manager to ensure the facility
maintains infection control
practices which provide a safe,
sanitary and comfo
environment to help
development and tr :
disease and infection with '
additional emphagis bn j
communicating potential risks |

identified to their supervisor for | .

intervention by 10/24/2013. The
systemic change includes

Administrative development ofa |

Quality Assurance Room Round |

to identify any potential infection
control concerns to include
isolation precautions, reparatory
equipment storage when notin =~ |
use. The QA Round Sheets to be|
utilized by the interdisciplinary |
Team, effective 10/18/13,

Sheet, developed on|10/05/2013, | |
|

IV. QI monitoring will be conducted l

by the Interdisciplinary Team

'
i
I

[

i
|
|
|
i
|
j
|
|

s

|
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Clostridium Difficlle (C. diff) would be placed in
cortact precautions. No policy was provided for
storage of resident medical squipment.

Review of the cllnical record for Resident #24,
revealed the faciity admitted the resident with
diagnoses of Congestive Heart Faflure, C. diff
and Hypartension. The facility completed an
Admission Minimum Data Set (MDS)
assessment, on 06/21/13, which revealed the
resident requirad limited assistance with daily
living tasks. The admission orders from the
physician Included an antibiotic to be given for
two (2) months for C. diff.

Review of the laboratory test results for C. diff, on
07/01/13, revealed the resident had positive
results for C. diff antigens and toxins with
communicability of disease as high if diarrhea
was present. The laboratory test results for C,
diff, on 07/20/13, revealed the C. diff antigen was
positive and assumed the resident's disease was
communicabie uniil foxin production was
determined. The final report was received on
07/23/13 which indicated the toxin production by
the C. diff was negative.

Review of the nurging notes, for 07/11/13,
revealed the resident continued with loose stools
and was incontinent of bowel at that time, The
resident continued to feel bad.

Raview of the nursing notes, for 07/13/13,
ravaaled the resident still had loose stools.

Review of the nursing notes, for 07/17/13,
revealed the resident continued with diarrhea.

Interview with Cartifiod Nurse Aide (CNA) #4, on

members on facility resident

thereafter. Any performance
improvement issues will be

Services far immediate
intervention. On 10/18/13, the
facility's Quality Assurarnce
Committee met to review the
alleged deficient practice and

plan to monitar ongoing
compliance.
V. Compliance Date: October
25, 2013.

rooms 3/week for 4 weeks, then
2/week for 3 months and quarterly

elevated up to the Nursing Home
Administrator/Director of Clinical

subsequent plan of corrgction and
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00/12/13 at 10:00 AM, revealed Resident #24 had
loose stools for several weeks after admission
and was incontinent of bowel at times. She
atated the resident was in isolation; however, the
resident did leave the room and walk up and
down the hallway many times while in isolation.
She stated the resident wore a brief. She atatad
she was not sure what type of isolation the
resident required, but everyone kriew to wash
their hands and wear gioves to prevent the
spread of the germs. She stated she had been

trained on isolation,

interview with the Subacute | Unit Manager, on
00/12/13 at 10:10 AM, stated Resident #24 wag in
contact precautions for C. diff. He stated the
resident was continent and the C. diff was
contained. He stated he had been trained on
contact precautions. _

Intarview with the Director of Nursing, on
09/12/13 at 5:10 PM, revealed rasidents in
contact precautions for C.diff should not be out
and about the facility until their sympioms were
resolved. She stated the infection could be
spread by residents to others, :

Observation of Resident #1, on 09/10/13 at 12:25
PM, and on 09/11/13 at 8:05 AM, ravealed the
resident's face mask used for adm inistration of
inhalant medications was stored on top of the
mini-neb machine uncovered,

Interview with LPN #1, on 09/11/13 at 10:42 AM,
revealed the face magk for mini-neb treatments
should be covered when not in use to prevent it
fram becoming contaminated with debris. She !
stated she had been trained in infection control, 1
|
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The facility must maintain ciinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented, readily acceasible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State,
and progress notes.

This REQUIREMENT is not met as evidenced
by:
Based on interview, record review and facility
policy titled Legal Signature, it was determined
the facility failed to maintain an accurate
Medication Administration Record (MAR) and

Residents have the potential to
be impacted by the alleged
deficient practice.

On 9/26/13 the systemic change |

includes the Director of Nursin?

o

development implementation ©
Master Signature Sheet to inchf
reference date, employee prir niL
name, signature and initials.
Director of Nursing, Assistant
Director or the Urjt Managers
ensured the Master Signature

Sheets are present in the MAR &

TAR books during the October
MAR & TAR changeover on
0/30/13.

m

fo

e

On 9/26/13, all licensed nurses
were reeducated

Master Signature|Sheets and

regarding the |
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Observation of Unsampled Resident F, on F 514
09/11/13 at 8:25 AM, revealed the resident's CLINICAL RECORDS i
supply of clean gloves, clean briefs and clean ;
tube feeding supplies were stored on top ofa It is the practice of Hurstbourne| | |
soiled room air conditioning unit which was turned Care Centre to ensure each !
on. Resident's c!inicallecords isin || i
accordance with agceptable g
revealed the nursing supplies should not be practices that are complete
stored on top of the air conditioning unit. She aceurately documentsd and
stated the unit had brown dried substances and readily accessible and !
brown particles on top of the unit and germs svstamatically organized f
could be coming out of the air unit. She stated | Ny negati Y tc% ‘ . e:sult od
she had been trained in infection control. : frgm ?ﬁ: f‘; 2i!ci,t?es : "‘3 o include.
F o4 483'75(')(1)_HES F514 a Master Signature Sheet inthe | -
55=c | RECORDS COMPLETE/ACCURATE/ACCESSIB Residents Medical Record. Al
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Treatment Administration Record (TAR) for one

hundred twenty-one (121) of the one hundred lll. On 9/30/13, the Director of
twenty-one (121) residents in the facility with
signatures and coinciding initials to provide an
accurate medical record.

Nursing, Assistani Director of !
Nursing or Nursing Designee |
conducted an initial 100% audit of
the MAR & TAR books to validate
accuracy and placement of the |

Master Sighature Logs, validating

The findings include:

Review of the facility's policy titled Legal the Master Signatlre Sheets were
Signature, Revised 01/04/13, revealed in order to in the MAR & TAR books. The
provide & legal reference of those individuals Unit Managers will review 8 MAR
documenting in the medical record, nursing & TAR Books weekly for 4 weeks,
personngl are required to provide a record of their monthly for 3 months and
signature and coinciding initials. quarterly thereafter to ensure the
i

Record review of the MAR and TAR records on ;\Mﬂiﬂe& ?fga;gy:k;ogffsé?vg th
an‘un-:sts' revealed a signature sheet with 10/24/43. ’
fgg;r:d:d;ng initials wag not present with the The facility's Quality Assurance

’ Committee will meet on

10/18/2013 to review the alleged |
deficient practice; plan of |
correction and plan to monitor ! | |
ongoing compliance was

Record review of the Master Signature Log with
noted signatures and matching initials provided
by Medical Records, undated, revealed in the
space designated for the initials which would

coircide with the signature, of the thirty-nine (39) accepted by all Quality Assurahce
individuals that had signed, initials were missing Team Members. ‘
on thirteen (13) of the names, with a title in place IvV. Compliance Date: Qctober 25

of the initials. Without the reference date, it was 2013.

not known if current employees were listed.

Record review of a Master Signature Sheet ‘
provided by Medical Records, with the first i
signature dated 12/21/12 and the last one dated :
9/11/13, ravealed a form with four (4) columns, A
colurnn each for the printed name, the written
name, initials and the date. The form was
incomplete. Names were not all printed and titles
were in place of initials. Sevenly-gseven (77) was
the total of names listed and only twenty-eight
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F 514 Continued From page 34

(28) signed their initials, others had listed the
abhreviation for their fitle instead of their initials,

Interview, on 09/12/13 at 10:15 AM, with Medical
Records revealed the person signing the MAR or
TAR was supposed to put an initial in the
designated box. She revealad t was the
responsibility of the Unit Manager to check to
make sure the staff were signing the fog. She
stated each new nurse signed the log, however,
the log provided revealed abbreviations for titles,
not initiale, were documented. She stated the
purpose of the log was to make sure staff
signatures and initials were a matter of record,
She stated she had never been responsible to
make sure the log was kept and accurate.

interview, on 09/12/13 at 5:10 PM, with the
Director of Nursing (DON) revealed the Unit
Managers were rasponsible for the Signature Log
Sheet, She stated the sheets ware not current.

Interview, on 09/12/13 at 5:16 PM, with the 100
Unit Manager revealed she was not aware she
was responsible for the signature log. She
rovealad there were no sign in logs for the MAR
and TAR on the 100 unit. The 100 Unit Manager
stated it was important to maintaln a signature log
s0 you would know who had signed for a
treatment or medication.

F 514
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F 514 Continued From page 34 F514

{(28) signad their initlalg, others had listed the
abbreviation for their title Instead of thelr inftials,

Interview, on 09/12/13 at 10:15 AM, with Medica!
Racords revealed the person signing the MAR or
TAR was supposed to put an initial in the
designated box. She revealed It was the
responsibility of the Unit Manager to check to
make sure the staff were signing the log. She

| stated each new nurse slgned the log, hawever,
| the log provided ravealed abbreviations for titles,
not initials, were documented. She stated the
purpose of the log was to make sure staff
signatures and initials were a matter of record.
She stated she had never been rasponsible to
make sure the log was kept and accurate,

Intarview, an 09/12/13 at 5:10 PM, with the
Director of Nursing (DON) revealed the Unit
Managers were responsible for the Signature Log
Sheet. She stated the sheets were not current.

Interview, on 09/12/13 at 5:16 PM, with the 100
Unit Manager revealed she was not aware she
was responsible for the signature log. She
revealed there were no sign in logs for the MAR
and TAR on the 100 unit. The 100 Unit Manager
stated it was important to maintain a signature log
so you would know who had signed for a
treatmenrt or medication.
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x4y D SUMMARY STATEMENT OF DEFICIENCIES [[n] PROVIDER'S PLAN OF CORRECTION fo.3]
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FLILL PREFX (EACH COMRECTIVE ACTION 8HOULD BE COMPLETION
TAG BEGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATI DATE
DEFICIENCY) )
K 000 | INITIAL COMMENTS K 000
CFR: 42 CFR 483.70(z)
BUILDING: 01 This plan of correction is %o serve
L - Hurstbourne Care Centre’s
PLAN APPROVAL: 1991, original building and as ion of compllance.
1995, sub-acute addition. credible allegation P
SURVEY UNDER: 2000 Existing Submission of this plan of
correction does not constitute an
FACILITY TYPE: S/NF DP admission by Hurstbourne tCanre
Contre’s or its managemen
TYPE OF STRUCTURE: One (1} story, Type i at the allegations
Unprotectad. company th 9

contained in the survey report is

: Fi = true and accurate portrayal of
conparmens, o eI the provision of nursing care and

compartments. other services in this facility. l;lor
FIRE ALARM: Complete fire alarm system with does this submission coln Stm; t?xe
heat and smoke detectors, upgraded in 1995, an agreement or admisslon Q

. survey allegations.
SPRINKLER S8YSTEM: Complete automatic
(dry) sprinkler system, hydraulically designed.

GENERATOR: Type I, 100 KW, fuel source is
diesel.

A standard Life Safety Code survey was
conducted on 09/10/13. Hursthourne Care Certer
at Stony Brook was found not to be in compiiance
with the Requirerments {or Participation in
Medicare and Medicaid.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. {Life Safety from
Fire) .

) -
LABORA DIRECTOR'S :]3 PROVIDER/ ER REFRESENTATIVE'S SIGNATURE TITLE [ (x8) LATE,

4ny ddficlency statem ding with an astarisk (*) denotes a deficiancy which the inatitution may be excused from correcting providing if is determined that
other safeguards provifig/sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings siated above are digclosable 90 days
following the date of suivey whather or not a plan of correction Is provided. For nursing homes, tha above findings and plans of correction are disclosable 14
days foliowing the date thess documents are mada avallable to the facility. if deficiercies are cited, an approved plan of correction is requisite to contintied
program parficipation.

i
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY O LSC IDENTIFYING INFORMATION) T TAG GROSS-REFERENGED TO THE APPROPRIATE Dare
. DEFICIENGY) Co
. K 029 ’
K 000 | Continued From page 1 K 000 It is the practice of Hurstbourne

Care Centre to ensure doors are

Deficiencies were cited with the highest self closing and non-rated or field

deficiency identifiad at F level.

applied protective plates that do not

CFR: 42 CFR 483.70(a) exceed 48 inches from the bottom of
K 029 | NFFA 101 LIFE SAFETY CODE STANDARD K029 the door are installed and properly
S8=D o

Cne hour fire rated construction (with 3 hour utiized, .

tire-rated doors) or an approved automatic fire

extinguishing system in accordance with 8.4, 1 . On Thursday, September 26, 2013,

and/or 19.3.5.4 protects hazardous areas. When self-closing devicas were installed

the approved automatic fire extinguishing systemn
option Is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or

on the Activities Storage Room door
and the Medical Records Room on
the Sub Acute Unit 1.

. ) ; {I.  All Residents have the potential to
field-applied protective plates that do not excesd ;

48 inches from the bottom of the door are be effected by the alleged deficient
permitted.  19.3.2.1 practice. :

. The Maintenance Director was
educated by the Regional
Qperations Director on September
24, 2013, regarding the requirement

- to ensure that all doors are self

This STANDARD is not met as evidenced by: closing and non-rated or field

Based on observation and interview, it was

determined the facility failed to meet the 225223 zg’itﬁgﬁ;: fﬁfgfﬁhﬁi‘:&r’:’;
requirements for Protection of Hazards, in the door are installed and properl
accordance with NFPA standards. The deficiency o A g P 1p y
had the potential to affect two (2) of five (5) utilized. Any audit was completed
smoke compartments, approximately sixty (60) on all spaces larger than 50 Square
regidents, staff and visitors. The facility has feet, box!ejf rooms, bulk. Iauqdry
one-hundred and thirty-two (132) certified beds rooms, paint shops, soiled linen

and the census was one-hundred and twenty-one rooms and trash collection rooms.
(121) on the day of the survey. The systermatic change includes the

validation of proper functioning of all

The findings include: doors self closing devices.

. ) IV.  The Self Closing Door Audit was
ObSerathn, on 08/10/13 at 9:58 AM, with the reviewed and validated by the
Operations Manager revealed the door to the Nursing Home Administrator on
|
FOBRM CMS-25687(02.98) Previoys Varsiona Obsolgte Event 1D: 88HX21 Fasility ID: 100645 if cantinuation sheet Page 2 of 15
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$TATEMENT OF DEFIGIENCIES {X1} PROVIDERSUFPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFIGATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185289 B. WING 08/10/2013
NAME OF PROVIDER OR $UPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 2200 STONY BROOK DR
HURSTBOURNE CARE CENTRE AT STONY BROOK LOUISVILLE, KY 40220
(X4) 1D SUMMARY STATEMENT OF DEFIOIENGIES i PROVIDER'S PLAN OF SORRECTION (%s)
PRERX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG cnmssaweaegggggg gy}s APPROPRIATE Darg
K 029 | Continued Fram page 2 K 029 September 27, 2013. The facility's
Activities Storage Room, located within the 200 Qua‘fty Assurance Qommlttee
Unit, did not have a self-closin ice i consists of the Nursing Home
‘ -olosing device instalied Administrator, Director of Nursing,
on the door. Assistant Director of Nursing,
Interview, on 09/10/13 at 9:58 AM, with the Activities Director, Sociai Servicas
Operations Manager revealed he was not aware Director, Business Office Manager,
of the door to the Activities Storage Room not Dietary Manager, Housekeeping
being equipped with a seli-closing device. Manager, Maintenance Director and
the Medical Director. The facility’s
Observation, on 09/10/13 at 1:12 PM, with the Quality Assurance Committes met
Operations Manager revealed the door o the to review the alleged deficient
Medical Recards Room, focated within the Sub practice and subsequent plan of
?‘2215' ;dli::‘tt{hc;t% gg: have & self-closing device correction. The ;?lan of cqrrection
' and plan to monitor ongo(;ng '
Interview, on 09/10/13 at 1:12 PM, with the compliance was accepted by a
Operations Manager revealed he was not aware Quality Agsurance Team Memb}ers.
of the door o the Medical Hecords Room not The Quality Assurance Team will
being equipped with a self-closing device. meet to ensure the installation of 2
self closing door device were
Reference: instalied and subsequent audit tool.
All self closing doors will be audited
NFPA 101 (2000 Edition). to ensure proper functioning,
weekly, for four weeks, monthly for
19.3.2 Protection from Hazards, three months and quarterly,
18.3.2.1 Hazardous Areas. Any hazardous areas thereafter to validate compliance.
shall be safeguarded by g fire barrier having a . Date: Octob
1-hour fire reslstance rating or shall be provided Compliance Date: October
with an automatic extinguishing system in 21,2013
accordance with 8.4.1. The automatic
extinguishing shall be permitted 1o 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 doars. 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
FORM CM$-2567(02-98) Previcus Versions Obgalgte Event |D: S6HX21 Faofiity ID: 100845 If cantinuation ghaet Page 3 of 18
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(34) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
K 029/ Continued From page 3 K 029 K 045
(2) Central/bulk laundries larger than 100 fi2 It is the practice of Hurstbourne
(9.3 m2) Care Centre to ensure that all
(3) Paint shops illuminations of egress, including
(4) Repair shops exit discharge, is arranged so that
gg; ?f;ffé’gfé‘ c{igzr?§Dms failure of any single lighting fixture
{7) Rooms or spaces larger than 50 2 (4.6 m2), (bulb) will not leave the area in
including repair shops, used for storage of darkness.
combustible supplies
and equiprent In quantities deemed hazardous - On September 19, 2013 2-300 watt
by the authority having jurisdiction bulb lights were installed in all 12
& storﬁ:oriest@m p;loying ﬂamma?le orh exit light fixtures.
combustible materials in quantities less than ; ;
those that would be cons%ered a severe hazard, / 1‘ All Residents have the potentla[ to
Exception: Doors in rated enclostures shall be be effected by the alleged deficient
permitted to have nonrated, factory or practice.
field-applied j|1\The Maintenance Director was
protective plates axtending not more than educated by the Regional
48 in. (122 cm) above the bottam of the door. Operations Director on September
K 045) NFPA 101 LIFE SAFETY CODE STANDARD K 045 24, 2013, regarding the requirement
§8=F . o ensure that all illuminations of
Numination of means of egress, ineluding exit egress, including exit discharge, is
discharge, is arranged s¢ that failure of any single arranged so that failure of any single
lighting fixture (bulb) will not leave the area in lighting fixture (buib) will not feave
darkness. (This does not refer to emergency the area in darkness. The
lighting In accordance with section 7.8.)  19.2.8 systematic change includes the
installation of the 2-300 watt bulb
lights were installed in all 12 exit
light fixtures being added to the
This STANDARD is not met as evidenced by: facility's preventive maintenance
Based on observation and interview, It was program,
determinad the facility failed ta ensure exits were V. The Exit Door Light Audit completed
equipped with emergency lighting in accordance on September 27, 2013. The Exit
with NFPA standards. The deficiency had the Door Light Audit was validated by
potential to affect each of the five (5) smoke the Nursing Home Administrator on
compartments, all residents, staff and visitors, September 27. 2013
The facilty has one-hundred and thirty-two (132) P PR |
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The facility’s Quality Assurance
K 045 | Continued From page 4

certified beds and the census was one-hundred
and twenty-one (121) on the day of the survey.
The facility falled to provide the required
flumination outside an exit for discharge.

The findings include:

Observations, on 08/10/13 between 9:42 AM and
1:49 PM, with the Operatlons Manager revesled
all of the exterior egress light fixtures, did not
have exterior sgress lighting to provide the
required ilflumination levei for each exit discharge.
Tha exits weré equipped with a light fixture with
only one bulb.

Interview, on 09/10/13 between 3:42 AM, with the
Operations Manager revealed he was not aware
of the requiremnent for exterior light fixtures for
egress to have two (2) bulbs,

Reference NFPA 101 (2000 edition)
19.2.8 Humination of Means of Egress.

Means of egress shall be flluminated in
accordance with Section 7.8.

7.8 ILLUMINATION OF MEANS OF EGRESS
7.8.1 General.

7811

lilumination of means of egress shall be provided
in accordance with Section 7.8 for every building
and structure where required in Chapters 11
through 42, For the purposes of this requirement,

exit access shall include only designated stairs,

K 045 Committee consists of the Nursing
Home Administrator, Director of
Nursing, Assistant Director of
Nurging, Activities Director, Social
Services Director, Business Office
Manager, Dietary Manager,
Housekeeping Manager,
Maintenance Dirgctor and the
Medical Director, The facility's
Quality Assurance Committee met
to review the alleged deficient
practice and subsequent plan of
correction. The plan of correction
and plan to monitor ongoing
compliance was accepted by all
Quality Assurance Team Members.
The Quality Assurance Team will
meet to ensure the installation of 2-
300 watt bulb lights were installed in
alt 12 exit light fixtures and
subsequent Exit Door Light Audit.
All exit door lights will be audited to
ensure proper functioning, weekly,
for four weeks, monthly for three
months and quarterly, thereafter to
validate compliance,

t/. Compliance Date: QOctober
21,2013

FQRM CMS-2567(02-99) Pravious Versicns Obseleta

Event ID:SEHX21

O Xvd

Factlity ID: 100845 If continuation shaet Page 5 of 15




PRINTED: 08/16/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0391

STATEMENT CF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED

185289 B. WING 09/10/2013
STREET ADDRESS, CiTY, STATE, ZIP CODE

2200 STONY BRODK DR
HURSTBOURNE CARE CENTRE AT STONY BROOK LOUISVILLE, KY 40220

NAME QF PROVIDER OR BUPPLIER
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1

K 045 | Continued From page & K 045
aisles, corrldors, ramps, escalators, and
passageways leading to an exit, For the purposes
of this requirement, exit discharge shall inciude
only designated stairs, aisles, corridors, ramps,
escalators, walkways, and exit passageways
leading to a public way.

7.8.1.2

lumination of means of egress shall be
continuous during the time that the conditions of
cecupancy require that the means of egreas be
avallable for use, Adificial lighting shall be
employed at such locations and for such periods
of time as required 1o maintain the lumination to
the minimum criteria values herein specified.
Exception: Autornatic, motion sensor-type
fighting awitches shall be permitted within the
means of egress, provided that the switch
controliers are equipped for fall-safe operation,
the illumination tmers are set for a minimum
15-minute duration, and the motion sensor is
activated by any occupant movement in the area
served by the lighting units.

7.8.1.3

The floors and other walking surfaces within an
exit and within the portions of the exit access and
exit discharge designated in 7.8.1.1 shall be
lluminated to values of at least 1 ft-candle (10
lux) measured at the floor,

Exception No. 1: In assembly occupancies, the
ilumination of the floors of exit access shall be at
least 0.2 f-candle (2 lux) during periods of
performances or projections invoiving directed
light.

Exception No. 2*; This requirement shall not
apply where operations or processes raquire low
lighting levels.

7.8.1.4*

Required illurnination shall be arranged so that
the failure of any sihgle lighting unit does not

FORM CMB-2567(02-89) Previous Varsione Obaolate Event [D: $8HX21 Factlity tD: 100645
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K 054
K 045 | Continued From page 6 K045 it is the practice of Hurstbourne
result In an Humination level of less than 0.2 Care Centre tq ensure _that smoke
ft-candie (2 lux) in any designated area. detectors are {nstalled in
NEPA 101 LIFE SAFETY CODE STANDARD K 054 accordance with the NFPA

K 054
ss=E

All required smoke detectors, including those
activating door hold-open devices, are approved,
maintained, inspected and tested in accordance
with the manufacturer's specifications.  9.6.1.3

This STANDARD is not met ag evidenced by:
Based on observation and interview, it was
determined the facility falied to ensure smoke
detectors were installed in accordance with
National Fire Protection Asaociation (NFPA)
standards. The deficiency had the potential to
affect each of the flve (5) amoke compartments,
rezidents, staff and visitors. The facility has
one-hundred and thirty=twa {132) certified beds
and the census was one-hundred and twenty-one
(121) on the day of tha survey.

The findings include:

Ohservations, on 09/10/13 between at 9:16 AM
and 12:32 PM, with the Operations Manager
revealed the individual battery-powered smoke
detectors installed in the Resident ' s Rooms had
been located on a side wall, approximately three
(3) feet down from the finished ceiling.

Interviews, on 09/10/13 batween 9:16 AM and
12:32 PM, with the Operations Manager, revealed
he was unaware of the hattery-powered smoke
detectors being Installed outside of the

FORM OMSB-2587(02-59) Previvus Versione Obsclata

Event I: 56HX21

Fagility

RIAL

V.

standards.

All of the battery powered smoke
detectors were removed on
Septamber 20, 2013 by the
Cperations Manager.

All of the Residents have the
potential {0 be effected by the
alleged deficient practice.

The Maintenance Director was
educated by the Regional
Operations Director on September
20, 2013, regarding the requirement
to ensure that all smoke detectors
are installed in accordance with the
NFPA standards. The systematic
change includes the removal of all
battery operated smoke detectors
and the additions of ensuring battery
operated smoke detectors are not
installed in the facility to the
preventive maintenance program.
The Smoke Detactor Audit will be
completed by October 4, 2013 to
ensure all battery operated smoke
detectors have been removed. The
Smoke Detector Audit will be
validated by the Nursing Home
Administrator on October 4, 2013.
The facility’s Quality Assurance
Commitlee consists of the Nursing
Home Administrator, Director of
Nursing, Assistant Director of e
Nursing, Activities Director, Social

Ny 6Z2:11 QHL/ET0C/L1/120



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/16/2013
FORM APPROVED
OMB NO. 0928-0391

K 062
88=D

acceptable range of four (4) to twelve (12) Inches
down from the finished ceiling.

Reference: NFPA 72 (1598 Edition)

5.7.3.2* Spot-Type Smoke Detectors.

5.7.3.2.1* Spot-type smoke detectors shall be
located on the celling not jess than 100 mm (4 in.)
from a sidewall to the near edgs or, ifon a
sidewall, betwaen 100 mm and 300 mm (4 in.
and 12 in.) down fram the ceiling to the top of the
detactor.

NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems are
continuously maintained in rellable operating
condition and are inspected and tested
periodically. 19.7.8, 4.6.12, NFPA 13, NFPA 25,
8.75

Thizs STANDARD is not met as evidenced by:
Based on obaervation and interview it was
determinad the facility failed to maintain the
sprinkler system in accordance with NFPA
gtandards, The deficiency had the potential to
affect three (3) of the five (&) smoke
compartments, approximately seventy-five (75)
residents, staff and vigitors. The facility has
one-hundred and thirty-two (132) certified beds
and the census was ene-hundred and twenty-one
(121) on the day of the survey. The facility failed
1o ensure iterms were not stored within elghteen
(18) inches from any sprinkler heads and
aprinkler head spray patterns were not
obstructed..

K082
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X4} o SUMMARY STATEMENT OF DEFRIGIENCIES [} PROVIDER'S PLAN OF CORRECTION {8}
PREFIX {EACH DEFIGIENGY MUST BE FRECEDEDR BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
, Services Director, Business Office
K 054 | Continued From page 7 K 054 Manager, Dietary Manager,

Housekeeping Manager,
Maintenance Director and the
Medical Director. The facility's
Quality Assurance Committee met
to review the alleged deficient
practice and subsequent plan of
correction. The plan of correction
and plan to monitor ongoing
compliance was accepted by all
Quality Assurance Team Members.
The Quality Assurance Team will
meet to ensure that all smoke
detectors are installed in
accordance with the NFPA
standards.

and subsequent Smoke Detector
Audit. A Smoke Detector Audit will
ba complsted, weekly, for four
weeks, monthly for three months
and quarterly, thereafter to validate
compliance to ensure no battery
powered smoke detectors are
ingtalled.

Compliance Dats: Qctober 21,
2013
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- K 062
K 062 It is the practice of Hurstboume

tinued From page 8
K 062 Continued From pag Care Centre to ensure the autornatic

sprinkler systems are continuously
maintained in reliable operating

he findings Include: 12 .
The finding condition and are inspected and

Observation, on 09/10/13 at 8:57 AM, with the tested, periodically.
Oparations Manager revealed items were s:‘oreg
within elghteen (18) inches of the sprinkler heas | All s were removed from
i ithin the Activiti : e
152 Jio's:‘ starage closet located within the Activities Activities Storage Room 1o ensure

' at least an 18 inch clearance from
Interview, on 09/10/13 at B:57 AM, with the tbe sprmkler head. The fluorescent
Oparations Manager revealed he was not aware light ﬁx_tures were moved greater
of items being stored within eighteen (18) Inches than 4 inches from the sprinkler
of the sprinkler head In the storage closet located heads in the Riser Room on Sub
within the Activities Room. Acute Unit 1 and the Director of

Nursing’s Office by the Operations

Observations, onhO%M ?3“3 b?Mee& ;E:; ‘F’M Diractor on September 20, 2013.
and 1:15 PM, with the Operations . g
revealed the sprinkler head in the Riser Room, I {)\g Sf?s*i’e;‘tg htahve tﬁ’e Pgt_zﬂtf'?f_ to
located within the Sub-acute 1 Unit and the pracﬁgg ed by the alleged deficient
gprinkler head In the Diractor of Nursing (DON) . _
Oﬁfice, had its spray patterns cbstructed by Hi The Maintenance Dlrector was
surface mounted fluorascent light fixtures., The educated by the Regional

light fixtures were pasitioned less than four (4) Operations Director on September

inches from the sprinkler heads and extended 20, 2013, regarding the requirement
further down from the ceiling than the sprinkler o ensure the automatic sprinkier
head diffusers did. systems are continuously
maintained in reliable operatin
Interviews, on 09/10/13 between 12:48 PM and condition and are inspegfed ar?d
1:15 PM, with the Operations Manager revealed tested, periodically. The systematic
he was unaware the light fixtures had ObSt"“Ctgg change includes the addition of
the spray pattems of the sprinkler heads locat rounds to ensure there are no

in the Biser Room and the DON Office. hindrances to the proper functioning

of the sprinkler heads to the facility’s
preventive maintenance program.
IV.  The Nursing Home Administrator
validated on October 4, 2013 all
iterns were removed from the E—
Event I SEHX21 FaclityID: 100645 If continuation sheet Paye - of 15
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The findings Include:

Qbservation, on 08/10/13 at 8:57 AM, with the
Operations Manager revealed items were stored
withir: eighteen (18) inches of the sprinkler head
in the storage closet lacated within the Activities
Room.

Interview, an 09/10/13 at 8:57 AM, with the
Operations Manager revealed he was not aware
of items balng stored within eighteen (18) inches
ot the sprinkler head in the storage closet located
within the Activitles Room.

Observations, on 09/10/13 between 12:48 PM
and 1:15 PM, with the Operations Manager
revealed the sprinkler head in the Riser Room,
located within the Sub-acute 1 Unit and the
sprinkler head in the Diractor of Nursing (DON)
Office, had its spray patterns obstructed by
surface mounted fluorescent light fixtures, The
light fixtures were positioned less than four (4)
inches from the sprinkler heads and extended
further down from the ceiling than the sprinkler
head diffusers did.

Interviews, on 09/10/13 between 12:48 PM and
1:15 PM, with the Qperations Manager revealed
he was unaware the light fixtures had obstructed
the spray patterns of the sprinkler heads located
in the Riser Room and the DON Office.

Refarences:

K o062

1

K 062

It is the practice of Hurstbourne Care
Centre to ensure the automatic
sprinkler systems are continuously
maintained in reliable operating
condition and are inspected and
tested, periodically.

Allitems were removed from the
Activities Storage Room to ensure at
least an 18 inch clearance from the
sprinkler head. The fluorescent light
fixtures do not hang down lower than
the diffusers in the Riser Room on &t
Acute Unit 1 and the Director of
Nursing's Office by the Operations
Director as of September 20, 2013,
All Residents have the potential to be
effected by the alleged deficient
practice.

The Maintenance Director was
educated by the Regional Operationt
Director on September 20, 2013,
regarding the requirement to ensure
the automatic sprinkler systems are
continuously maintained in reliable
operating condition and are inspecter
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S8 | e T O | e | AR S U e | cudBron
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG | and tested, periodically, The
| systematic change includes the -
| addition of rounds to ensure there are
K 062 | Continued From page 2 K 062 no hindrances to the proper
NFPA 13 (1999 Edition) fuhctioning of the sprinkler heads to
the facility's preventive maintenance
5-5.5.2* Obstructions to Sprinkler Discharge program.
Pattern Development. The Nursing Home Administrator
validated on October 4, 2013 all items
5-5.5.2 1 Continuous or nongentiguous were removed from the Activities
obstructions less Than or equal to 18 1n. Storage Room to ensure at least an 1
(457 mm) below the sprinkier deflector inch clearance from the sprinkler head
That prevent the patter from fully developing " The fluorescent light fixtures do not
Shall comply with 5-5.5.2. hang down lower than the diffusers in
Table 6-6.5.1.2. Positioning of sprinklera to avoid thedRéseBRoom on Sub AC‘,“te Unit 1
obstructions to discharge requires at least one and the n:ector (.)f Nursing’s Office by
foot clearance between sprinkler heads and the Operations Director as of
obstructions to spray patterns that are tevel with September 20, 2013.The facility's
or taller than tha sprinkler head. Quality Assurance Committee congist:
of the Nursing Home Administrator,
NFPA 26 (1998 Edition) Director of Nursing, Assistant Director
of Nursing, Activities Director, Social
2-2.1.1. Sprinklers shall be inspected from the Services Director, Business Office
floor level annually. Sprinkiers shall be free of Manager, Dietary Manager,
corrosion, foreign materials, paint, and physical Housekeeping Manager, Maintenance
damage and shall be igtsmuedd |ntthe Pﬁgpe"au) Director and the Medical Director.
orientation (e.qg., upright, pendant, or sidewall}. o ;
Any Sprink!ér shall be replaced that is painted, ggiﬁ%lgg ?n(;tu ?J’?é@ﬁi”{?é’ (;?le ed
corroded, damaged, loaded, or in the improper A : g
otientation. deficient practxce and subsequeqt plar
2-2.1.2*. Unacceptable obstructions to spray of correction. The plan of correction
patterns shall be corrected. and plan to monitor ongoing
compliance was accepted by all
NFPA 101 (2000 Edition) Quality Assurance Team Members.
The Quality Assurance Team will mee
4.6.12.1. Every required sprinkler system shail to ensure the automatic sprinkler
be continuously maintained in proper operating systems are continuously maintained
condition. .in reliable operating condition and are
K 069 ] NFPA 101 LIFE SAFETY CODE STANDARD K 089 inspected to be at least an 18 inch
S5=D ) clearance from a sprinkler head and a
Cooking facilities are protected in accordance items are at least 4 inches from the
2 sprinkler heads and do not extend

FORM CMS-2687(02-88) Pravious Viersions Obsolete

Event 1D; S6HX21

Fa

further down than the diffusers. An ' '°

Audit will be completed, weekly, for
four weeks, monthly for three months
and quarterly, thereafter to validate
compliance to ensure that all items are
at least an 18 inch clearance from a
sprinkler head and all items are at
‘east 4 inches from the sprinkler head:
*d do not extend further down than
Yiffusers. :
.pliance Date: Qctober 21,
A3
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The findings Include:
Observation, on 09/10/13 at 8:57 AM, with the
Operations Manager revealed items were stored
within elghteen (18) inches of the sprinkler head
in the storage closet located within the Activities
Room. K 062

Interview, on 09/10/13 at 8:57 AM, with the
Operations Manager revealed he was not aware
of items being stored within eighteen (18) inches
of the sprinkler head in the storage ¢loset lucated
within the Activities Room.

Obaservations, an 09/10/13 between 12:48 PM
and. 1515-PM, with the Operations Manager ...
revealed the sprinkler head in the Riser Room,
located within the Sub-acute 1 Unit and the
sprinkler head in the Director of Nursing (DON)
Office, had its spray patterns obstructed by
surface mounted fluorescent light fixtures. The
fight fixtures were positioned less than four (4)
inches fram the sprinkler heads and extended
further down from the ceiling than the sprinkler
head diffusers did.

Interviews, on 09/10/13 between 12:48 PM and
1:15 PM, with the Operations Manager revealed
he was unaware the light fixtures had obstructed
the spray patterns of the sprinkler heads located
in the Riser Room and the DON Office. -

Reference:

It is the practice of Hurstbourne Carg
Centre to ensure the automatic
sprinkler systems are continuously
maintained in reliable operating

! condition and are inspected and
tested, periodically.

e —Allitems wereremoved fromthe = .

: Activities Storage Room to ensure at

% least an 18 inch clearance from the

' .+ sprinkler head. The fluorescent light

" fixtures do not hang down lower than
" the diffusers in the Riser Room on 5t
Acute Unit 1 and the Director of
Nursing's Office by the Operations
Director as of September 20, 2013.
II. Al Residents have the potential to be
effected by the alleged deficlent
practice.

.  The Maintenance Director was
educated by the Regional Operationt
Director on September 20, 2013,
regarding the requirement to ensure
the automatic sprinkler systems are
continuously maintained in reliabie
operating condition and are inspecte
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PROVIDER'S FLAN OF CORREGTION (X8)
Shee (EAC?!:J DERCIENGY MUST B PRECEDED BY FULL pREFX {EAGH GORRFLTIVE 4RTINN cUnin = e
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG and tested, periodically. The
gystematic change includes the .
addition of rounds fo ensure there are
K 062 | Continued Froam page 9 K 062 no hindrances to the proper
NFPA 13 (1999 Edition) functioning of the sprinkler heads to
the facility's preventive maintenance
5-5.6.2* Obsatructions to Sprinkler Discharge prograrn.
Pattern Development. V. The Nursing Home Administrator
validated on QOctober 4, 2013 all items
5-5.5.2.1 Continuous or noncontiguous were removed from the Activities
obstructions less Than or equal to 18 1n. Storage Room to ensure at least an 1t
(457 mm) below the sprinkler deflector inch clearance from the sprinkler heag
That prevent the pattern from fully developing The fluorescent light fixtures do not
Shall comply with 5-5.5.2. hang down lower than the diffusers in
‘Table 5-6.5.1.2. Positioning of sprinklers to avoid the R;}ser ROOm an Sub .Am,'lte U':‘It 1
abstructions to discharge requires at least one and the Director of Nursing’s Office by
foat clearance between sprinkler heads and the Operations Director as of
obstructions to spray patterns that are level with September 20, 2013.The facility's
or taller than the sprinkler head, Quality Assurance Committee consist
of the Nursing Home Administrator,
NFPA25 (1 998 Edition) Director of Nursing, Assistant Director
" T - ‘of NUrsing, Activities Director, Social
2-2.1.1, Sprinklers shall be Ihgpected from the Services Director, Business Office
floor level annually. Sprinklers shall be free of Manager, Distary Manager,
cotrosion, foreign materials, palnt, and physical Housekeeping Manager, Maintenance
damaga and shall be i'?staﬂeg in tﬂ’*e Prigmf 0 Director and the Medical Director.
orientation {8.g., upright, pendart, or sidewall}. e h
Any sprinklé‘r ghanpbeg replaced that is painted, The faglhty s Quality A_ssurance
corroded, damaged, loaded, or in the Improper ‘30’."?"'“3‘-’ m“?t to review the alleged
oriontation. : ! deficient pracﬁce and subsequeqt plar
2-2.1.2". Unacceptable obstructions to spray of correction. The plan of correction
patterns shall be corrected, and plan to monitor ongoing
compliance was accepted by all
NFPA 101 {2000 Edition) Quality Assurance Team Members.
The Quality Assurance Team will mee
4.8.12.1. Every regulred sprinkler system shall to ensure the automatic sprinkler
be continuously maintained in proper operating systems are continuously maintained
condition, in refiable operating condition and are
K 068 | NFPA 101 LIFE SAFETY CODE STANDARD K 069 inspected to be at least an 18 inch
§8=D -, . clearance from a sprinkler head and a
Cooking tacilities are protected in accordance items are at least 4 inches from the
: sprinkler heads and do not extend —

further down than the diffusers, An o' 1%

Audit will be completed, weekly, for
four weeks, monthly for three months
and quarterly, thereafter to validate
compliance to ensure that all items are
at least an 18 inch clearance from a
sprinkler head and all items are at
‘east 4 inches from the sprinkler head:
*d do not extend further dawn than
‘iffusers.
apliance Date: October 21,
13
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i : COARECTION {X5)
4) 1D SUMMARY STATEMENT OF DEFICIZHCIES & o CORRECTIVE CTION SHOULD BE GOMPLETION
SR | paEteciabemmnay | | SREeprEeeene | O
Activities Storage Room to ensure
at least an 18 inch clearance from
K 062 | Continued From page 9 K062 the sprinkler head. The fluorescent
NFPA 13 (1999 Edition) light fixtures were maved greater
than 4 inches from the sprinkler
5.5.5.2* Obstructions to Sprinkler Discharge heads and extended further down
Pattern Development. than the diffusers did in the Riser
Room on Sub Acute Unit 1 and the
5.5.5.2.1 Continuous or poncontiguous Director of Nursing's Office
abstruetions less Than or equal 1o 18 in. The facility's Quality Assurance
(457 mm) below the sprinkler deflectar Committee consists of the Nursing
That prevent the pattegngfrom fully developing Home Administrator, Director of
Shail comply with 5-5.5.2. Nursing, Assistant Director of
-8.5.1.2. Posltioning of sprinklers to avoid Nursing, Activities Director, Social
gﬁfuitiﬁsm discharge rgquires at laast one Services Dlr_ector, Business Office
foot elearance between sprinkier heads and Manager, Dietary Manager,
ohstructions to spray patterns that are level with Maintenance Director and the
or taller than the sprinkler head. Medical Director. The facility’s
Quality Assurance Committee met
NFPA 25 (1998 Edition) to review the alieged deficient
practice and subsequent plan of
2-2.1.1. Sprinklers shall be Inspected from the correction. The plan of correction
fioor leve! annually. Sprinklers shall be {ree c_wf and plan to monitor ongoing
corrosion, foreign materials, paint, and physical compliance was accepted by all
damage and shall be installed In the prepe; Quality Assurance Team Members.
orientation (&.g., upright, pendant, ot aidewall). i A T i
Any sprinkler shall be replaced that is painted, The Quality Assurance Team wi
¥ Spr ; i he automatic
corroded, damaged, loaded, or in the improper meet to ensure ¢ :
orientation. sprinkler systems are continuousty
2.0.1.2*. Unacceptable obstructions 1o spray main_tained in rehgb!e operating
patierns shall be corrected. condition and are inspected to be at
least an 18 inch clearance from a
NFPA 101 (2000 Edition) sprinkler head and all items are at
least 4 inches from the sprinkler
4.6.12.1. Every required sprinkier system shall heads and extended further down
be continuously maintained in proper operating than the diffusers are. An Audit will
condition. be completed, weekly, for four
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD K 069 eaks F'fn ontly for tt?ree o
=D :
58 Caoking facllities are protected in accordance g&g;‘:nﬂfeﬂé ?ﬁ;ﬁf:tg‘: ;fa‘:?i":g::: |
are at least an 18 inch clearance 0ot 16
FORM CMS-2667(02-59) Previous Versions Obeolete Event iD: S8HX2) Fa from a sprinkler head and all itemns
are at least 4 inches from the
sprinkler heads and extended
further down than the diffusers are.
Compliance ngg;ﬁcmbeggj',z’;;;%;g :
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K 069 | Continued From page 10 K 069 It is the practice of Murstboumne
with 9.2.3.  19.3.2.6, NFPA S8 Care Cenire to ensure that the

kitchen hood and exhaust system

, are maintained in accorda with
This STANDARD ig not et as evidenced by: NFPA stand ardsﬁ nee

Based on observation andinterview, it was
determined the facllity failed to ensure the kitchen

hood and exhaust system was being maintained . The exhaust hood was cleaned on
in accardance with !*%FPA standards? The September 20, 2013 by an outside
deficiency had the potentialte affect one (1) of contractor.

five (5) smoke compartments, residents, staff and il All of the Residents have the
visitors. The facility has ore-hundred and potential to be effected by the
thirty-two (132) certified beds and fhe censlus was alleged deficient practice.
one-hundred and twenty-one (121) an the day of lll.  The Maintenance Director was

the survey. aeducated by the Regional

Operations Director on September
20, 2013, regarding the requirement
to ensure the kitchen hood and

The findings include: exhaust system are maintained in

Observation, on 08/10/13 & 10:33 AM, with the accordance with NFPA standards.
Operations Manager revesled the hood and ducts The systematic change includes the
over the commercial cooking equiprnent was addition of rounds to ensure that the
being cleaned every six (€) morihs as required,; kitchen hood and exhaust system
however the exhaust fan Tocated on the exterior are maintained in accordance with
wall had not been cleaned when the system had NFPA standards.
last been serviced. IV.  The Nursing Home Administrator

. validated the exhaust hood was
Interview, on 09/10/13 at 10:33 AM, with the cleaned on Septernber 20, 2013 by
Operations Manager reveegled he was not aware an outside contractor on September
of the exhaust systém exterior fan not being 20, 2013.

cleaned during the previous, six (6) manth

T L .
scheduled cleaning. he facility's Quality Assurance

Committee consists of the Nursing
HMome Administrator, Director of
Nursing, Assistant Director of

Reference: NFPA 101 {2000 edition) Nursing, Activities Director, Social
Services Director, Business Office
8.2.3 Commercial Cookin g Equipment. Manager, Dietary Manager,
Commerclal cooking equipment shall be in Housekeeping Manager, ]
FORM CMS-2667(02-99) Previous Versions Obsolete Event ID: SGHX21 Faciy I . Maintenance Director and the 15
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S8=0
Means of egress are confinuously maintained free

of all abstructions or impediments to full instant
use In the case of fire or other emergency. No
furnishings, decorations, or other objects obstruet
exits, access to, egress from, or visibility of exits.
7.1.10 ‘

This STANDARD is not met as evidenced by;
Based on observation and interview, it was
determined the facility failed to maintain exit
access In accordance with NFPA standards. The
deficiency had the potential to affect one (1) of
five (5) smoke compartmenis, approximataly
thirty (30) residents, staff and visitors. The facility
has one-hundred and thirty-two (132) certified
beds and the census was one-hundred and
twenty-one (121) on the day of the survey. The
facility failed to ensure means of egress was free
of all obstruetions or impediments.

The findings include:

Observation, on 09/10/13 at 10:41 AM, with the
Operations Manager revealed two (2) beds and
two (2) bedside tables were located within the
agress path for exiting the Sub Acute 2 Unit.

i

V.

FORM CMB-2667(02-95) Pravicus Versions Obsolets Event 1D: S8HX21
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(X4 1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORREGTION )
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GIENCY)
. Medical Director. The facility's
K 062 | Continued From page 11 K 069 Quality Assurance Commitiee et
accordance with NFPA 96, Standard for to review the alleged deficient
Ventilation Controliand Fire Protection of practice and subsequent nlan of
Commercial Cooking Operations, unleas existing correction. The plan of correction
installations, which shall be permitted to be and plan to monitor ongo;
continued in service, subject to approval by the ; going
authority having jurisdiction, gom‘pllance was accepted by all
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K 072 uality Assurance Team Members.

The Quality Assurance Team will
meet to ensure that the kitchen
hood and exhaust systern are
maintained in accordance with
NFPA standards. An exhaust hood
and exhaust system will be
completed, monthly, for six moriths
and semi-annually, thereafter, to
ensure that the kitchen hood and
exhaust systemn are maintained in
accordance with NFPA standards,
Compliance Date: October 21,
2013
Ko72
Itis the practice of Hurstbourne
Care Centre to ensure that all
means of egress are continuously
maintained free of obstruction or
Impediments to full instant use in the
case if fire or other emergency. No
fur_nishings, decorations, or other
Objects obstruct exits, access to,
egress from or visibility of exits,

A!i_objects were removed from
points of egress on September 20,
2013 by the Operations Manager.
All of the Residents have the
potential to be effectad by the

alleged deficient practice. e
Factiity [D: 100848 If continuation sheet Page 12 of 15
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. The Maintenance Director was
K 072 | Continued From page 12 K072 educated by the Regionai
. ) Operations Director on September
Interview, on 09/10/13 at 10:41 AM, with the 20, 2013, regarding the all means of
Operations Manager revealed he was aware of egress are continuously maintained
the beds and bedside tables being stored within ; : ;
- free of obstruction or impediments
the required path of egress and had instructed : : e o
the Housekeeping Staff to relocate them to full Instant use in the case if fire
Ring ) or other emergency. No furnishings,
decorations, or other objects
Reference: NFPA 101 (2000 Edition) obstruct exits, access to, egress
from or visibility of exits. Tha
Means of Egress Rellability 7.1.10.1 systematic change includes Quality
Means of egress shall be continuously Assurance Rounds to ensure that all
maintained free of all obstructions or means of egress are continuously
impediments to full instant use in the case of fire maintained free of abstruction ar
or other emergency. impediments to full instant use in the
K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 case if fire or other emergency. No
88=F Eleatrical wirl d equipment is in accord furnishings, decorations, or other
ectirn wiring aﬂ‘ E.‘qu Ment i1s N accordance Objects obstruct ExitS' accass to’
with NFPA 70, National Elecirical Code, 9.1.2 egress from or V!Slbility of exits.
V. The Nursing Home Administrator
completed a facility tour to ensure
all objects were removed from
points of egress on Septamber 20,

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure electrical
wiring was maintained in accordance with NFPA
standards. The deficiency had the potential to
affect each of the five (5) smoke compariments,
residents, staff, and visitors. The facility has
certified for one- hundred and thirty-two (132)
certified beds and the census was one-hundred
and twenty-one (121) on the day of the survey.

The findings Include:

FORM CM$-2567(02-88) Previous Versians Dbsoleta
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Faclifty IE. e

2013, ,

The facility's Quality Assurance
Committee consists of the Nursing
Home Administrator, Director of
Nursing, Assistant Director of
Nursing, Activities Director, Social
Services Director, Business Office
Manager, Dietary Manager,
Housekeeping Manager,
Maintenance Director and the
Medical Director. The facility's
Quality Assurance Committee met
to review the alleged deficient
practice and subsequent plan of
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© 77 Continued From page 2 ]
y S correction. |he plan ot correction
‘ K ’ (_,{ ,} ' and plan to monitor ongoing
- compliance was accepted by all
’ Quality Assurance Team Members,
o The Quality Assurance Team will
(I i meet to ensure that all objects were
UL / L remaoved from points of egress. The
. ' Quality Assurance Team will meet
to ensure no objects are interfering
with points of egress, weekly, for
four weeks, monthly for three
months and quarterly, thereafter.
V. Compliance Date: October 21,
2013
I
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. K 147
K 147 Continued From page 13 K147 It is the practice of Hurstbourne
Observations, on 08/10/13 between 9:08 AM and Care Centre to ensure that electrical
1:49 PM, with the Operations Manager revealed: wiring and equipment is in
1. Inthe MDS Office, a refrigerator and a  accordance with NFPA 70.
microwave oven were plugged into a power strip.
2. Inthe Beauly Shop, a motorized chair was L The power strips were removed in
plugged inte a power strip. MDS Office, the Beauty Shop, Staff
3. Inthe Btaff Lounge, a refrigerator and two (2) Lounge and Resident Rooms #218,
miprowave ovens were plugged info a power 204, 35, 21, 20, 33, 1186, 115, 108,
strip. ) i and 103 will be removed by the
ias'glgggé%eﬁ??g ﬁ;gé{;?gd‘ca' equipment Operations Manager or the
5. In Resident Room 204, medical equipment zogf gatlons Assistant by October 4,
was plugged into a power strip. ) .
6. In Resident Room 35, medical equipment . All of the Residents have the
was plugged into a power strip. potential tonb_e effecteq by the
7. In Resident Room 21, medical equipment alleged deficient practice.
was plugged into a power strip. . The Maintenance Director was
8. In Resident Room 20, a television was educated by the Regional
plugged into an extension cord. Operations Director on September
9. In Resident Room 33, a refrigerator was 20, 2013, regarding the regulation
plugged into a power strip. prohibiting the use of power strips.
10. in Resident Room 116, the resident bed was The systematic change includes
plugged into & power strip. ‘ Residents and/or Responsible
;,;s"; "jg;gg%?m ‘:f ;fs gjigd*ca' equipment Parties will be advised of the
12. In Resident Room 108, a refrigerator was prohibition of power strips u{llllzatuon.
plugged into a power strip Staff was educated not to utilize
13. In Resldent Room 103, medical equipment power strips by the Nursing Home
was plugged into a power strip. éggrnxstratOr on September 26,
Interviews, on 08/10/13 between 9:08 AM and V. The Nursing Home Administrator
1:49 PM, with the Operations Manager revealed will complete a tour to ensure the
he was not aware of the misuse of power strips. power strips were removed from
MDS Office, the Beauty Shop, Staff
Lounge and Resident Rooms #218,
- 204, 35, 21, 20, 33, 116, 115, 108,
Refarence: NFPA 98 (1999 edition) and 103 by October 11, 2013.
The facility’s Quality Assurance d
FORM CMS-2567(02-98) Frevious Versions Obsolets Event ID: S6HX21 Factity Il Committee consists of the Nursing 15
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3-3.212D

Minimum Number of Receptacles. The number
of receptacies shall be determined by the
intended use of the patient care area. There shall
be sufficiert receptacles located 50 as to avoid
the need for extension cords or multiple outlet
adapters,

Reference: NFPA 101 (2000 Edition)

9.1.2 Electric.

Electrical wiring and equiprnant shall be in
accordance with NFPA 70, National Electrical
Coda, unigss existing installations, which shall be
permitted to be continued In service, subject to
approval by the authority having jurisdiction.

Refarence: NFPA 70 (1299 Edition)

400-8

{ Extensiong Cords) Uses Not Permitted,
Unless specifically permitted in 400.7, flexible
cords and cables shall not be used for the
following:

(1) As a substitute for the fixed wiring of a
structure

(2) Whare run through holes in walls, structural
cellings, suspended ceilings, dropped ceilings, or
floors

(3) Where run through doorways, windows, or
similar openings

{(4) Where attached to building surfaces
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K 147 | Continuad From page 14 K147 Medical Director. The facility's

2013

Quality Assurance Committee met
to review the alleged deficient
practice and subsequent plan of
correction. The plan of correction
and plan to monitor ongoing
compliance was accepted by all
Quality Assurance Team Members.
The Quality Assurance Team will
meet to ensure the power strips
were removed from MDS Office, the
Beauty Shop, Staff Lounge and
Resident Rooms #218, 204, 35, 21,
20, 33, 1186, 115, 108, and 103.
The Quality Assurance Team will
meet to ensure power strips are not
utilized, weekly, for four weeks,
monthly for three months and
quarterly, thereafter.

V. Compliance Date: October 21,
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