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This plan of correction is
A health recerlification survey was Iniftated on submitted per requirement
02/26/13 and concluded on 02/28/13 and a Lifs by State but does not
Safoty C;}de survey was Initlated and gonoluded constitute admission by
on 02/27/13. Deflciencies were olted with the :
highest scepe/severity belng an °F, the facliity the provider of any f:act or
had the opporiunity to correot the deflclencles conclusion set for!h in this
befere remedles would be recommended for statement of deficiency.
Imposition,
F 164 483.10{(e), 483.75(1}(4) PERSONAL F 164 H| .3\ 13
* 88=D | PRIVACY/CONFIDENTIALITY OF RECORDS :

The resident has the right to personal pilvacy and
confidentiality of his or her personal and clinlcal
records.

Personal privacy inoludes accommodations,
medical treatment, written and telephone
communicatlons, personal care, visits, and
meelings of family and resident groups, but this
does not require the faollity to provide a private
reom for saoh resident,

Except as provided In paragraph (e)(3) of this
sectlon, the resldent may approve or refuse the
release of personal and clinloal records to any
Individual outside the facllity,

The resident's right fo refuse releass of personal
and ¢linloal records does not apply when the
rosident Is transferred to another health cara
instiuticn; or record reloase s required by law,

The facitity must keep confidential all Information
ocnlatned In the resident's records, regardiess of
the form or storage methods, except when
release Is required by transfer to another
healthoare institution; law; third party payment

F 164

1. An observation of a skin
assessment for resident # 10
was conducted by the
Director of Nursing on
3/21/13 with no issues related
to privacy and dignity
observed.

2. An observation of resident
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contracl; or the resident,

This REQUIREMENT is not met as avidenced
by:

Baged on ohsarvatlons and Interviews, it was
detannined the facllity faited to ensure privacy
and dignity for one (1) of sixteen (16) sampled
resldents during a skin assessment for Residenl
#10.

The {indings Include:

Interview with the Director of Nursing (DON), on
02/28/13 at 2:00 PM, revealed the facllity had no
policy on resldent dignity. interview, on 02/28/13
at 4:30 FM, with the DON revealed privacy and
dignity should be mantained at alt timss, and if a
door should be opened he/ehs expacted the
resident to be coverad or the curlain pulled.

Observatlon of a skin assessment for Resident
#10, on 02/26/13 at B:40 AM, revsaled Licensad
Pracilcal Nurse (LPN) #1 opened the hail door to
lalk with someons out in the hallway feaving ]
Resldent #10 exposed In full view of anyons In
the hallway.

Interview, on 02/28/13 at 3:00 PM, with Certlflad
Nursing Asslstant (CNA) #3 revealed when
assessing a resident, the curtaln should be
pulled, the door closed, and areas that dor't need
to be exposed are coverad ,

Interview with LPN #1, on 02/28/13 at 3:30 PM,
revealed i someone knocked on the door, the
staff should acknowledge and ask the person to
wall a minute bafore the door is opened. She

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION (X8)
FPREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Tha CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
care was completed by the
F 164 ) Conlinued From page 1 F 164 Director of Nul-sing on

3/21/13 noted that there were
no concerns with staff
providing privacy and
dignity.
All Certified Nursing
Assistants and Licensed staff
will be re-educated by the
Director of Nursing or
Assistant Director of Nursing
by 4/13/13 on resident -
privacy and dignity and
complete a post test to
validate compelency.
The Director of Nursing or
The Assistant Director of
Nursing will petform ten
resident care observations
weekly for four weeks and
then five resident care
observations for eight
weeks to ensure privacy and
dignity is observed,
Results will be
reviewed by the Quality
Assurance Committee
Consisting of the Director of
Nursing, Administrator, Social
Service Director, Assistant
Director of Nursing and the
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Contlnued From page 2

slated she should have made sure Resldent #10
was completely covered. up before she opensd
the door,

483.16()(1) ACTIVITIES MEET
INTERESTS/NEEDS QF EACH RES

Tha facliity must provide for an ongolng program
of actlvities designed to meet, In accordance with
the comprehsnsive assegsment, the Interssts and
the physical, mental, and psychosoclal well-being
of each resident,

This REQUIREMENT Is ot met ag evidenced
by

Surveyor: Sharon Link

Based on observation, Interview, and record
review, it was determlned the facfiity falled to
complete an activity assessment to identify a
decline in functlon and abllity to patticipate In
aotivitles for one (1) of the sixteen {16) samplad
resldents (Resident # 4) In order to develop a
cars plan to mest the resldent's specillc needs.

The findings Include:

Interview with the Actlvity Director, on 02/28/13 at
2:00 PM, revealsd the faollity had no aclivity
policles,

Review of the clinical record for Residsnt #4
revealed the facllity admlited the resident with
dlagnoses of Hypertenston, Cerebrai Vascular
Diseass, Dementla with Behavior Disturbanca,
Anxiety with Severe Peychotio Featurss,
Depressicn, Convulsions, and Blpotar Dlsorder,
Review of the Activity Director's notes, revealed
the last acilvily assessment compfeted on the

Fi64]

Medical Director at least

~ Quarterfy on a monthly basis
untif the team concludes the
issue is resolve, If at any time

F 248 concerns are identified the

Quality Assurance Commitiee
Meeting will be called by the
Administrator or Director of
Nursing to analyze and
implement further measures
dependent upon the root cause
to ensure on going compliance,

F 248
1. An activity assessment for

Resident #4 was completed
By the Life Enrichment
Director on 3/18/13 to
reflect the

the residents current

Needs.

2. Anaudit of all resident
Activity assessments was
performed by the Life
Enrichment Director on
3/18/13 with no other issues
noted, All activity
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assessments are current and
F 248 Continued From page 3 F 248 reflect resident needs,
resident was dated 01/26/12, . 3. TheLife Enrichment Director
Interview with the Activity Director, on 02/27/43 at Was re-educated by the
10:56 AM, revealed she was aware Residont #4 Administrator on 3/15/13 on
'haji experfezig;%d g s;gn]lﬂcant crr:ange mlc?ndltlon ensuring resident activity
n January . A slgnificant change Minimum
Data Set (MDS) assessmenl, dated, 01/17/13, assessments are completed on
was compleled and raflected the resident's slatus admission and with each
related fo nursing, A new aclivity as;.sesament OBRA assessment to reflect
was not completed to reflect the resident's ability :
to particlpate in aotivities in the faciity. The re‘sxdent C urrent nef‘:ds. The
Activity Director stated she was in the process of Life Enrichment Director
updating the acllvltylcara plan for Hesjde}qt #4; completed a post test to
however, the oare plan got erased from the ; :
compute} when she attempted the update. She validate understandmg and
stated she had not replaced the activiiy care plan competency on 3/15/13,
refated to fack of time, She further explalned that The Administrator or
since the new company had taken over she ; : :
thought she was not required to complate a new D1r|e Ctm: ofj\mrsmg \.vﬂi
aclivily assessment annually, only if there was & review resiaent activity
signlficant change In condition In a resident, She assessments weekly for
stated there had been a significant change in the twelve weeks with each
resident and an annual aoflvity assessment dmissi d OBRA
should have been completed prior to compietion admussion and ()
of the significant change MDS; however, she had assessment to ensure proper
no axplanation for not completing an annual ompletion. Results will be
assessment. Further Interview with the Activity comp d by th 1i
Director on, 02/28/13 at 1:30 PM, revealod reviewed by the Quality
Resldent # 4 was more actlve In aotivities and Jeft Assurance Committee
her gﬁlom n%ﬂ'f;dpri?;{f the sfgnifm’anbl célﬂngﬂ in Consisting of the Director of
condilion, Resident #4 now stays in bed or room . ‘ot .
most of the tme, The Acivity Director revealed Nurs.mg, }.\dmlmstr atgr » Social
ehe had been tralned on oareplans by the Service Director, Assistant
previous owner of the facllity. Director of Nursing and the
Intervlew with the Administrator, on 02/27/13, Medical Director at least )
revealed he did not know for sure if there had Quarterly on a monthly basis
begn any pollcy changes related to how often until the team concludes the
FORM CMS-2507(02-89) Previous Verslona Obsalate Event ID; 518311 Fuglllty D; 100351
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Continued From page 4
activily assessments were 1o be completed, He

stated he would consult with the Reglonal
Reglslered Nurse to seoe {f ahy changes had baen
made In polley, On 02/28/13, the Adminlstrator
revealed per his conversation with the Regicnal
Reglstered Nurse the forme ssnt In 06/12, for the
Activity Director to use, were assessm ents with
check boxes, and the Acilvily Director was no
longer allowed to use the forms from the previous
oompany, He siated as far as he knew there
wasn't a polloy on actlvity assessments.
483.15(h)(2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facllity must provide housekeeping and
maftenance services necessary {o malntain a
sanitary, orderly, and comfortable interlor,

This REQUIREMENT s not met as evidencad
by

Based on obsarvation, intervisw and racord
review, It was determined the tacility falled to
ensure stalf labeled and stored resjdent
equipment properly for eleven (11 ) of thinty-four
{34) resident rooms (Rooms 3, 8, 14, 19, 21, 22,
29, 31, 84, 35 and 36) had urinals and wash
basins placed on bathroom floors and uniabelsd,
solled light cords, soljed paper signs, dead
Inssols in overhead lighte, a torn fall mat with a
farge tear and exposed foam, and a solled box
fan,

The findings Include:
Intervisw with the Malntenance Diractor, on

02/28/13 al 1:30 PM, revealsd thera were no
pollcles for the Malntenance Depariment,

issue is resolve. If at any time
concerns are identified the
Quality Assurance Committee
Meeting will be called by the
Administrator or Director of
Nursing to analyze and
implement further measures
dependent upon the root cause

F 248

Fas53] f 253

1. On 3/20/13 the Housekeeping
Supervisor replaced call cords
In room 8-1, 8-2, and 22. The
Housekeeping supervisor
Cleaned the recliner in room
22, removed soiled paper
Signs, and cleaned overhead
Light covers in rooms 35 and
36. On 3/20/13 the
Maintenance Director
Removed the rust appearing
Substance and rough edges
from the door frame of room
19.On 3/21/13 the
Administrator obscrved call

were clean, the recliner was
free of stains, and no paper
signs were noted. On 3/21/13
the Administrator noted the

to ensure on going compliance,

cords in room 8-1, 8-2, and 22

9]!?5}: 2
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overhead light covers in
F 2531 Continued From page 5 F 253 rooms 35 and 36 were clean
Interview with the I Kooping S tsor and no insects present, the
nterview w & Housekeeping Supervisor, on
02/28/13 at 1:50 PM, revealed there were no door frame of room 19 was
Housekesping policies. clean, free from rust and no
Intornd i the Director of Nure| . rough edges were noted. On
nterview w @ Director of Nursing, on .
02/28/13 at 2:00 PM, reveslad there were no 3/20/.13 the D_Lrector Pf
pollkcles regarding residents having opened food Nursmgf Assistant Director
contalners In thelr rooms. Of Nursing, and the Medical
R "
Interviow with LPN #5, on 02/27/13 at 9:30 AM, alfco.rdslmgse ensured
revealed wash basins and bed pans must be urinals, actute‘
labeled and covered before putting away, and pans, and wash basing were
should not be feft on the bathroom flaor., properly labeled with
Interviow with the Director of Nursing, an residents name, covered and
02/26/13 at 5:30 PM, revealed alf urinals, wash stored. On 3/20/13 the House
basins, and {raclure pans should be labelsd and Keeping supervisor cleaned
covered, and revealed charge nurses making the fall t 14.2
rounds should be supervising the nurses aides to ¢ Tall mat in room ~& was
ensure this {s being done, and the box fan blades in
room 21. On 3/20/13 the
1. Observations of the faollity, on 02/26/13 at e . . .
11:15 AM, revealsd Room 8-1 and 8-2 had light ACFmImS“ ator provided chip
cords with browin stalns from the middle to the Clips and Ziploc bags to the
ends. in addition, an upholc?tered recliner hag Resident in room 3 to place
dark stalns on the seat and the armrests. The .
bathrcom for Room 8 had solied slgns bahind the Opfsn food bags. in. On 3/21/13
commode and in the shower area and a solled during observation of room 3
call l!g;ht cord, !r;] Rooms 3535;}1:1 36 there were by the Director of Nursing
dead Insects in the overhaa ght cover. Room
19 had a rusty appearing door frame and rough noted no open bag‘s of
sharp edges. Urinals were found located on {he potato chips, cookies, cracker 8,
bathroom floor Jr; Hoomas 22, 26, 31 and 3b4. Thg or candy. On 3/20/13 the
urinals were not labelsd with a reom numbsr an : :
hed or with a resident namae. Two wash basins .Ih{;lmntem(tjnce lljl_rectp r sanded
. and a fraclure pan, lying in the bathroom floor of € wWood mo f_hf}g m room
E Room 14 on Fox's Drive. in additlon, there was a 13-1 to ensure it js smooth s
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With no splintered wood, An
-F 253 | Continued From page 8 F 263 observationmade T ——f ——

urinal hanging over the trash can beslde 14B,
The wash basins were not labeled with & nane or
room number and bed number, In addition a faii
mat by bed one had g large tear with the foam
Inslde exposed. A box fan in Room 21 had
blades covered in a blagk substance, Both
rssidents In Room 22 had lfight cords sofied
brown and there were two (2) solled paper signs
in the bathroom. There were bags and boxes of
potato chips, cookles, crackers and candy
opened In Room 3,

by the Administrator on
3/21/13 noted the wood

Interview with the Malntenance Director, on
02/28/13 at 1:30 PM, revealad the facllity staff
completed a maintenarce request form and
placed it In a file when tepairs were needed, He
stated he plcked up the requests dally and
prioritized them. He stated no concams were
sent to him regarding the llght cords. He stated
he had a cheok off iist to do preventative
malntenance; however, there was no list for him
to use to make rounds and Identily prablems
otherwise. He stated there wers no budget
concerns and he could manage all the negds of
the faclily, He had no explanation for the
problems found on tour, Howsver, review of the
preventative maintenance list revealed only ltems
requlring preventative malritenance and hot items
that may polentially be Ideniified as requiring
maintenance, such ag splintered wood, rusted
door frames, eto,

Interview with Licensed Practical Nurse (LPN) #2,

Molding in room 13-1 that
Runs horizontally across the
Room to be smooth and free
Free from splintered wood,
2. An observation
made by the Administrator
and the Director of
nursing on 3/21/13 did not
identify any urinals, fracture
pans, or wash basing
unlabeled or uncovered, All
call cords were elean and free
of debri, no soiled paper signs
were noted, fall mats were
clean and in good repair, all
fans, recliners, and overhead
light covers were clean and
free of debri and no open bags
of potato chips, cookies,
crackers, or candy was noted,

Wooden molding in all
resident rooms were noted to
be smooth and fiee of

on 02/28/13 at 10:15 AM, revealed a
maintenance form was filted out and placed in a
bin when any repalrs were needed. She stated
there was no way to follow-up 1o ensure the
headed repalrs were oompleted.

splintered wood.,

3. All certified nursing
assistance will be re-educated
by the Director of Nursing or

FORM CMS8-2667(02-82) Pravious Versions Obsolely

Even! ID:516311

Facility ID: 100351

If eonlinuation sheat Pags 7 of 21

i

v B,




From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

04/02/2013 10:35 #228 P.038/052

PRINTED: 08/14/2013
FORM APPROVED

CENTERS FOR MEDICARE & MEBICAID SERVICES OMB NO. 0938-p391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION {X0) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED

185354 B. WING 02/28/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
313 MAIN STREET
FORDSVILLE NURSING AND REHABILITATION CENTER FORDSVILLE, KY 42343
(X4 1D SUWMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF GORREGTION )
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
_ DEFICIENGY)
Assistant Director of Nursing
F 263/ Continued From page 7 F 253 ‘__l?){.f!_ﬂ_af,l_;f_(lll,@,@Bﬂg’
Interview with Certifled Nurss Aldé (CNA) 42, on covering, and storing urinals,
02/28/13 at 2:10 PM, revealed resident urlnais ﬁacfture pans, and wash
and wash basina were not to be stored an the basins. All housekeeping staff
floor. She stated they were to be stored in a will be re-educated by the
plastio bag on the commods, She stated wash Admini by 4/
basins were stored covered in a drawer in the ministrator by 4/13/ 13 on
resident's room, She stated the items shoutd ensuring call cords, bedside
have a room and bed number on them to prevent mats, fans are clean during
the wrong reaident from using them and the #oor dail * ds. Th
could bs dirly, atly rounds. The
Administrator will re-educate
interview with CNA #3, on 02/28/13 at 2:15 PM, the Maintenance Director by
revealed urinals and wash basins were to be e, .
labeled, covered and stored, She staled the s ;- .. 4/1/13 on ensuring wooden
urinals and wash besins needed to bs stored as molding in resident rooms are
the rooms were small and there was ho room in smooth and free of splintered
tha bath rooms, She stated (t did not lock . .
home-like to have resident equipment stored on wood. All licensed staff will
the floors, be re-educated by the Director
intervl Ith the Adminlstrat 02/28/143 at ofNursing or Asststant
ntervisw w e Adminlstrator, on a : o
2:30 PM, revealed resident aquipmant needad to D lrec.tor Ome,""mg on
be stored properly and not on the floor. He stated ensuring all resident food
a home-like environment was important to the items are properly sealed,
rosidents. The Director of Nursing or the
Assistant Director of Nursing
2. Interview with the Director of Nursing, on will perform facility rounds
02/28/13 at 5:30 PM, rovealed these lasues have .
not been addressed recently with Infection thre;s(stlmes a week fo:: twelve
control. The DON stated she makes rounds to weeks to ensure all urinals,
ansure things are being done, and has not had fracture pans, and wash
problems with lack of labeling beiore, basins are properly labeled,
Obsstvation of Room 134, on 02/26/13 at 11:20 covered, and stored, call
AM, revealed a large wooden molding extanding cords, fans, bedside mats,
horlzontally across the room, which had recliners and overhead light
Event ID: 616311 Faollity ID: 100351 if continuation shest Pago 8 of 2
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: covers are clean and that
F 263 COI'IHHUGd From page 8 F 2563 paper Signs are not Soued and
spiintered wood chips broken off. resident food items are
Interview with LPN #5, on 02/27/13 et 9:30 AM, properly Se*ﬂed; The )
revealsd if any wood Is chipped or anvironmental Maintenance Director will
Issues are notad, then a requisiion is glven to tha perform weekly observations
Malntenance Cepartment, so it oan be fixad, The :
LPN slated one had not been complated, ,to ensure all wooden m olding
18 smooth and free of
Observation, on 2/28/13 at 2:30 PM, revealad the splintered wood. Results will
wooden melding In Room 13A had not baen fixed, be reviewed by the Quality
Interview with the Malntenance Director, on AssuFar'lce Committee
02/28/13 at 3,00 PM, revealed the splintera from Consisting of the Director of
the wooden molding In Room 13A had not been Nursing, Administrator, Socjal
I . o ]
grgm‘r;l:d, and he had not recelved a recjulsition Service Dirce tor, Assistant |
F 272 483.20(b}{1) COMPREHENSIVE Ferel  Director of Nursing and the 41313
88=D | ASSESSMENTS Medical Director at least
The feallty must conduct Inltially and perlodically Quarterly on a monthly basis
& comprehansive, accurata, standardized until the team concludes the
repreducible assssament of each resident's issue is resolve, If at any time
(unctional capaclly, concerns are identified the
A fallity musl make a com prehenslv? Quality Assurance Committee
assessment of a resldent's needs, us ng the . :
resident assessment instrumant (RAI} specified Mect.ln'g will be cal'led by the
by the State. The assessment must Inclyde al Administrator or Director of
feast the followlng: Nursing to analyze and
E’S:g"ng’:w’?oﬁ't‘lge‘fam°gfaph'° Information; implement further measures
Cognilive paitems;' dependent upon the root cause
Communication; to ensure on going compliance,
Vislon;
Mood and behavior patterne;
Psychosocial well-being;
Physlcal functloning and structural probleme;
Contlnance;
Facrity [0: 100351 It contlnuation shast Pags 5 of 21
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F272
Continued From paga 9 F272|" . .
Disease dlagnosis and health condltions; . 1. The Care plan for resident #10
Dental and nutritional status; was reviewed and updated by
Skin conditions; the Clinical Reimbursement
Nty pursul Coordinator on 3/20/13 and
Speolal treatments and procedures; risk factor for
gtscharget Pt?ient;lil; informat g contractures was identified
ocumentation of summary Information regarding AN -
the additional assessment performed on the care and carf:- pl e{i with
areas iriggered by the complatlon of the Minlmum fapproprie.lte goals and
Data Seof (MDS); and Interventions in place.
Documentation of participation in assessment. 2. An audit of all current resident
care plans will be performed
by the Director of Nursing,
Assistant Director of Nursing,
or the Clinical Reimbursement
Coordinator by 4/16/13 to
This REQUIREMENT s not met as evldenced ensure risk factors are
by: X .
Based on observations, and Interviews, it was identified and care plan meets
determined the facllity falled to Identify resident needs. Any identified
contraclures In the Care ‘f'«refa\ﬁ\sseswmtamtI(CAAZi concerns will be corrected.
for prassure resulting In the falfure to deve op an . .
Implement Interventions to prevent skin 3. The Reg_lonal Reimbursement
breakdown and other akin lssues for one (1} ot Nurse will re-cducate the MDS.
sixteen (16) samplad residents, Resident #10. - Nurse, Dietary Services
Manager, Activity Director and
The findings Include: the Social Services Director on
the RAT process for CAA
Interview, on 02/28/13 at 4:30 PM. with the DON completion and Care Plan
revealsd the facllity did not have poiioles available development and validate
for pravention of skin breakdown,. competency utilizing a post
test by 4-18-2013.
4.The MDS Nurse will audit
FORM CMS-2687(02-69) Praviovs Vessions Obasisla Evant ID:516311 Fadiilty {D; 100351 }f continualion sheet Page 10 of 21
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Observation of LPN #1 during a skin assessment
for Resldent #10, on 02/28/13 at 8:40 AM,
revealed Resident #10's left arm was drawn up to
his left shoulder and the LFN slated she need to
contact the Therapy Department to stratch his/her
arm aut,

Interview, on 02/28/13 at 8:40 AM, with LPN #14
revealed Resident #10 had redness to the inner
feit elbow with a yeasty smell, She stated It was
from skin to skin contact and it meastire 4.6
centimetars by 7.8 centimeters with no depth.
The LPN assessed the area as a Stage | and the
main thing was to keep the area clean, prevent
ekin to skin contact and therapy needs fo be
contagted to stretch the arm out,

Review of the clinical record for Resldent #10
revealed the Minimum Data Set, dated 10/18/13,
revealad the facility aseessed the rosident as
totally dependent with bed mabllity, was
nen-communicative and non-responsive, and was
checked for contractures and functional fimited
range of motion.

Review of the resident's careplans provided by
the facllity revealed Resldent #10' Interventions
consisted of lotion to the residant's limbs to sooth
and calm, and consulls as nesded,

Interview, an 02/28/13 at 3:00 F'M, with Certifled
Mursing Asslstant {CNA}#3 revealed she had not
noticed the resldeni keeping hisfher arm stiff,

(%) ID SUMMARY STATEMENT OF DEFIGIENGIES . D PROVIDER'S PLAN OF CORREOTION 5
PREFIX {EACH DEFIDIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE AQTION SHOULD BE comA ETioN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENOY)
three (3) comprehensive
F 272 | Confinued From page 10 Fare

assessments per month for three
(3) months to assure that the
CAAs are worked correctly and
that the risk factors are
identified and the careplan
meets the needs of the resident,
Results will be reviewed by the
Quality Assurance Committee
Consisting of the Director of
Nursing, Administrator, Social
Service Director, Assistant
Director of Nursing monthly
for three months, The Medical
Director will be in attendance
at least quarterly. If at any
time concerns are identified,

Quality Assurance Committee
Meeting will be called by the
Administrator or Director of

" Nursing to analyze and
implement further measures
dependent upon the root cause
to ensure on going compliance.
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F 272§ Continued From page 11 F2r2
Intarview, on 02/28/13 at 4:30 PM, with the
Director of Nurelng revealed she could not give
an answer If OT/PT had assesssed ths residsnt
lately. The DON stated normally the area Is Just
washed and difed. The Don jurlher stated she
reviewed the careplan with a st of the resident's
Immobliity, but not contractures, : F 309
Stot | HIGHEST WeLL PEmG SErVICES FOR "9 1. An order for code status was [ liv}13
= Obtained by the physician for
Each resident must recelve and the faclilty must Resident #3 on 3/1/13, A
provide the nacessary care and sarvices fo attaln ; resi
ormalntain the highest practicable physical, rtlelvw'w. of ez dent # 3/21
mental, and psychosoclal weli-bsing, in physician orders 0“_3 /13
aocordance with the comprehenslve assessment performed by the Director of
and plan of care. Nursing revealed the order for
code status was in place, On
2/28/13 the enternal feeding
Noted as Glucerna 1.2 was
Removed from the room of
This REQUIREMENT s not met as evidenced Resident #10 and replaced
by: With Glucerna 1.5 and
Based on ohservation, interview, record review, 1 beled by th
anid review of the faclity's policy, it was abeied by the
determined ths facliity falled to ensure one (1) of Director of Nursing. An
sixtaen {16) eamplsd residents (Rre:,sldem #3) thad observation made by the
a current physician's order for Do Not Resuscitate . :
(DNR). The faclity falled to ensure ons (1) of Director of Nursing on 3/21/13
sixteen (16) sampled residents raceived the revealed the proper enternal
coriect lube feeding as ordered by the physlolan feeding being administered
and the Wwbe feeding bags were labsled ;
appropriataly, (Resident #10), to re§1dent #10 and the enternal
feeding bag was properly
The 1indings include: labeled with the correct
enternal feeding,
FORM CMS-26687(02-00) Pravious Vesslons Gbsalate Event iD: 516311 Facfitly ID; 100351 If continuation sheet Pape 12 of 2
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2. The Medical Records Nurse
F 308 gon]ﬂnue;i E"O;" I;ﬁg'e L-”;\' A ool satea F 309 performed an audit of all
aview of the facilly’s polloy, not dated, ; ‘o
revealad the polioy did not apply to the facliity's 31}335?;3 nt physician orders on
stelt, The policy addressed the Implementation 3 to ensure the
of a DNR In & pre-hospital selting by Emergency order for code status was in
Medical Techniclans and Paramadics, place with no issues noted.
Intsrview with the Director of Nuralng, on The Assmtant Director of
02/28/13 at 2:30 PM, revealed the facillty had no Nursing performed an
pollsy on physiclan orders; however, new ordar observation of all
srr:aets were placed on charts monthly for enternal feeding to e nsure
Physicians to sign. —_— A % . L
proper feeding being
Review of the clinlcal record for Resident #3 administered and the enternal
revealed the faclity admltted the resident with eding bags wer
dlagnoses of Alzhelmer's Disease and Gerebral fe d g b .gﬁ e‘(? properly
Vascular Accldent, The facillty completed an orcered with no n.sues-noted.
annual Minlmum Data Set (MDS) assessment on 3. The Director of Nursing or
the resident on 12/18/12 which revealsd the Assistant Director of Nursing
resident had a severe cognilive impadrment and , . . .
required total care with all neads, Revisw of the will provide r e-education will
Physlclen orders from January 2013 revealad be provided to all licensed
there were no orders for a Cods stetus, Review staff by 4/18/13 on ensuring
of the Advancs Directive and a physiofan’s order . .
wrilten In 2009 revealed the resident was a DNR, all physican orders contain an
order for code status,correct
interview with the Director of Nursing, on labeling of enternal feeding
02/28/13 at 2:30 PM, revealed physlclan's arders bags and ensurin
were renewed every 30 days. She stated lhe gs and ensuring
renewal orders needed to contain the DNR order administration of ordered
and r;avr? a curren: physlrc:lan ls;.ilgnai;ma. She feeding and will validate
stated she was not sure how the or or was :
missed, She stated the factity had no policlos on Understanding and
renswai orders or maneging Advanced Directives, Competency with a Ppost test,
4, The Director of Nursing,
2. Roviow of the facllity's policy regarding Enteral Assistant D Irector of Nursing,
Nutrition Therapy, General Poiicy & Pracedure, or the Medical Record Nurse
ravealsd il was the pollcy of tha facility that will review ten resident
FORM £MS-2587(02-59} Fravious Verslons Obsalste Bvont 10: 516311 I contlnvatlon shest Page 13of 2%
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- physicans orders weckly for
resldents admitted or re-admitted w .
nasogastrio, gastroatomy or jufostomy tubes for three months to
would receive fube feedings as ordered by their ensure an order
ghysllclan. Thfz pnnoly,(rj furtheg stated Nurslggb | for code status is in place. The
ervices would provide feeding as ordered: bolus s :
feeding: closed dellvery system; or own delivery Dm?ctor ofNursmg or th.e.
systemn. The staff was to administer tube-feeding Agmstant Director of I.\Imsmg
formula per physician's order, will perform observations of
all enteral feeding being
Review of the clinical record for Resldent #10 administered three times a
revealed physiclan orders for Glucerna 1.5 at 45 week for twelve weeks to
cofir per tube for twenty-two hours and off two ensure proper feeding being
hours for ectivitles of daily living. administered and proper
labeling of all enternal feeding
Observations, on 02/27/1? at 10:20 AM, in : bags Results will be
Resldent 10's room revealed the entera! nutrtion . .
bag had a dale of 02/27/13 and a time of 7:45 reviewed by the Quahty
AM; but did not have the type of feeding Assurance Committee
documented on the label, Consisting of the Director of
Nursing, Administrator, Social
Observatlon, on 02/28/13 at 8:20 AM, 8:40 AM, Service Director, Assistant
9:00 AM, 10:10 AM, 11:00 AM, and 12:30 PM, In Director ofNursing and the
Resldent #10's room revealed the enteral nutrition . .
bag had Gluoema noted on the tabe! with no Medical Director at least .
documentation of the type of Glucerna, Qu.?rterly on a monthly basis
_ until the team concludes the
Observation and interview, on 02/26/13 at 4:00 Issue i5 resolve, If at any time
PM, with the Director of Nursing (DON) revealed concerns are identified the
a Gluosma 1,2 enteral nutrition botlle with the last Quality Assurance Committee
name of Reslident #10 on It, dated 02/28/13, . .
sltting on the bedside table In Resident #10' Meeting will be called by the
room. The DON looked at the Giugerna 1.2 Administrator or Director of
enteral nutritlon bottle and read the last name of Nursing to analyze and
Resident #10 on it and the date of 02/28/13, implement further measures
FORM CMB-2587(02:88) Pravious Versions Obsolala Event ID: 656314 Faglity ID; 100351 it continuatlon eheet Page 4 of 21
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F 300} Cortinued 14 F 30 dependent upon the root cause
oniinued -rom page to ensure on going compliance.
The DON siated the physiclan order wae for Boing compiian
Glucema 1.6, and on the resldent's bedside table ) : T
was Qlucermna 1.2, F 371 )
F 3711 483.35() FOOD PROCURE, F3711 1. On3/18/13 the Maintenance Ul }’, 3
S8=F | STORE/PREPARE/SERVE - SANITARY Director removed the wrench
The facllity must - located in the dish room, the
(1} Procure food from sources approved or Dietary Manager removed the
considerad sallsfactory by Faderal, State or looal aprons and the table clothes
authoriites; and . :
(2) Store, prepare, distribute and serve food and thff House Keeping
under sanilary conditions supervisor cleaned the vent
above the clean dish exit. An
observation of the dish room
by the Administrator on
3/21/13 revealed the vent
id d : .
g'h:ls REQUIREMENT s not met ae evidence located above the ¢lean dish
Based on abservatlon, Intervlew, record review, exit to be clean with no dyst
and review of the facliity's polley, it was or rust pres
determined the facllity falled to ensure sanitatlon A dru‘ p ent. 'll‘he
of the distary department as evidonced by an ministrator also noted on
open box of plastlc aprons stored In a large box 3/21/13 there were no
g0 metal ioneh v or s cortadt wih wenches, aprons, or
a large m .
disposal, In addlition, four brown stalned cloths table dmhe‘? present,
wers also In contact with the aprons, Above the 2. An observation by the
open box and baslde the area wherf. the ciean’ Administrator on 3/21/13 of
dishes exlt the dish machine was a large heavi y t ish : . )
solled, rusty appearing vent, he dis . r09m fhd not kdentify
any sanitation issues,
The findings Inglude: 3. All dietary staff wiil be re-
educated b i
Review of the “Quick Kitchen Sanitation Rounds M 4 y the D.letary ish
List*, not dated and provided by the Dietary anager on ensuring the dis
Manager on 02/18/13, revealed a secton room 1s sanitary and the vent
Identified as Envirenment: floor Is clean and above the clean dish exit is
FORM CME-2507(02-89) Previous Verstons Obsalsle Evant 10, 618311 Faciity ID; 100351 It continuation shaet Paga 16 of 21
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; free of dust or rust by 4/18/13.
F 371 Continuad From page 15 F 371 4. The Director ofNursing,
without bulldup; walls and the ceiling are without Assistant Direct £ Nursi
holes and damage; and equipment is clean and in ssistant Lirector of Nursing
working order, : or the Medical Records nurse
ill audit five emplo
In additlon, revlew of the Malntenance Schedule t‘zlli lin ski ':lp , .yee d
lilled TASKS for February, not dated and provided erculin skin test records
by the Malntenanca Director on 02/28/1 3, weekly for twelve weeks to
revealed & check ilst for Exhaust Fans: Inspect ensure annual skin tests are
ng;:::;rfsns for proper operation and clean If administered on or be fore the
7 anniversary date of the last
gzt;;g;\{gtiotnﬁf 1‘2‘; ?vffh roo;ln. gn Initlal tour, o?n skin test, Results will be
at 11; revealed an open car ' .
board box contalning ;our boxes of plastic reviewed by the Quahty
aprona, Lying on top of the plastic aprons was a Assurance Committee
large rnhetal Instrument, Also observec’l, Iylng’ 0!?1 Consisting of the Director of
top of the aprens, were four brown stalned olo s, : ) :
which did not appear to be clean. In additlon, a T:Jurs.lng, {demlstrat\:)r, Social
large dirty vent, whioh eppeared to be covered In Service Dlrectorz Assistant
Tust, was observed above the box, and the area Director of Nursing and the
where clean dishes exit the dish machine. Medical Director at least
Intarview with the Distary Manager {DM), on Qur:lrterly on a monthly basis
02!28113 al 1:50 PM, revealed the metal tool until the team concludes the
found In the box was used to unclog the garbage : ; s
disposal In the slnk adjacent to the dish machine 155u€ 1s resoh:we. If'at any time
wheh needed, The DM slated the wrench shouid concerns are identified
not have been stored In the box with the plastic Quality Assurance Committes
aprong, and stated sh? thoughi the fourc(;i“) Meeting will be called by the
stained clothes were ¢ oan, but was used for .y y
wiping down the dish room walls. The DM etated Ad@nlslmtor or Director of
they should not be stored thers, ' Nursing to analyze and
implement further measures
Further interview with the Dletary Man er, on
02/28/13 at 1:60 PM, revealed 9 dependent upon the root cause
Housekesplng/Malntenance Depariment was to ensure on going compliance,
responsible for cleaning the vent once a month,
and stated the potentlal of dirty vents could cause
Event ID: 56351 Facltity ID: 106351 if continuation sheet Page 18 of 21
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F 371 | Continued From page 16 F 371
dirt to fall onto the clean dishes.

Interviaw with the Maintenance Director, on
02/28/13 at 3:00 PM, revealed the vent over the
dish machine should be dusted onoe a month,
and should be llsted on the maintenance log
which was completed monthly. The Director
stated the vant was last cleaned the baginning of
January, and was checked off Uelng a oomputer
program with a check llst, In addition, the
Maintenance Director atated the metal oo was &
wrengh which was used 10 work on the disposal,
and shouid be kept under the booster heater
under the dish machine, not on top of the plastic
aprons. _

F 441 | 483.66 INFECTION CONTROL, PREVENT _ F 441 ‘_” .5{13
53=F | SPREAD, LINENS d

The facliity must establish and maintaln an
Infeclion Control Program desligned to provide a
sale, eanftary and comfortable environment and
to help prevent the development and transmission
of disease and Infection.

{a) infeotion Control Program

The facllity must establish an Infection Control
Pregram under which it -

(1) Investigates, controls, and provents infectfons
In the facllity;

(2) Decldes what procedures, such as lsolatlon,
should be applled to an individual resldent; and
(3) Maintalns a record of inoldents and corraotive
aotlons related to Infections.

{b) Preventing Spread of infsotion )
{1) When the Infaction Contro! Program ) 3
determines that a resident needs Isolation 1o i
prevent the spread of Infection, the faollity must
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F 441! Continved From page 17 F 441 Faadl )
| Pag 1. On 3/20/13 the Director of
solate the resident, . . .
(2) The faollity must prohibit em ployees with a Nursing, Assistant Director
communicable disease or infected skin leslons Of Nursing, and the Medical
from dlrect contact with resldents or thelr food, it Records Nurse ensured
direct contact wiil transmit the disease. 1l urinals. £ )
(3) The faclity must require staff to wash thelr ail urinals, fracture
hends after each direct resldent contacl for which pans, and wash basins were
hand washing Is indicated by accepted properly labeled with
professional praotice, . )
residents name, covered and
(c) Linens stored, cleaned ali )
Personnel must handle, store, process and | medication carts and replaced
transport llnens so as 10 prevent the spread o :
infeolion. all pill crush‘ers.
2. An observation
made by the Director of
This REQUIREMENT s not met as evidenced hursing on 3/21/13 did not
by: identify any urinals, fracture
Based on observation interview ?nd facflgy polloy pans, or wash basins
review, It was delermined the fag lity talled to
malntain &an infection control program to ensure unla!)ele‘d or uncovered, All
three (3) of flve (6) sampled medication carts medication carts were noted to
were clean. The facliity falied to maintaln an be clean on 3/21/13 by the
Infestion control program to ensure rosidents ) . :
equipment was slored to prevent DnectoF of NurSI.n B '
cross-contaminatlon, 3. All certified nursing
assistance will be re-educated
The findings Include: by the Director of Nursing or
Intervisw with the Diractor of Nursing, on Assistant Director of Nursing
02/28/13 at 5:30 PM, revealed all tt,mnals, waShd by 4//2/13 on labeling,
basins, and Iraoture pans should be labalad an H : :
covered, the Urinaf should not be hanging over covering, and sto&*mg urinals,
the trash oan, and revealed charge nurses frac‘:ture pan.:;, and wash )
making rounds should be supervising the nurses basins. All licensed staff will :
aldes to ensure this was being done, ' be re-educated by the Director
of Nursing or the Assistant i
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F 441 | Continusd From page 18 F 441 2,'11 ;fltgr c:f;‘;’;;?lg by

Interview with the Director of Nursing, on ;=0 g
02/28/13 at 2:30 PM, revealed there were no medication carts are clean. All
olher facliity polioles addressing Infection conirol, licensed staff will complete a
She slated there ware no tecliity polloles for ;
cleaning the medioation oarls, post test to validate

competency by 4/13/13.
1. Observatlons of the facllity, on 02/26/13 at The Director of Nursing or the
11:15 AM, revealed Room 8-1 and 8-2 had white Assista irector of Nursi
light cords with brown stains from the middle to msﬁ' st rfl.t Dir £ (')lit N d ng
the ends. In addition an upholstered recliner had perlorm facility rounds
dark atains on the seat and the armrests. Room three times a week for four
B's balhroom had soiled paper signs taped to the weeks and the weekly for
wall behind the commode and In the shower area ight weeks to ensure all

eight weeks to ensure all
and a solled white call light cord, Resldent urinale inals. i d
were found on the bathroom floors In Rooms 22, urinas, fracture pans, an
28, 31 and 34. The urinals were not iabalad with " wash basins are properly
a room number and bed or with a resldent name. labeled, covered, and stored
Two wash basins and a fracture pan lying In the d that medicati
bathroom floor of Room 14 on Fox's Drive. In and that medication carts are
addilion, there was a urinat hanging over the clean. Results will be
irash can beside the bed In 4B, The wash reviewed by the Quality
basins wore not labeled with & hame or room Assurance C itt
number and bed number, in addition a fall mat by ance Lommitiee
bed one had a large tear with the foam Inside Consisting of the Director of
oxposed. A box fan In Room 21 had blades Nursing, Administrator oci
covered in a black substance. Room 22 Bed-1 Se rvicfbi tor. Assi ; S i al
and Bed-2 had white light cords which were - rector, Assistan
solled brown and there were (2) solled papar Director of Nursing and the
signs In the bathroom. Medical Director at least
2, Observation of two medication carts on Qu.c:lrterly on a monthly basis
Harmony Way, on 02/27/13 at B:15 AM, revealed until the team concludes the
Cart #1 was sollaﬁ on the outside with a brownh issue is resolve, If at any time
bulld-up around the Inelde edges of the top. The : :
drawer [abels were white with black discoloratlon conc?rns are identified the_
around the edges. The altached sharps Quality Assurance Commiltee
container had smears of tan and brown on the Meeting will be called by the
outside. Tha plll crusher was heavlly solied with a Administrator or Director of

1
FORM CMS-2667{02-08) Previous Verolons Obsolate Even! 1D;518313 Faedlity {D: 100351 - If continuation sheet Page 19 of 21




From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

04/02/2013 10:39 #228 P.050/052

PRINTED: 03/14/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVICER/SUPPLIER/CLIA
AND PLAN QOF CORRECTION IDENTIFICATION NUMBER:

185354

(%2) MULTIPLE CONSTRUCTION ' {X3) DATE SUAVEY
A BUILDING GOMPLETED

B, WiNa 02/28/2013

NAME OF PROVIDER OR SUPPLIER
FORDSVILLE NURSING AND REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZIP CODE
313 MAIN STREET
FORDSVILLE, KY 42343

(%4} [0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFIGIENGY MUST BE PRECEDED BY FULL
REGULATCRY OR LSC JUENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORREGTION {x8)
PREFE (EACH CORREGTIVE AGTION SHOULD BE COMPLETION

TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

F 441

Continited From page 19

ilack and brown bulld-up all around the edges,
Carnt #2 was solled on the outslde and the drawer
iabels were discolored as with Cart #1, The pill
crusher had a build-up of a black substanca,
There were brown particles inside the bottom
drawer.

Observations of & medicatlon cart on Fox Drive,
on 02/28/13 al 11:05 AM, rovealed the drawers
on the cart were labeled and solled with a black
substance. Tha pill crusher had a tan colored
slicky substance around the edges. The top of
the cart had a tan bulld-up around the Inside
edges of the cart,

Interview with Certifled Nurse Aide {CNA) #3, on
02/28/13 at 9:15 AM, revealed resident
squipment was not slored on the floors as It was
an infection problem and infections could spread,
She siated urinals, badpans and wash basins
weare supposed to be covered and stored.

interview with Licensed Praciical Nurse (LPN) #2,
on 02/28/13 10:15 AM, revealed the night shift
was responsibie to slean the medicallon cart and
oach nurse wiped down the caris at the end of
thelr shift. She stated the pill crushers were
oleaned weekly by the kitcheh using the dish
washer, She stated urinals and bed pans and
wash basins were labeled with the residents’
room number and bed number. She stated
resident equipment was not slored on the floor to
prevent the spread of Infection, She stated she
supervised the aldes and had not noticed any
equipment in the rooms on the floor,

Interview with LPN #5, on 02/27/13 at 9:30 AM,
revealed wash basins and bed pans must be

Nursing to analyze and
implement further measures
dependent upon the root cause
to ensure on going compliance.

F 441
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F 441 { Continved From page 20 F 441
tabeled and covered before pulting away, and

should not be Ie#t on the bathreom floor,

Internvlew with the Maintenance Directar, oh
02/28/13 at 1:30 PM, revealod the light cords
were solled and needed 1o be replaced. He
stated he was not sure what the slains were;
howsver, they did not look good and could be
something that had germs cauelng an Infection,

Conlinued interview with the DON, on 02/206/13,
revealad the lssues Identified had not besn
addressed in Infaction Control; however, thege
things were Infection Control problems,

if sonlinuation sheet Page 21 of 21
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)

K000 INITIAL COMMENTS K 000.

CFR: 42 CFR 4B3.70(a)
BUILDING: 01,

PLAN APPROVAL: 1686.
SURVEY UNDER: 2000 Existing,
FACILITY TYPE; SNF/NF.

;IYI;E OF STRUCTURE: One (1) story, Typa I
(20 ). 1

SMOKE COMPARTMENTS: Four (4) smoke
companments,

H
FIRE ALARM: Completa fire alarm aystem ;
instaked In 1985, upgraded In 2010 with 20 '
smoke detectors and 1 hea! detectors, ) !

SPRINKLER SYSTEM: Complete automatie dry
sprinkler system Instelled In 1965, and Upgraded
in 2008,

GENERATOR: Type il generator Installed In
2010. Fuel source s LP,

A standard Life Safety Code survey was '

- conducted on 02/27/13, Fordsville Nursing and i
Rahab Center was found In non-compllence with
the raqulraments for participation In Medicars and *
Madicald, The facllity is certified for Sixty-Seven ;
(67) bads with & census of Sixty (60) on the day i
of the survey. :

Tha findings that follow demonstrate ' )
noncompiienoe with Title 42, Code of Federal )

days fallowlng the dats [hess documents ere made avaliabia to the facillly. i defictenclas ere citad, an approved plen pt
13

rogrem participalion.

TORM CMS-28587(02.4%) Previoln Verslons Obaolels Evanl 1D; 614321

Facity 1h: 100364 'g

LABO * ' OR PROMDER/SUPPLIER REPRESENTATIVES BIONATURE TYLE 10(8)9»\115
A . A WM' frafer 2 /30503
g B it Is dotemingd that

ﬂny daﬁ&anc;@!ag%wgﬁm with Bh estarisk (*} donoles & deficlanay whish the ins ulloﬁ may Ba exchsed from oorecting providing it is

sther sateguards provide aufiisient protection to the peiients. {Sea Instruciions,) Except for nuising homas, the findings alaled sbove arg disclonabla 80-days-

talowing the dale of suivey whather or aot a plan of correction fs providad. For nursing homes, the abova findings anq‘planfm.ooné‘eﬁomrp-ggqum4
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K000 Continued From page 1 K 000
Regulafions, 483,70(e) et seq, {Life Safsty from
Fire},
¥
Deflclancias were cited with the highest . . :
deficlency identifed at °F* level, ' ) ) L
K018 NFPA101 LIFE SAFETY CODE STANDARD K 018 . Maintenance Direotor witl  2{ ;3' 3
piding ‘ repair corridor doors to i
Doors protecting corrl;ior ope?fngs fln other :han ! rooms 24, 11, 12 and 14 so
required enciosures of vartical openings, exlts, or .
hezerdous areas are substaniial doors, auch e;s g:;:i’;zlg llgtch p{operly by '
those constructed of 1% Inch solki-bonded core ’ ). Maintenance :
wood, or capabls of resisting fire for at Jaast 20 Director will repair doors 27 |
minutes, Doors In sprinklered bulidings are onily and 29 where there is no gap
raquired to reslst the passage of smoke, There |s above the doors by !
no Impediment to ths closing of the doors, Doors ! 04/12/2013. Deors 24. 4 Y 5
are provided with e means sultable for keeplng ‘ 4 | ' s T ;
the door closed. Dutch doors meeting 12.3.6,3.6 . and 12 will be repaired to
' ara pemnitted,  19.3.8.3 t where there are no gaps
’ larger than % inch by
Rollsr latches are prohibited by CMS reguiations 04/12/2013.
" In all health care faciiifies. , 2, Muaintenance Director will
perform observations on aj)
other corridor doprs to
rooms to ensure they latch
properly, there are no Eaps
. at the top of doors and that
i there are no other gaps
latger than ¥ inch around
: the door jambs and address |
This STANDARD te not met as evidenced by ) any issuer identified b f
Based on observation and Interview, It was : 0471212013 y !
determinad the lacll:? failed to ensurs doors to : ! .
resident rooms would latch properly in : 3. Maintenance Director was
accordance with NFPA standards. The deficlancy ; educated on 03/20/2013
had the potential to sifect one ( 1} of four (4) using referenced NEPA Life
smoke campariments, fity-two (62) resldants, Safety Code regulation,
Event 1D: 618321 Fochily 10: 100051 {t goniinLatlon sheet Page 2 of 20
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K 018 Conllnued From paga 2 . Kois 4, Maintenance Difecto: will
staff and vieftors. The facility s certified for ' : erform observations once a
Sixly-Sevan (87) beds with a cansus of Sixly (60) r!;énth for three months fo '
on the day of the survey, The facllity falled to her i
@nsure four {4) corrdor doors to ths residont cnsure no other issues
roons were latohing properly and six (8) doors identified with corridor :
that had too large of a gap around the door Jamb. doors to resident rooms. The
' results of the continued i
The findings Include: : observations will be i
1. Obssrvations, en 02/27/13 bstween 1:40 PM ' reviewed by the Quality b,
and 3:30 PM, with the Malntenance Direotor Assurance Committee,
revealed the ¢orrldor doors 1o rooms 24, 11,12, consisting of the
&nd 14 would not latch properly. Administrator, Maintenance v
) Director, Director of ;
: Interview, on 02/27/13 between 1:40 PM end 3:30 i .0 \ !
" PM, wilh The Malntonance Director revaslsd he ' Nussing, and Housckeeping :
" was uneware the doors listed would not Jatch | Supervisor monthly for J
praperly. ‘ three months, The Medical
. : Director will attend at |
2, Observations, on 02/27/13 betwesn 1:40 P  quarterly. Ifatany :
and 3:30 PM, with the Malntenance Director . ; - o2 2y time,
ravealad tha corrldor doors {o rooms 27 snd 25 ! ' Issues are identified, .
had a gep et the top of the door. Further | Quality Assurance :
obsarvslion revesled rooms #24, 4, 11, and 12 ' Committee meeting will be
had a gap larger then % Inch around the door ‘ called by the Administrator
jamb. or Director of Nursing to ,
Interview, on 02/27/43 batwean 1:40 PM and 3:30 analyze and implement .
FM, with the Malntenance Director raveaiad he further measures dependent :
was unaware of the unacceptable gap around the upon the root cause to .
doors, assure ongoing compliance,
Reference: NFPA 101 (2000 adlilon) :
i ¥
18,3.8.3.1* Doors protecting conldor opanings [n
other than required encioaures of vertical :
opanings, exits, or hazardous areas shall ba . .
Evani ID; 618324 Facthy (D; 100384 if conttnuaiion sheet Page 3 of 28
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DATE

subslantlal doors, such as thpse constructed of
137d-In. (4.4-om) thick, solid-bonded cora wood
or of construction that resists fire for not less than
20 minutes and shall be constiucted to roslst the
Passage of emoke, Compllance with NFPA 80,
Standsrd for Fire Doors and Fire Windows, shall
not be required. Claarance between the bottom
of the door and the floor Covering not exceeding -
1 In. (2.6 em) shall be permitted for corridor
. doora,
Exoeption No. 1; Doors to tollat rooms,
bathrooms, shower fooms, sink ciosats, and
aimllar
auxillary spaces that do not contaln flammable pr
combustibla malterials, '
Exception No. 2: In smoke compartments
protected lhroughout by &n approved, supervised
altomatlo sprinkler system in accordance with
18.3.6.2, the door construotion requirements of .
18.3,8.3.1 shall not be mandatory, but the doors -
shall ba constructed to resist the passage of :
smaoka, )

18.3,6.3.2* Doors shall be providad with a maans
sultabla for keeping the door closed that is
acceptable to ths suthority having Jurlsdiction,
The davice used shall he capable of keeplng

the door fully clpsed if & force of 5 Ibf {22 N Is
applied st the Jatoh edge of the door. Roller
latches shall ba prohiblted on corridor doors In
buildings not fully protacted by an approvad
automatic sprinkler system In accordance with
NFPA standards,

¥

K 018 Continved From page 2 Ko18:

K025 NFPA 101 LIFE SAFETY CODE STANDARD ! KD25:

S8=F
Smoke barriers are construoted o provide at
" least a one helf hour fire resistance rating In
eocordance with 8.3, Smoke barriers may

;‘{[13[13
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K 026 Conlinued From pags 4
terminate et an atrium wall, Windowa are
protacled by fire-rated glazing or by wirad glags
panels and stesl frames. A minimum of two
egparate compantments are provided on each

- penstratlons of smoke barrlers tn fully ducted

19.3.7.3, 19.3.7.5, 18.1,6.3, 10.1.6.4

This STANDARD s not me! as evidenoead by:
Baaed on obsarvatlons end Interview, ft was
datermined the faclity fatled to mafntain smoke
barriers that would resist the passage of smpke
betwsen smoke compartments In accordencs
whth NFPA standards. The deficlency had the ‘
potantial to effect four (4) of four {(4) smoks i
compartments, all residents, staff and visitors, |
The facliity is certified for Sixty-Seven (67) beds
with a sensus of Sixty (60) on the day of the
survey. The facllty falled to ensure three {3)
emake barrlers were sealed and extendad 1o the
roof dacking to reslst the passage of emoke,

The findings include:

Obearvalions, an 02/27/13 befween 11:00 AM
and 12;00 PM, with the Malntenance Difector

“revealed the smoke partitlons, extending sbove
the celiing located af room #15, 31, and 38 were
psnetrated by plpes and wires. Furiher : :
observation revealed the wall at room #36 did not
extend lo tha roof,

Interview, on 02/27/13 between 11:00 AM and
12:00 PM, with the Malntenance Diractor

floor. Dampars are not required In duot ’

heating, ventlieting, and alr condltioning systems. -

K 025,

IS

EFTIP
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THE APPROPRIATE
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€ 025 Continved From page &
revealed he was unaware of the penetrations In
the amoke barrlers,

Raferenca:_ NFPA 101 (2000 Edltion),
B.3.8.1 Pipes, conduits, bus ducts, cables, wires,

bullding service equipment that pass through
floors and smoke barvlers shall be protected as
follows: ‘ :
(a} The space between the penetrating lem and
the smoke barriar shall

the emoke resiatance of the smoke barrler, or
* 2. Be profected by an approved devics designed
- for the spacific purpyse,
(b} Where the penetrafing item uses a slesve to
penetrate the smoke barrier, the sieeve ehall be
. Bolldty set in the smoke barrier, and the space
batween the lkem and the sleava shail
1. Be filled with & matertal capable of maintaining
tha smoke reslstance of the emoka barrler, or
2. Be protected by an approved device designed
for the specific purbose,
{c) Where designs Lake fransmisslon of vibration
Into conslderation, any vibration Isolation shali
1. Be mado on efther eide of the smoke belrier, or
2. Be made by an approved device designed for
he specific purpose,

8.3.8.2 Openings occusring al points where floors
or smoke

f barrlers meet the outside walls, other smoke
barriers, or fire

barrlers of a buliding shall meet one of the
following conditlons;

(1} it shall be fiiled with e matenial that Is capable

- alr ducts, pnevmatic tubes and dusts, and slmilar

1. Be filed with a material capable of malntaining -

¥

K026

i

.
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K 025 Contlhved From pape 6 K028
of maintaining .
the smoke resistance of the fioor or smoke .
bariler, - ;
(2} 1t shall be protected by an spproved device :
thatis
dsalgned for the speciflc purpose. . :
8S=p f will repair.cross 1%
Door openings In smoke barriers have al least a ' . I i
20-minute fire protectfon rating or are at least corridor doors. ocated
1%-Inch thick solld bonded wood core. Non-rated at Room 37 wiil close
protective pletes that do not exceed 48 inches completely leaving a
from the bottom of the door are permittad. gap of less than 1/8 of
Horlzontal sliding doors comply with 7,2,1.14, an inch and cross
Doors ere self-closing or sutomatic clesing in . .
accordance with 19.2.2.2.6. Swinging doors are . corr 1?'0’ doors_at Room X
- hot reguired to swing with egress and positive i 15 will be equipped '
latching is not required. 18.3.7.8, 18.3.7.6, : with a door coordinator .
10.3.7.7 by 04/12/2013. :
, 2. Maintenance Director
. will make observations
This STANDARD fe not met as evidenosd by; - ; on all cross corridor
Basad on observation and imerview, It was doors to ensure they )
determined the facliity falled to ensure cross will close i:ohlpl‘é"tely '
-corridor doors located In & smoke barrler would leavin lés's'than“é' v ’
resist ths passage of smoke In accordence with - : / & . %’p '
NFPA standards, The deficlency had the of 1/8 of an inch and alt
potential to aHfect four (4) of four {4} smoke cross corridor doors
compartments, all residents, slaff end visitors, have door coordinator
The facliity s cerliad for Sixty-Sevan {6f7{']}1 beds by 04/12/2013, :
with 8 censue of Sixty (80) on the day of the : : i :
asurvey. The facliity failed to snswre the oross \ 3. Mamt:lenanc;c;ilguector '
corridors doors would close properly with & door . was € Elcat Y .
coordinelor and ensure the proper gap in a . Administrator on .
cross-coridor door. 03/21/2013 using
. \ referenced NFPA Life
The findinge Include: Safety Code regulation,
" L S P |
TDRM GME-2567(02-89} Pravious Vevelons Obsoiats Event 10:618321 Faciity 18 100351 Hf continualion ehes! Page 7 of 28
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SUMMARY BTATEMENY OF DEFICIENCIES
(EACH DEFICIENGY MUST BE FRECEDE{D BY PULL
REGUATORY QR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORREGTION

PREFIX (EACH CORRECTIVE ACYION SHOULD BE
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K028
85=0D

* Irrterview,

K 027 continved From page 7

Obseivation, on 02/27/13 at 1:47 PM, with the
Malntenance Director revealed the cross-corridor
doors located at room #37 would not ologe
completely leaving a gap over 1/8 of en Inch.
Further observalion reveaied the cross-corridor
doors at room #15 was not equipped with a door
coordinator,

on 02/27/13 at 1:17 PM, with the
Malntengnce Dirgctor raveaied the coordinalor on
the daors al room #16 was remaoved because the
celling was not tetting It function properly, Further
Intarvlew revealod he was unaware of the propar
gap In the cross-corridor doore,

Reference: NFPA 101 (2000 Editlon},
19.3.7.6* Requires doors |n smoke bamlars to
be salf-closing and reslst the pessage of smoks.

Referance: NFPA 101 (2000 adition)

8.3.4.1* Doors in smoke barars shall close the
opening leaving

only the minimum clearance necessary for proper
oparation

and shalf bs without undercuts, bouvers, or grilles,
NFPA 101 LIFE SAFETY cODE STANDARD

Orte hour fire rated conatruction {with 34 hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
ghdfor 18,3.5.4 protacls hazardous areas, When
the approved automatic fire extinguishing system
option Is used, the areas are separated from
other spaces by smoke reslsling partitions and
doors. Doors are self-closing end non-rated or
fleld-applled protsctive plates that do not excaad

" 48 Inches from the bottom of the door ara

4,  Maintenance Director will make
K 02?, observations once a month for
three months to ensure cross
corridor doors will close
compietely leaving a gap of lesg
than 1/8 of an inch and cross
] corridor doors at Room 15 will
' have door coordinators on them.
The results of the continued
observations will be reviewed
by the Quality Assurance
Committee consisting of the
Administrator, Maintenance
Director, Divector of Nursing,
and Housekeeping Supervisor.: -
monthly for three (3) months.
The Medical Director wili attend
at least quarterly, Ifat any time,
- Issues are identified, a Quality
© Assurance Committee meeting
. will be called by the
Administrator or Director of
: Nursing fo analyze and
K020 . implement further measures
: dependent upon the rogt.cause to
assure ongoing compliance.

il

i‘{li%’f}

{
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K 028 Continued From page 8
permitted, 18.3.2.1

This STANDARD la not met as evidenced by:
Baswsd on observation and Interview, It wag
determined tha facliity fafied to meet the
requlrements of Protection of Hazards In
acuordance with NFPA Standards, The
deficlency had the potential to affect two (2) of
tour (4) smoka Compartments, fifty-two (52)
resioents, steff and visltors. The facliity Is )
certilied for Sixty-Saven (67) beds with & censug
of Sixty (60) on the day of the survay. The fachilly
felled to ensure two (2) roome were properly
protected due fo the storage in the rooms,

The findings include:

Observalion, on 02/27/13 at 3:30 PM, with the
Mainfanance Director revaglad the madica}
iecords office and the activitles office did not
have a closer added to the door, This
requirement js due to the storage of combustible
items Inside tha areas.

Interview, on 02/27/13 at 3:30 PM, with the
Maintenance Director reverfed he was unawate
the storage In & room determinad whather the

rfoomwas a hezardous storage area or net, !

Referenca; NFPA 101 (2000 Edition},
19.3.2 Protection from Hezards,

18.3.2.1 Hazardous Areas. Any hezardous arsas

Koz2g
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K 028 Continved From page 9
sheil by sefegusrded by & fire barsler having a
1-hour Nre resislance rating or shall be provided
- with an automatic extingulshing syslem in
accordanca with 8.4.1. The automatlc
extinguishing shall be permiited o ba in
accordatice with 18.3,6,4. Wnare the sprinkler
oplon Is used, the areas shall be separaled
from other spaces by smoke-reslsting partifions
and doors. The doors shalf be self-closing or
aulomatic-closing, Hazardous areas shall
include, but shall not be restricted fo, the
following:
(1) Boiler and fuei-fired heater rooms
(2) Centralioulk laundrlas larger then 100 R2
(8.3 m2)
{3) Palnt shops
4) Repslr shops
{5) Solled linan rooms
(8) Trash collsction rooms .
{7} Rooms or spaces jaigsr than 50 2 (4.6 m2),
including repair shops, used for atorage of
combuslible supplics
and equipment in quantitiss deemed hazardous
by the authorily having Jurisdictlon :
(8) Labomatories employing flammable or
combusiible malerials In quenlities lese than
thosse that would be considered & sevare hazard,
Exception; Doors In mated enclosures shall be
pormitted to have nonrated, faclory or
flald-spplied
protective plates extending not more than
48 In. (122 cm} above the boltom of the door.
K038 NFPA101 LIFE SAFETY CODE STAMDARD
BS=E

Exit access Is arranged so that exits are readily
Bccessible af ali imes In aocordance with saction
7.1, 1921

K028
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K 038 Continuad From page 10 K D3a. 1. Maintenance Director .
X will ensure the rear exit
to the Foxe’s Drive
Corridor will have a 4
foot wide durable
surfuce to a public way
by securing a contract
This STANDARD is not met as evidenced by: to lay 4 foot sidewalk
Based on observation and Interview, it wos from the Foxe’s Drive
determined the factity failed to ensure the exite corridor to the arlrd:
were malained In acoordance with NFPA i parking
standards. The deficiency had the poteniial to : lot. The contract wilf
affact one (1) of four {4) smake compartmenta, be secured by
fifty-two (62) resldents, slaff and visitors. The 04/12/2013 and the
» facillty 1s cartified for Sixly-Seven (87} beds with a : sidewalk will be
census of Sixty (60) on the day of the BIHVEY. constructed when
The faciiity falled to ensure one (1) axit had @ . .
durable surface to the public way and delayed wea}thar permltsl.. i
egress signage was applled to the exil doors, Maintenance Director
will ensure egress doors
The findings Include: within the facility are
1. Obsarvation, on 02/27/13 at 2:45 PM, with the cquipped with 15
Malnisnence Direcior revealed the raar exit to the second delayed egress
Fox's Dilve corrdor did not have a 4 fool wide doors signage by
durable surface to a public way. 0471242013,
Interview, on D2/27/13 at 2:46 PM, with the 2. M.‘;'I‘"te’l‘f“"g Director
Maintenance Direclor revealed ha was unsware will make observations
exils requlre a durable path 1o the public way. and ensure that the
: contract for the 4 food
f& (i)t:san/alrog,ion 02/27/1 31 eacl, 310 PM& with itrr\w | wide durable surface
: aintenance Direcior revealed sgrese toars . ; .
: the facility wers egquippad with 15 second delayad will ext:;.n:ld tto ‘]’lp"bhc :
egress doors with no signage posted an the : way and that all egress X
doors. ! '
Interview, on 02/27/13 at 3:10 PM, with the
—, ]
Evant 10: 516321 Facdity tout Fage 11 of 20
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Maintenance Director ravealed ha was unaware
the doors were fequirad to have delayed egress
signage applied to the door ifthere was e delay -
on the door opening,

Exits must terminate directly af a public way or at
an exierlor exlt discharge. Yards, couits, open
8paces, or other portions of the exlt discharge

* must b of required width &nd size to provide alj
occx;pants with safe access to a publlo way.
7.7

X EX

Rafersnce; NFPA 101 (2000 edition)
7.1.10.1* Means of egress shel ba sontinuously
malntalhed

free of all obstruclions or impadiments to full
Instentuse In

the case of fire or other emergency,

7.6.1,1 Exits shall be located and exit accass
shell be airanged

so that exits are readily accassibie at all imes,
7.7,1* Exits shall terminate directly at & public

way or 8{ an

exteror axi dlscharge. Yards, eourts, open
spaces, or other .
portions of tha exit diecharge shull be of required
width and _ .
slza to provide all occupents with & safe pcoess

to & public way. !
Exception No, 1: Thig regulrement shall not apply
to interler exit discharge \
as othenviss provided in 7,7.2,

Excepiion No. 2; Thig raquiremant shali not apply
to rooftop exit dischargo

us otherwlse provided In 7.7.6,

Exception No. 3: Meang of egress shall be
permitted o terminate in an

exterlor erea of refugs us provided in Chapters 22

(X4} 1D BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION gy
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (BACH CORRECTIVEE AGTION SHOULD BE . COMELETION
TAG REGULATORY OR L6 IDENTIFYING INFRRMATION) YAG . OROBS-REFEREggﬁgiES gy)ﬁ APPROPRIATE  ©  DATE
doors in the facility :
K 038 Contued From page 11 K038 have required 15 )

second delayed signage
posted on them,

3. Maintenance Director
was educated by
Administrator on
03/21/2013, using
referenced Life Safety
Code regulation.

4. Maintenance Director
will make observations
once a month for three
months to ensure all
egress doors in the .
facility have required
15 second delayed
signage posted on them
and moniter installation
of 4 foot durable
surface to a public way,
The results of the
continued observations
will be reviewed by the
Quality Assurance
Commirtee consisting
of the Administrator, h
Maintenance Director, i
Director of Nursing,

! and Housekeeping

: Supervisor monthly for

three (3) months. The
Medical Director wil]
attend at least If at any

TRM CME-286T{02.00) Pravious Versions Ciohute

b |
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X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o, PROVIDER'S PLAN OF CORREGTION 1x8)
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DEFICIENGY) )
K 038 Continued From page 12 - Ko3g time, issues are ’ d
and 23. ‘ identified, a Quality

Assurance Committee

CMS8 B&C latter 5-38
scle ’ meeting will be called )

. by the Administrator or

Réaf;;enca: NFPA 101 (2000 Edition) Director of Nursing to
18.2.2.2.4 i
Doors within & required means of egross shall not analyze and implement
be squippad with & latch or lock that requires the further measures

- Use of & teol or kay from the egress side, ’ dependent upon the root
Exoeplion No. 1; Door-locking arrangaments cause to assure ongoing
without delayed egreas shall ba permilted In . compliance.

heallh care occupanoles, or portions of health
Lare o¢cupancies, where the clinical neads of the
palients reguire speciallzed secUrity measures for
thelr salety, provided that staff can readily uniock
such doors at all times. (See 19.1.1.1.6 and '
10.2.2.2.6.)

Exceplion No, 2% Delayed-agress locks
complying with 7.2.1.6 1 shall bs permitted,
pravided that not more than one such device is
lacated in any egress path. :
Exception No, 3: Access-conltrollad egrass doors
complying with 7.2.1.8.2 ahail be permitted.

7.2.1.6.1 Delayed-Egrase Locks, Approved,
Hsted, defayed egress
locks shall be permitted to bs installed on doors

setving ‘ |
low and ordinary huzz -4 contents in bulidings |
proteoted |
! throughout by an apgroved, supervised atlomatic * |
) firs detsclion 1
syslem In accordanze with Sactlon 8.6, oran ;
approved, i

supervised automatlo sprinkier system In . ;
accordance with Section ' : 3

Fadllity D; 100351 { continustion sheot Pege 13 uf 20
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NAME OF PROVIDER OR SUPPLIER
FORDBVILLE NURSING AND REHABILITATION CENTER

BYREET ADDRESS, CITY, STATE, 2Ip CObE
313 MAIN STREET

FORDSVILLE, KY 42343

9.7, and whars
42, provided
that the follawing criteria are met,
K047 NFPA 101 LIFE SAFETY CODE STANDARD
88=E
Exlt and directlonal slgns are displayed in
gecordance with section 7.10 with continuous
ihurnination efso served by the emargancy lighting
systern.  19.2.10.4

parmitted in Chapters 12 through

This STANDARD Is not met as svidanced by:
Based on observation and Intarview, it was
dotermined the fackity falled to ansure ho exit
slgns were malnlalned In accordance with NFPA
standands. The deficlunoy had the potential to
affect two (1) of four (4, smoks compartmentla,
Hfty-two (62) residen.s, staff and + silors, The
{acllity is certified for Sixty-Seven {87) beds with a
cangus of Sixty (6D) on the day of the survay,

to the ouleida were marked with proper no exi
slgns,

The findings Include,

1. Obssivation, on 02/27/13 af 1:04 P4, with the
Mairtsnanae Dires.or revanloy doars jeading to
the outside of tha cadt iy it ne sigacge on the

' dors that wera not exils. The therapy ares door
: and the laundry dobr were the doars without the
Rroper signage on thern

Interview, on 02/27/13 at 1:04 PM, with the
Maintsnance Director revesated he was unaware

{%4) ID BUMMARY STATEMENT OF OEFICIENCIES Ih] PROVIDER'S PLAN OF CORRECTION [.E3)
PREPIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOWRD BE COMPLETION
TAG REGULATORY OR LRG IDENTIFYING INFORIZATION) TAG GRDSS-T\EFEHE&!S;%&%&%E APPROPRIATE DATE
. F |
K 03B Continued From page 43 K038

The {acifity falled to ensure two (2) doors leading °

:'-//13/ /3__?::
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K 047 Continuad From page 14 K47

doors must be marked with no exit signage if thay
are nol belng used as an exjt.

2. Obsasvallon, on 02/27/13 at 3:45 PM, wilh the
Maintanence Diractor revealed 29rass paths o
the exils was nol clearly marked in the Harmony
Way Corridor.

Inferview, on 02/27/13 at 3:45 PM, wilh the .
! Malnlenance Director reveated he was unaware '
I the slgnage wae missing for the exils.

Reference; NFPA 101 (2000 editfon)

7.10.8 Speclal Signs,

7.10.8.1* No Bxit,

Any door, passage, or atalrway that is nelther an
oxit nor a way of exit access and that ie lncaled or:
arrangad so that it Is Hkaly {0 he mistaken for an
oxit shall bs identiffed by a slgn thal rcads as
folows: '
NO

EXIT

Such sign shall have the word NO in ietters 2 In,

(5 cm) high with & stralwe width of 3/6 in. {1cm)
end the word EXIT in letters 1 In, (2.6 emj high,
wilh the word EXIT below the word NO, .
Exception: Tols requirement shail not apply lo
appioved axisting shyac,

Reference: NFPA, 107 (2000 pditic )

- ———— ot cp——

7.10.1.2* Exits. Exits, olher than main sxterior
&t doors

that obviously and clearly are identifiabie as oxits,
ghall bp

marked by an appreved sign readily visible from

‘ORM CMS-2567(02-86) Previoum varhons Sasouie Even{ 1516321 Faciiy iD; 100381 If eontinuetlon shast Page 16 0f 20
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There Is & written plan for the protection of alf
Patienta end for their evacyalion in the event of
an emergency.  10.7.9.1

This STANDARD Is not mat &85 avidencad by:

Besad on interview, record review, and polioy
review, It was determined the facility failed to
Implement & proper Fira Salely Plan and
Procadure Policy in the avent of an amergency in
Becordance with NFPA standards, The defclency
had the potential ta zffect four (4} of four (4)
smoke comparimonts, al| res,dents, slaff and
visitors. The facillty fa certified for Sixly-Seven
(67) beds with a census of Sixty (80} an the dai
of the survey, The faclitty falled to ensure smoke
! comparments ware clearly identified and the
therapy area was arlting the correct way in the
fire ealaty plan,

The findings ‘nclude,

Policy review, on 02/27113 at 11:00 AM, with the
Malntenence Dlrector revealed the laciiity's Fire
Suafsty Pian ard Procedurs Polcy directed the
therapy aree {o exit through a deor thet was not
belng used as an exit. Further raview revealed
the facllity did not have the smoks companments
correctly labolad st the facility.

Intervisw, on 02/27/13 at 11:00 AM, with the
Melntenance Director revealad he was unaware
the emoke compartments were not correcily

directs the therapy area to an
appropriate evacuation exit and
correctly label smoke
compartments in the facility by
04/12/2013.

Maintenance Director will make
observations of the Fire
Evacuation Policy to ensure alt
directed evacnation routes are
those to exits and that ajl sinoke
compartments are correctly
labeled by 04/12/2013.
Maintenance Director was
educated by Administrator on
03/21/2013 using referenced
Life Safety Code regulation,
Maintenance Director will make
observations once a month for
three months to ensure the Fire
Evacuation Policy directs to
eXits and smoke compartments
are correctly labeled, The results
of the continued observations
will be reviewed by the Quality
Assurance Committee consisting
of the Administrator,

{%4) 1D SUMMARY STAYEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF GORREGTION 1%5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED By FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMMETION
TAG REGULATORY OR LB% IDENTIF NG INFORMATION) TAG CROSS-REFERENGED TO THE APPAOPRIATE DATE
. DEFIQIENGY)
[y
K 047 Continved From page 15 K047
any diraction
of exil access, e
K 048 NFPA 101 LIFE SAFETY CODE STANDARD K048 1. Maintenance Director will reyise L{/ 1%
a3eF Fire Evacuation Policy that 12
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K4y IG - BUMMARY STATEMENT OF DEFICIENGIES p PROVIOER'S PLAN OF CORRECTION 3
FREF(X {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION BHOULD 8E conbramon
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DEFICIENCY)
K 048 Continved From page 15 K 048 Maintenance Director, Director
Ientifled and the evacuallon routa for the therapy of Nursing, and Housekeeping
Brea was labeled ncorrectiy, Supervisor monlhly for three (3)
Actual NFPA Stendard: 19,7.1 Evacuetion and :,13;“2[5 ;‘he Medical Director
Relcoatlon Plzn and Fire Drills. attend at least quarterly, If
19.7.1, at any time, issues are
The administration of avery heaithcare occupanoy identified, a Quality Assurance
. shail:ﬂava. in effact and rvaiiable tio s!lf , Committee meeting will be
aupservisory parsonnel, written coples of & plan for .
the protection of ail parsons In the event of fire, ' f)a:rledt by [? N Adpllntslrator or
for their evarcuation (o sreas of refuge, and for - ' ector of Nursing to analyze .
thelr evacutation rom the bullding whan and implement further measures :
neceseary, All emp'oyeas shall be pestodically dependent upon the root cavse to
Instrveted and kept informed with respact {o thelr ; issure ongoing compliance l
dutles under the plan. A copy of the plen shall be ’ )
readily avallable at all fimes in the telaphone . ! i
operator ' s positlon ur at the security center, ’ .
The provislans of 18.7.1.2 through 198.7.2.3 shall ;
epply, :
19.7.1.2¢ .
Fle drills in hoalth care oecupanalas ehall include !
the transmission of ¢ fire alarm signal and
simulation of emergency fire conditions. Drills
shalf bs conducted quunterty on each shift to
famillarize faclity pa;sonnel (nurses, intarns,
) malnlenenoce engiears, and adminis rative staff)
with the elgnais end amergency action faqulred
under varled conck.zns, When drilis are
conducted betwear, %:00 p.m. (2500 hours) and
6:00 a.m, {0600 hours), & codad announcement
" shall ba permitted to be usad Instesd of audible
" mlarms.
Exgeptlon: Infim or bacridden patients shall not
be required (e be meved during celils to safe i
ereas of lo the exierier of the building,
187.1.3 :
Employees of healf)) care oceupancles shall be .
instrusted In fife aalely srocedu es ard devicas.
Evert 10:516321 Faclly 10 100351 If continuation shest Page 17 of 29
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K Q48 Continued From page 17 K 048 ]
18.7.2 Procedure In Case of Fire. :
18.7.2.14+
For health eare occupanclss, the propef
protaction of patiants shalf require the prompt and
offective respense of haalth cpre personnel, The
basic response raquired of atalf shall Inoluds the : i
removai of afl occupants directly Involved with the ; ;
flre emergency, transmiaslon of an appropriate
fire alarm signal to wam other building eccupants
&nd summon stafi, confinemant of 1..@ effects of
the fire by cloelng doars to Isolate the firé aron,
and the relocation of palients as detaiiad Inthe
health care occupaicy ' s fire safety plan,
19.7.2,2 ‘ _
A viriten health care occupancy fira gafety plen ) ‘
shall provide for tho following:

(1) Use of alarrs
{2} Transmission of alarm to fire daparimsnt
(3) Response to ula.ms )
{(4) isolatlon of fire -
(6} Evacuation ot Inmediale sres ) '
{3) Gvacuation of sqoke corpariment :
(7) Preparadon of Joors and bullding wor
&vacuslon
{8) Extngulshment of fire
18.7.2.8
All hagith cans octupancy pargsonnel shall be
Inslructed in e use of and respanee to firg .
aiarms, In addiion, ey shall be Instrucled in the ) :
use of the code phraso ,0 ensuie treumission of
an slarm under tha fulicwing conditions:
(1} When the individual who dlscovars a fire }
musl immadiaxly g¢ i the sl of an endanhgered . '
person
(2; Ouring a maliui.;fon of (ke suiing fire alarm - _ i
systom ' . i
Personne! hearing :he code announced shall first : !
activate the bullding fire alarm uslng tha nearest ! i 1
|
]

e
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K 048 Continued From page 18
manual fire alsrm box ang
K Q&6 NFPA 161 LIFE SAFETY CODE STANDARD
S6=0
If thera Is an automatic sprinkler sysiem, it Is
Instedled in aceordanzs witn MREA 13, Slandard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
bullding, Tha system is properly maintained in
accordence with NFPA 25, Standard for the
inspection, Tesiing, end Mainlenance of
Water-Based Firs Protection Systams, it s fully
suparvised, There is a reliable, adetuate water
" supply for the system. Regulrad spiinkler
sysiems are equipred with water fow and {amper
* swilches, which are elactrically connecled to the
building fire alarm syslem.  59.3.5

This STANDARD 1{s not mat au evidencad by:
Baged on observaticn e ir.arview, It was
actermined the facifity fal.ed to ensure the
building had a complete sprinider aysem, in
ac ordahce with NFPA Standerds. The dgeficiency
had the potential 15 affect one (1) of four (d)
smoke compuriments, fifty-two {52) resldents,
staff and vigitors, Tho facllity is certified for
Sixly-Seven (87) beJs with a census of Sixiy (60)
on the day of the survey, The facility falled to
ensure all sprinkler Leads in the same
compartment would gr:Jage at the same hsal
level,

| it Aindings Include,

Qrueervalions, on D2/27/13 gl 2:38 PM, with the
Mainlenance Dirgoter revealed stoncerd

K 048 AR
K 08& :
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K Q56 Continved From paga 19
raspanse sprinkier haads and quick responge
sprinkier heads in t790 same comy=tment located
in the leundry area and the food storage area,

Intervaw, on 022743 4t 2:36 PLL, with the
Maintenance Director ravealad he was hot aware
these two nreus did net have proper sprinkler
protagtion, He had » coniractsr oheck for this
{ssue and thess two areas must have been
r*issed on ihe “vaintl.ougn.

Referenca: NFPA 12 (1890 Editlon)
7-2.3.2.4 Where Isted quick-response sprinklers
are used
throughoul & sysiam, or porlion o, & syslam
having the sama
hydraulic design .e.18, .o sysleimarea ¢t
operation shall be
pernitted to be reducedy without fevising the
dsnrity ag indloptad
i In Figure 7-2.3.2.4 vhen all of the Toltowing
ce,ditions
ere sallsfled:
{1} ‘Wal pipe syaterr
{2} Lighthezerd ¢r 2:dl.ary hazatd pecupancy
{3) 20-f (8.1-m} meaimum celling helght
The number of 9§ Inkizrs in tho Geoly.) area shall
never be
“less than five. . Misic quick respense wprinklars
8o usedon g
sloped caliing, the mayx ne,r; celliag holgnt ehall
ka uzsed for .
" determining the poecs.s] redusilon i, deslgn area,
VWhere .
Gulckwasponsa sprinklers are installed, all
sprinkiers willvn a ,
compartment Ml 2 * tha quick sesponse type.
Exceplion: Where wicumatar2as 1oguirg the use

K 056
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K 068 Continued From page 20 K 058
of othar then ordinery . :
lemperature-rated sprinklers, stz ydar3 response ) 1
sprinkiere ehall be ¢
permittad to be used. . b bt "
K 062 NFPA 101 LIFE € AFETY COOE STANDARD K 082 1 .Maintenance Director will : , 3! 1%
SS=F have the gauges on the sprinkler | L’ !
Requirad automatic sprinkler systems are ) riser inspected for calibrati ;
) . . 1oration .
cantinuously maintained in raliable oparaling ) needed; repl
conditlon and are hepectled and testad ! : Fepiacement and an -
' Internal inspection perforimed by !

04/12/2013 and obtain proper
record for documentation of,
2. Maintenance Director will
make observations of

periodically. 19,76, 4.8,12, NFFA 13, NFPA 26,
0.7.5

This STANDARD Is not met as evidanced by. h )
Based on observalion, interview, and sprinkler . documentation provided to t
!ugling recolrd revl"ar-l.v it was detarmined the facilily ensure it addresses calibration
faliad to malntain the sprinkier systerm in . issues ifany, re .
accordance with NFR4 standerds. The deficlency needed andﬁ;teﬁim]}?mem I.f
had the potantial - #ust faur (47 of & ur (4) . al inspection

7 with resuits by 04/12/2013,

. smoke compariments, vl residerts, statf and

vigitors. The faciiity s certilad for Shay-2aven 3. Maintenance Director was

(87) beds wiih a census of Sixly (60) on the day educated by Administrator on

of the eurvey. Ths facilily failed te ensure the . 03/21/2013 using referenced

inskie of tha sprinkler piping and the gauges on - : NFPA Life Safet :

the sprinkler dser ware inspected avary five (5) ) ! atety Code :

yoers, tegulation. \
| . 4. Maintenance Director

‘ ; will observe documentation
The findings Include. . once a month for three

1. Observation and -acord reviow, on 02/27413 ot months to ensure that alf

2:15 P, with tero Malntehance Gireco: revealed .

the tacllity felled {c provide cocumentullor; that -

the pauges on the surinkier riser had been

i calibrated or replaced within the last B years, ;

interview, on 02,27,13 st 2:16 PM, with the

FORM CM5-2667(02-a8) Pravious Vermsons Obaoiéls Event [D:6i6%21 Faclllly D $00331 H contintalion shaet Pegs 21 of 20
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K 062 Conlinued From pago 21 K 062 issues. related to.;sprnpkier

Melntenance Direclor revealed he Was not aware
the gauges on the speinkler riser had o be
callbrated or replaced once Bvery § years,

2. Observatlen and neapors revisw, n 02/27M3 al
3:05 PM, with the Malntenance Direcior ravesled
the sprinkler ayste:n had no Internal Inspection
within the last & years. Firthar obsarvation
showed the fast Internat pipa inspection was
verformed In 2007,

interview, on 02727414 at 3:05 PM, with the

Maintenance Direc,r reveahad he vize aware the -

Intarnal pips Inspaction was to be periormed
every five (6) yesrs but he was unaware the last
Inspaction was over fiva {5) years ago,

Reference: NFFA 25 (1988 Eduicn),

10-2 2* Obstruction Prevention,

Systerns shal! be axamined internally for
obstruclions where condilions exist that could
cause obstrucied piping. If the condltion has not
beer corrected c1 t1¢ condition Is o1e that could

riser inspections,
calibrations, replacements .
have been addressed. The
results of the continued
observations wit] be
reviewed by the Quality
Assurance Committee :
consisting of the
Administrator, Maintenance
Director, Director of
Nursing, and Housekeeping
Supervisor monthly for
three (3) months. The
Medical Director will attend
at least quarterly. Ifat any
time, issues are identified, a
Quality Assurance
Committee meeting will be
called by the Administrator
or Director of Nursing to
analyze and implement
further measures dependent

result in obslructon of piping tasplc any
previous flushing procedures that have been
performed, the syslem shall be exansined
internally for obsi;ucions every 8 yoars, This
investigation shall b¢ accomplisned by examining
the Intetior of & ¢ 7 vaive or breaction valve and
by removing tvo erous main flughing esnnections,

upen the root cause to
assure ongoing compliance.

10-2.3" Flushing § ra2edura,

If an obstruction Inves.igm:ion camlea cut in
sscocdanca with 10-2.1 Inclcates the presance of
SUfficlent materia, 16 obsiruct sps nkera, 8
complste fushing prog-arn shu by Josducted.

it continuation sheet Page 22 of 20
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PREFIX
TAG
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K082 Conlinved From poge 22

The work shall be cona by quelified parsonnel,
Relerence: NFPA 25 (1808 Edition).

2-1 Beneral, Th's ¢, epler provides ths ninimum
requirements

for the routine Ing;autfon, testing, and
mainienance of

sprinkier systems. Table 2-1 shall be usad io
detarmine the

minlium required fraquencles for inspection,
tesling, and

mainlenance,

. Exception: Valvec and fire departiment

connections ehai: k2 Inepected,
tesled, and maintaind in agcordance with
Chapler 9.

Table 2-1 Summoary of Sprinkis: Syalem
Inspection, Testing, and Malntanarce

Itera Activity F-equercy Releronce

Gauges (dry, preaction deluge sysiens)
hspectior; Wausklyinsonthly 2-2.4.2

Cor.vol valves Inspection Weekly/monthly Table
o1

Alurm devices Inspaction Quartery 2.2.6
Gauges (wel plpa systems) Inopection Monthiy
2-2.41

Hydraulle nemsg.ais tnspaction Quarterly 2-2.7
Ruildings Inspection Annually (prior to freszing
weather)

2-2.0

Hanged/seisriic Lreang lnspoction Anavally 2.2.3
Fipa and fittings Inepection Annvaly 2.2.2
Spilnklers Inspecle., Annuaily 2-2..1

Spare sprinklars Inspection Aanwally 2-2.1.3

Fire depaitrent connections Inspection Teble 9-1
Vaives (il iypas) invpoction Tabla 5-1

K062

FORM C345.2587,02. ) Previous \sfs: s Obsolcle Evant I0: 516321
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K 082 Conlinuad From puge 23 K 082
Alarm devices Toest Qu arteriy 2-3.3
Main drain Test Anriually Table 0-1
Antifresze solutfon lest Apnually 2-3.4
Gauges Test 6 ysars 2-3,2
Eprnkiers - extranhigh wwnip. Toel © years 2.3,1,4
Exceplion No, 2
Sprinklers - fast torzoras Test Al 20 years and
every 10 yaars
thereafter
! 2-3.1.1 Exeepllon e, 2
! Sprinklers Test At 60 yeers and every 10 years
therealtor
2-311
Vaives (all typas) kiaintenance Ainnually or as :
noodod Table 6-1 ' ,
Obsiruclion investigation Meintenance 5 years or
a6 noeded Chapier ' 0 ' .
KK 073 NFPA 101 LIFE SAFETY CODE STANDARD © KOT3
88=F
Mo furnlshinge or deseratlons nf highly flammable
chelacter ara used, 19.7.5,2, 18.7.5.3, 19.7.5.4

This STANDARD s not niet as evidenced by: i
Based on ooservi: .an und intarview, it wes

dele.mined the ludiilty failad to ensure that no

cumbustibie oacoritions were uged in the faciiity,

accurding to NFPA sandards. The de fleiency

huod e pozentiat tc efact four {4) of four {4}

8moke compariments, all residents, staff and

visilora. Tha facilty s cortificd (gr Sidy-Seven

(37) bads vith a consus of Sixly (80} on the day

of the survey. The fscliity felled to snsure

e e el PN

decosallans brougit into the facility were being
' properly fire treated.

The findings inclule,

[}
[
FORM CMB- 260702 4 Pievdus Vet siss., uiswile E anl 0516321 Faelity I
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oyt

’ K073 Continued From page 24 K073

Obsarvation, on 02/27/13 al 3:.05 M, with the
Maintenance Direclor revealad several stuffed
animals, wreaths. ard anificlal fiora!
amangemenis thria; s the facbi had no
gocumentstion of flame retardant being applled,

Interview, on 02727114 2t 3:08 PM, with the
Malntenance Direclor revealeo he was awars
decorations ware required to e reated vith a fire
f relardant spray but he did not have any
doouthentation sho #ing ilems were being
proparly tteated,

Fleferance: N=PA 1C1 (2000 Editicn}

18.7.5.4 Combustibte decorations shail be
prohiblied in any heaith care occupahcy unlges
they are flame-reia:dart, :

K143 NFPA 101 LIFE BAFETY CODE STANDARD K 143

§8ef
: Transfering of oxyqen Ja:

{8) separated frosy any portion of a fauiity
wherein patients are housed, examir.ed, or
treated by a saparallon of a fire bariar of -hour
fa-resistive congtrustion,

(L) n an area thu is s shanically ve ytilaled,
sprinklered, e has caramic or concrete fiooting;

&ad

! (0) In &n aren posted with signs indicating that
transferinrg ts oceuning, and that smoking In the
immedlate area is nat permitted in accordance
with NFPA 93 and the Cempressed Qas
Assoclation, 8,6,%.5.2

“ORM CME-2067,02.3%) Previous \xta.ouis Uissa s Event 10; 616321 Facitly 1, 100351 H continvation shest Page 25 of 26
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CENTERS FOR MED|GARF & MEDICAID SERVICES OMB NO. 0838-039
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€3+ IMENT OF DEFIGI . NCiliS 0 . PROVIDER'S PLAN OF CORRECTION (X5}
npli EACH DEACI R etT € SRECEDED BY FULL PREFIX (EAQH CORREOTIVE ACTION SHOULD BE  couidnon
e PEGULATORY C 11 3 YN INFCr ATIoN) TAQ CROSS. Notp o T
' L. Maintenance Dircctor will
K 143 e

K 143 Coninued From o.ge 25

This STANDARD is ot met es evidencad by:
Based on obearvativn, interview and plan of
correction review. i .Jae Catermined e facility
failed to assure the room Yeing vsad to ransfar
liquid oxygen was raed per NFPA ragulrements,
The deflclency ha' the potantlal to effact one {1}
of four {4) smoks eotmpartimente. fifty-two (62)
resldents, slaff an: visliors. The facliity Is
cortified for Bixty-Seven (67) beds with a census
of Sixty (80) on I-e day of the survsy. The faclilty
felled to ensure t:e oxygen transferring room had
& one haur fire ratud di or and the rooin was
rrechanically vant:s zr,

The findings i el

Cuservation, on C2.. /, 1.3 at 2.30 PN, vith the
idainlenance D.reztor reveajed the room
designated for transilling of oxygen was not
rnechanfcally venlisted to the puis/ds of the
fauhlty, Funhct enservation reveslad the door on
the room did c.ot rave v hre rallag of ohe hour,

| verview, on D2/27, 43 .0 3:30 P, v the
Maintenanco Diructys ravealed ha v unaware
{10 room was supposad to be mecnanioally
venlilated (o iFe su.sice and have a rated door.

Reference: NFPAE. (1606 Zdidca).

provide a space for the
transfilling of oxygen that is
outside of the facility in an area
specifically designed, designated
and appropriate signage
displayed by 04/12/2013.

2. Maintenance Director will make
observations on oxygen
transfilling space to ensure that jt
is of NFPA Life Safety Code
regulation by 04/12/2013,

3. Maintenance Director educated
by Administrator on 03/21/2013
using referenced NFPA Life
Safety Code regulation.

4. Maintenance Director will make
observations once a month for
three months to ensure the space
for transfilling of oxygen is
designed, designated and that the
appropriate signage is displayed,
The results of the continued
observations will be reviewed
by the Quality Assurance
Committee consisting of the
Administrator, Maintenance
Director, Director of MNursing,
and Housekeeping Supervisaor
monthly for three (3) months,
The Medical Director will attend
at least quarterly, If at any fime,
issues are identified, a Quality

- Assurance Committee meeting

FORM CMS-2567(0%-3) Previols v Bha -alr o

Evanf{D:51832%
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NAME DF PROVIDER OR SUPBLIER BTAREET ADDRESS, CITY, SYATE, ZIP CODE
313 MAIN BTREET
LLE Nu I REH TAY SENT
FORDSVILL RSING ANE REHABIL( {ON CENTER FORDBVILLE, KY 42343
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K 143 Continued From page 26 K 143 will be called by the

8-8.2.6.2 Transforiing Liquid Oxygen,
Trensferdng of liquid oxygen fror ¢ ne: contalner
1o anolher shall b accomplished at g localion
spacifically designated for {he transferring that Is
&s follows:

&, Saparated from any portioh of a facity whereln
petlents are ht used, examinec, of iciied by a
sepamlibh of & fira barrier of {-nour fira-ragistive
construction; and

b. The ares Is me Lonicafly vetitated, is

. aprinklered, and has ceramic or conerste fleoring;
L and

¢. The area Is pos. 3 with signs Indicaling hat
transfeming s oceuting, snd that ar.ukiag in the
:mimediate ere= & not parmilted,

Transferring sha', by acoOmplishad ulilizing
ejulpment designe.! to comply 4 bt tho
perfarmance requirments asu preducers of CGA
Pamphlet P-2.6, Tes1ng of Luw-Fressure
Lict'd Oxygen to be Uyt for Reapiration, and
adhsring fo those procedurss.

The use and opc.BYiur, of smai, I- 2. {aolu Hiquid
oxygen systeins s sl soinply with the

{ 1eyulrements of GGBA Pampn)et P-2.7, Gulda for
w2 Safe Storage. |, adling 83d Use of Portable
LIquid Oxygen Sy sing = Healh Cr.e Fecillitas,
NFPA 101 LIFE SAFETY CODE STANDARD

K147

S8=F
-igekical witlnd snc caquigman s n ducordance
VIR NFPA 7O, Miuuna, Edazl o3, Code. 0.1.2

Tha STANDARD s not met as avidenced by:
Dused on obsmveliun and Interview, « was
cermined thi fuiivy faned to Lhgloe elestrical

'ORM CMS-2667 {G2:09) Previous Vorr anv sty g Evanl 12616321

Administrator or Director of
Nursing to analyze and
implement further measures
dependent upon the root cause to
assure ongoing compliance,

b it e et v st S
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& LY r'_—-!—i---
K 147 Conthwad From, e 27 K 147 5

wirlng wae mainiained in eccordence with NFPA
Standerds. The deficlency had ‘re - atantial to
affact four {(4) of four (4) smoke cormpanments,
all resldents, staff and visitors. The faciily Is
ceditad for Sinty-Suves (37 tack win,. - 2ANSUE
of Sixly (60} on the day of the suivay. The faciiity
falled to enaurs powar strips were baing used
Progerly and extension cords warg nnt being
used, :

The findings includis:

E Observalions, on 0227H 5 batwren 1:04 PR and
4:00 PM, with the dlaatenanze Direttor raveated

1) Seversl madicai Nerns were I'Mgsedinloa
powsrstrip localwd u, .0 AOTERY &6,
2] Apowersitip /28 plugged Into a power strip
lccaled in therapy ofics,
3} A power skrip was plugiged Iaty o *nul~plug
gdepler iooated In the medical records office,
«) Two exiension sords were pluggad Into g
botvar sirlo locaied in tha Dirsctor of Nursing's
Ofiza,
~) Anexiensict L. was F MgEoy atio a power
slep thatled Ie cowe.or untansicn com loca:ed in
roomi 3,
G; Anextension cicd wis Mugged o the
bdonision loeaws oicon, #16,

Inwoiview, on C2274. 3 watweann 1:04 M and 4:00
PM, with tho Moalsk anes Silreeter ravesed he
viud unawars of the pewer strips snd exlension
cords In use.
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