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PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FuLL _ PREFIX {EAGH CORREC TWE ACT ION SHOULD RE © COMPLETION
TAG | REGULATCRY OR LSC IDENTIFYING INFORMATION: i Tag CROSS-REFERENCED T0 THE APPROPRIATE | OATE
! : DEFICIENCY)
F 000 ] INITIAL COMMENTS L T
A Recertification Survey was initiated on : § 4
0572613 and concluded on 056/31/13, with ; g
Z

F 160 483.10(c)8) CONVEYANCE OF PERSONAL F160 £ 140 483.10(c)(6) Convevance of
SS:{). FUNDS UPON DEATH Persongl Funds Upon Death (D)
| Upon the death of a resident with a personal fund : :
* deposited with the facilily, the facility must convey . Corrective Action for Residants
within 30 days the resident's funds, and 2 final | Found to Have Been Affected
. Accounting of those funds, to the individual or ¢ ) )
! probate jurisdiction administering the residents | : fn” 6/4/2013 the B“‘;’nezs Office
i estate. . Manager dispersed the funds to the
i ; Estate of Resident #4 as noted in ¥ 160.
This REQU'REMENT 15 not et as evidenced ' . ldenﬁﬁcaﬁﬂn of Other Resiaen.ts
| by A . .
! Based on interview, record review, and review of | Having the Potential to be affected by
the facility's policy, it was determined the facility | © the Same Deficlent Practice .
failed o convey funds within thirty (30) days for ¢ . On 6/18/2013 a review of all residents
: one (1) of five (5) discharged resident records refated to the conveyance of all
{ reviewed (Deceased Resident #4). ! personal funds was completed by the -

The findings Includs: . business office manager,

- Review of the facilily’s policy tiled "Resident : Measures or Systemic Changes put into

¢ Trust”, undated, revealed the facility shall Place to Avoid Recurrence

: provided arefiable and trustworthy system to . -
* prolect the funds of all residents who prefer that [ On  6/18/2013  the Administrator

the facillty handte their personal monies. Further provided additional etlucation to the
review reveated the facility shall assure that there | business office manager on proper
i 1s adequate control and protection of these funds | . conveyance of funds upon the death of

: and will provide a roufine statsment of monies

“ deposiled and monies that have besn expended.
Additional review of this policy revealad no |

. documented eviderice the facillty had a procedure ;

a resident,

| to close a residant's account. : i

i i

LABOF«@'« ol RECIr]R't o VIGER/BUPPLIER REFRESENTATIVE'S SIGNATURE cl TITLE '(xe; DATE
" N . [ . ) )
. ddminigtroe ‘}'e r w25 -3

Any daficlancy slateigill anding wilh an aslgnisk {*) denotes a dsficiency which the institllon may be sscused from carrecling provding it is determined that
olher safeguards proviYe suflicient preleation 1 1he paifents, (Sew insiruclions. ) Excap! for nursing homes, the findings s1aled above are disclosable 80 days
followng the date of subvey whether ornot a glan of correction Ts providad.  For nutsing fomes, the abave findings and plans of correclion ara diselosabls 14
days following the dale these dueumants are made avallable |0 tha faclity, ¥ deficiencies are cited, an appraved plan of correction is requisite te conlinued

peograr participation.
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55=E ; PERSONAL FUNDS

{

i The facility musl purchuse a surety bond, or
! otherwise provide assurance satisfactory to the
“Secretary, to assure the security of all persanal

_funds of residents deposited with the facility.

| This REQUIREMENT is not met as evidenced
" by: 5

Based on Interview, record review, and review of :
: the facitity's policy, it was determined the facility

; failed to assure the security of all personal funds ,
! of residents deposited with the facllrly The facility !
farled to provide a surely bond in an amount

STATEMENT OF DEFICIENGIES (X1} PROVICER/SUPPLIER/CLIA (%2} MRILTIPLE CONSTRUCTION {X3) OATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUME ER: A BUILOING COMPLETED
185332 B WinG 05/31/2013
NARE ©F PROVIOER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP COOE
108 RODGERS PARK
SN
GRAND HAVEN NURSING HOME CYNTHIANA, KY 41031
(X&) 15 | SUMMARY STATEMENT OF OEFIGIENCIES Pl PROVIOER'S PLAN OF SOSAECTION Lo
PREFIX IEACH DEFICIENCY MUST BE PRECELIES BY FLILL [ PREFIX | (EACH CORRECTIVE ACTRIN SHOULD & ¢ ooMBLEnaN
TAG REGULATORY QRLSE IDENTIFYING INFORMATION) i TAB | CROSS-REFERENGED TD THE APPROPRIATE ORTE
: - DEFIGIENCY)
The facility's policy, "Resident Trust",
F 160" Conlinued From page 1 . F160, ’ ‘
hag ; 16 ‘has  been reviewed and revised
: Review of Deceased Residenl #4's personal fund | (6/18/13) to include proper direction
,records revealed the rasident axpired on ! upon discharge of a resident which
£12/01/12; however, the final conveyance of funds includes returning the monies to the :
In the amounl of $978.84 was never completed i iresident or responsible party within -
. and the account remained open, one hundred |  thirty (30) days. In the event of death
,and eighty-one (181) days past the thirly (30) day : ys. _ of death, .
! time frame, the funds will be dispersed to the
| executor of the estate within thirty (30)
- Interview with the Buslhess Office ‘ days.
Managerlpahenl Accounts and Payrall, on
| 05/31/13 at 7:00 PM, revealed Deceased i ; h . ,
 Resident #4 expired on 12/01/12, Further !T‘E business office manager will meet :
_ interview revealed she could not find evidence of ! ~with the Administrator monthly to .
i & chack disburgsement and did not know if a jreview the proper conveyance of all
: check had In fact been disbursed to close the ! ! resident funds,
account, f
: Interview with the Qirector of Nursing, on {Plans to Monitor Performance for
§ 05/21/13 at 7:15 PM, revealed she was not Sustamed Solutions
! i%ﬂr:gfgtwggffhpﬁzggf’y,bUé;tli;ed 1l shauld be ‘The Administrator will inform the
: 2 r 5 Y.
| Director of Oper. .
F 161 483.10(c)(7) SURETY BOND - SECURITY OF F4pq! - ector of Operations of any monthly

discrepancies in the canveyance of
funds in order to assure comphiance
with F 160 and for recommendations.

6/26/2013

| F 161 483,10{c)(7) Surety Bong.
i Security of Personal Fynds (E}
!

; , Corrective Action for Residents
i Found to Have Been Affected
i | No targeted residents were identified;

FORM CMS-2587(32-%9) Praviaus Vierzlons Obsoles Evenl |0;{WTCH

Fat ho\r.ze*sfer all  residents have the Page 2of 2t
potential to be affected {see below),
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F 161, Continued From page 2 . F 181  Mdentification of Other Resldents

equal lo or greater than the amount of resident é
funds in tha residen! funds account. :

l The findings include:

A review of the facilty's surety bond (an :
; agreemen! wherein Ihe facility and the insurance -
{ company agree to compensate the residents for
- any loss of residents’ funds that the facility holds, !
safeguard, manages, and accounls for), dated ¢
Janwary 01, 2011, revealed the maximum amount .
insured te be ten lhousand deltars ($10,000.00). |

: Review of the manthly Resident Fund bank
! statements, revealed the account balance lo he In:
excess of fifteen thousand doltars ($15,000.00) at |
times during lhe statement period. Further review
revealed, monthly statements to reflect monies in :
" excess of ten thousand dollars ($10,000,00) for |
the months of April 2013, March 2013, February
2013, January 2013, December 2012, Novembsr
1 2012, October 2012, Seplember 2012, August
2012, and July 2012. Furthermore, for the months |
of December 2012 ard January 2013, twenly one -
{21} oul of thirty {30) days the aceount balance on:
each of these days was In excass of ten thaueand
doltars ($18,G00.00). _

Interview with the Business Manager, on 05/31/13!
- at 7:00 PM, revealed she thought the ten !
thousand dollar {($10,000.00) surety bond
adequate,

 Interview with the Administrator, on 05/31/13 at
7:20 PM, revealed she though! the surety bond

; was based on the guarterly average. No quarteny

' statements were provided s evidenge of

adequate amounl of surety bond coverage.

i

. Having the Potential to be affected by
© the Same Deficlent Practice

E‘E'he facility's Chief Financial Officer
. secured an increase in surety hond
: coverage from ten thousand ($10,000)

. to twenty-five thousand ($25,000) with
~an effective date of June 1" 2013 to

. assure that the surety bond is well in
. excess of the highest historical balance .

Measures or Systemic Changes put into
" Place to Avoid Recurrence
The  Administrator  provided  re-

: education on 6/18/13 to the business
. office manager on the role of the surety
{ bond in assuring the security of al
* personal funds of residents deposited
. within the facility,

,has been reviewed and revised .

The facility's policy, "Resident Trust",

i (6/18/13) to note that the facility

:malnt&rns a surety bond to provide

i @ssurance of financial security for all
resnciem monies deposited within the
facrht\,f

The business office manager will begin
; corresponding with the Administrator
] month!y to report on the resident trust
“balance to ensure that the balance
i remains under the limit of the surety

FORM CMS-2587(02-98) Pravioua Verslons Obsalele Evenl IO IWTCH

sac bond.

Plans to Monltor Performance for
Sustained Solutions

The Administrator will inform the
Director of Operations of any monthly
discrepancies in the amount of the
surety bond in order to  assure
campliance with F 2161 and for

Page 3of 21
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QATE

F 312 483.26(a)(3) ADL GARE PROVIDED FOR |
ss=E | DEPENDENT RESIDENTS ;

! A resident who is unabls to carry gul activities of
“daily living receives the necessary services to

maintain goed nulritton, grooming, and personal
_and orat hygiene.

!
" This REQUIREMENT is nol met as evidenged
by
i Baged on interview, the group mlervrew record i
| review and review of the facility's policy, it was ;
: delermined the facllily failed to carry out activities |
! of daily living (ADLs) as retated to ensure residant |
: received showers as scheduled for five (5) of
' thirteen (13) sampled residents (Residents #1,
#3, #5, #6 and #11). The facllily faited to ensure
_enough staff to assist residents with scheduled
i showers and answer call lights in a limely :
i manner. Review of the Stale Registered Nursing :
i Assistant (SRNA) Care Plan Records fer the
1 months of December 2012 through May 2013
{ revesled numerous instances in which showers
- were not given according to scheduls. Interviews
with bolh residenls and staff revealed SRNA staff
~were rushed to provide care, and were unable lo |
. meet lhe care needs of residents on an ongoing
bas:s

! The findings include:

| Rewew of the facillty's policy titled, "Staffing i
: Policy and Procedure Direct Care”, not dated,

: revealed the facility provided sufﬁc:ent staff and

- sufficien! hours of work to caregivars ir order to

: assure that appropriate care was delivered to the

o0 F_312 a3.25(a){3) ADL Care
F 342 ~
. Provided For Dependent

Residents (Ej

: Corrective Action for Residents
. Found to Have Been Affected

Individual Interviews were completed
by the Adminlstrator on 6-5-13 with
. Residents #1, #3, #5 #6, and #11
regarding their preferences for shower
days and times. Any thanges to the
previous shower raster were corrected
Immediately. SRNAs were in-serviced
on the facility's policies for ADL care
and proper documentation of showers,

Identification of Other Resldents
¢ Having the Potential to be affected by
- the Same Deficient Practice

All residents have the potential to be
affected. The Administrator interviewed
all residents and/or responsible parties
: when appropriate to ensure residents'
¢ preferences regarding ADLs, baths, and
| showers are being honored. Resident's
care plans were updated as neaded to
reflect the resident's preferences.

FORKM CMS-266&7(020%) Brevious Versions Obstlala Evem I 1WTCH
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F 312 Continued From page 4 ' F 312 Measures or Systemic Changes put into

"restdents. The facitity would provide direct care
 staff and support staff for the purpose of ensuring ;
" that care and services were provided thal
; ernhance the quality of life for each residen.

; During the Groun Interview, an 05/26/13 at 3:00 :
1 PM, which consisted of ten (10) inlerviewable
_ resldents, tha residents expreased concern with
i the fachity being short staffed. Residents shared i
. GCcurrences in which staff failed to respond to call:
! lights in a imely manner, Residents were |
~adamant this was not the fault of the staff, as they
| expressed knowledge that staff were occupied
~caring for alher residents. Resldents shared they
; rarely received their showers as scheduled, and |
* more often than not had to setlle for & quick bed
: bath as staff was too rushed to provide showers.
. 1. Record review revealed the facilily admilted
: Resident #1 on 03/25/04 with diagnoses which !
included Dlabeles. Review of the Minimum Data
i Set (MDS) Agsessment, dated 04/21/13 revealed |
" the facility scored the resident as fourieen (14) |
, out of fifteen {15) on the Brief Interview for Menta !
{ Slatus (BIMS) assessment, indicating the
_resident had no cognilive impairient. Confinued
i review of the azsessment revealed the facility :
" assessed the resident as requiring assistance i
i with bathing.

A review of the SRNA Care Plan Record for
: Resident #1 for the months of December 2012 |
* through May 2013 revealed Resident #1 had ?
. showers scheduted two (2) times & week on :
! second (2nd} shifl. A review of services provided |
. revealad Resident #1 received a shower a total of i
: eight (8) times during the six {6) month review !
' period, instead of the fifly-two (52) times i

i Administrator on 6/5/13 with each

Place to Avoid Recurrence
Interviews were completed by the ;

resident and/or responsible party
regarding their preferences for shower
days and times. Any changes to the
previous shower roster were corrected
immediately. Resident's care plans j
were updated as needed to reflect the
resident's preferences including
residents who refuse showers,

The staff development coordinator
compteted in-servicing with all nursing ;
staff beginning on 6/14/13 on the
facility’s policies for ADL care, proper:
completion of documentation of SRNA
Lare  Plans, and procedures for
monitering care delivery.

FOAM CMB-2567(12.99) Pravious Verglons Civsolele
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SUMMARY STATEMENT OF OEFICIENGIES

o PROVIOER'S FLAN OF CORRECTION -

i scheduled.

- Interview with Resident #1, on 05/30/13 al 5:00

¢ PM, revealed the resident would rather have =

. Shower each lime it was scheduled but further

' stated | know they are short staffed sometimes

. @nd have lo assist him/her with a bed bath
I instead of a full shower. '

| 2. Record review revealed the facility admitted
: Resident #3 on 08/26/06 with diagnoses which ,
Vincluded diabetes and Depression. Review of the |
. Annual MDS Assessment, dated 04/17/13 .
| revealed the facility assess the resident as havlrg
. @ BIMS score of fileen (15) out of fifteen (15) i
» Indicating the restdent was cognitively intact and
as requiring assislance with e bathing. :
! :
. Areview of the SRNA Care Plan Record for ;
; Resident #3 for the months of December 2012 .
* through May 2013 revealed Resident #3 had
| showers scheduled three times a week on f
fsevond (2nd) ghift. A review of servicas provided |
. revealed Resident #3 received forty-nine (49) of
 the sevenly-eight (78) showers scheduled during ;
. the six month review perlod.

" Interview with Resident #3, on 05/31/13 at 11,30
i AM, revealed his/her needs were nol belng me!
'and this was hisher home. Residen!#3 stated

. hefshe was supposed lo get a shower two (2) _
t imes a week and when there was only two I
, slaft on each hall, he/she was not given an option !
1 of & shower, just bed baths. He She stated thie !
“happened about three (3) imes a month. The :
{ resident stated hefshe was told by sta¥f the
' reason for bed baths, was because lhere was not :
j enough help. i

Xay o ;
igRE)FlX | {EACH OEFICIENCY MUST BE PRECEDED BY F14L i PREFIX | {EACH CORRECTWE ACTION $SHOULO B2 i COMPEETION
TAG REGULATORY GR LEC IDENTIFYING INFORMATION) EooTAn CROSS-REFERENCED TO THE APPROBAIATE OKTE
: ; : OEFICIENGY)
! : :
F 312 | Gontinued From page 5 ' pastz Plans to Monitor Performance for

Sustained Sotutions

i All nurse aid care plan documentation
i will be reviewed prior to end of shift for
. completion and accuracy with reference .
t to shower/bathing schedule. SRNA care
plans will be audited twice weekly for

completion and accuracy by the
galrector or  Assistant  Director of
Nursing.

Residents will be interviewed quarterly
by the Social Services Director until
| compliance has been sustained w0
ensure  individual preferences are
! honored regarding bath and shower
i schedule. Any further issues in this area
will be put through the CQI progess,

Care plans will be audited monthly prior
to change over by the Director or.
i Assistant Director of Nursing with audit
" results submitted for review to the '

Quality Assurance Committee. The
facility will follow the recommendations
i of the Quality Assurance Committee,

Efze/zoag
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l . ;
: 3. Record review revesled the facility admitled
! Resident #5 on 10714/09 with diagnoses which
_Included Csteoporosis, Parkinson's Misease and |
| Cangeslive Heart Failure. Review of the
" Quarterly MDS Assessment, dated 03/20/1 3, : ;
: revealed the facilly assessed the resident with a -
| BIMS score of twelve (12) out of fifteen (15) {
rndrcahng the resident had moderately impaired
i cognition. Further review revealed the: facilily the | )
residen! as requiring assistance with bathing and
lolletmg

A review of the SRNA Care Plan Record for ;
’ i Resident #5 for the months of December 2012 | ;
‘ thrf:}ug;h May 2013 revesled Resident #5 had '
. showers scheduled three times a weak on i o
!'second (2nd) shift. A review of services provided - ;
. revealed Resident #5 recaived forty-one (41) of ! i
' the fifty-two (52) showars scheduled during the '
six month review periad, with a period of thirleen ;
; i (13) days without a shower during lhe monthof !
December 2012,

; lntarv’iew with Residant #5, on 05/30/13 at 4:40
PM, revealed staff took a while to answer the call |
| beh. Resident #5 further stated when | turnad the | 1 ;
: call beli on, on 05/29/13 (time unknown) hefshe : i '
. had an acciden! in the bed because slaff did not |
| qet to him/her in time and he/she had to wait and

this made him/her feel awful. The Resident
i further staled he/she would rather have a shower : ,
! lhan a bed bath on histher schedulad days. . : . ;

' 4 Record review revealed the facility admitled
' Resident #6 on 08/24/10 wilh diagnoses which
i Included Dementia, Dlabetes and Peripheral ,
' Vascular Disease. Review of the Quarterly MDS

FOfM (’IM&Q%‘?(G?"QS) Previaus Versions Cosolsla Evenl Ity lWTC #4 Facilily I0: 100522 IF canlinuation shaat Page 7 of 21




Jun 260 2013 304580

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

’;'l)
|

gl
S

PRINTED: D8/14/2013

FORM AFPROVED

OMB NO. 0938-0391

STATEMENT OF OEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA,
AND PLAN OF CORRECTION IDENTIFICATION NUBER:

165332

(X2} MULTIPLE CONSTRUCTION
A BUILDING

B, WG

(X3 DATE SURVEY
COMPLETED

05/31/2013

NAME GF PROVIOER OR SUSPLIER

GRAND HAVEN NURSING HOME

STREET ADORESS, CITY, §TATE, ZIP° CORE
104 RODGERS PARK

CYNTHIANA, KY 41031

g 10 | SUMMARY STATEMENT OF GEFICIENGIES
PREFIX | {EACH OEFICIENCY MUST B8 PREGEDED BY FULL
TAG REGULATORY CR LSC IOENTIFYING INFORMATION)

i

1o ; PROVICES PLAN OF CORRECTION

(%5)

PREFIX ° {EACH CORREC TIVE ACTION SHOULO BE : COMPLETION

TAG . CROSS-REFERENGEO TO THE APPROPR
i OEFICIENCY)
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F 312{ Continued From page 7

“impairment and requiring extenswe assistance
: with bathing.

. Areview of the GRNA Care Plan Recerd for

{ Resident #6 for the months of December 2012
. through May 2013 revealed Resident #6 had

| showers gcheduled wo (2) times a waek on

i revealed Resident #6 received twenty-eight (28}

" of the fifty-lwo (52) showers schedulad auring the
: six month review perlod, with a period of sixteen

* (16) days without a shower from the end of Apri

. 2013 through the beginning of May 2013.

5. Record review revealed Ine facility admitted
| Resident #11 on 01/18/13. Review of the
Quarierly MDS Assessment revesled the facility
; assessed the restdent as being moderately
*impaired in cognition and requinng assistance
_wilh balhing,

" A review of the SRNA Care Plan Record for

: Resident #11 for the months of December 2012

* through May 2013 revaaled Reslden! #11 had
showars scheduled two times a week on second

! (2nd) shiit, Areview of services provided
revealed Resident #11 received foriyfive (45) of

: ly-two (52) showers scheduled durlng the six

“manth review period.

AM, revealed he/she was scheduled for a shower
| two (2) times 2 week and about every other week
" he/she did not get a shower and was tald by staff
i that it was because there was not" enough slaff,

* He/She slaled it made him/her feel *bad" and

“second (2nd) shift. A review of services provided

"Assessment, dated 02/15/13 revealed the facility
| assessed the resident as having severe cogrilive |

|
'

! Intsrview with Resident #11, on 06/31/13 at 11:45 |

F 312,
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F 312 : Continued From page 8
¢ "lousy” when hefshe didn't get 4 shower.

. An interview with SENA#S, on 08/30/13 at 10:58

{ AM, revealed she tried to lreat residents the way
she would wan! to be treated in their poshion.
She shared sha could not provide showers
'because there wasn't enough siaff, and that
: residents were forfunate to get bed baths. SRNA

| #5 stated she felt 1 wrong not to be able lo give

. resident’s their showers, and that aides were

i rushed and not able o provide guality care,
dascribing her tasks as running inlo 2 resident
; room, bathing them, dressing them, then rushing
‘1o the nextresident. SRNA #5 staleﬁ she felt #

i neglectiul to have to treat residents nke # job

tinslead of a person. SRNA #5 stated aides had
_tnied to talk to the Director of Nursing (DON) and

| residents had spoken with the DON ghaul some

' nurags not helping out,

D interview with Licensed Praclical Nurse (LPN) #1
on 05/30/13 at 11:37 AM, revesled it was
gverybody's jobt to answer call lights, LPN #1
acknowledged there had been times when
residents had been incontinent because aides
hadn't been gble to get to them. She stated at
one tima they seemed to be having a lot of call
ing, and when they were short staffed residan|

Interview with SRNA #7, an 05/30/13 at 3:15 PM,

" revedled when she was initially employed at the
facllity there was more individual altention paid to
‘ residanls. $he expressed the quality of care
. residents received suffered when working
 sharl-steffed and that she had been working
“shifts short-staffed quite a bit. She stated there |
. are lots of timas thal residents only get bed baths !

E 312
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F 312 Continued From page 9
Inatead of showers becayse there was nol

! Interview with SRNA #8, on 05/30/13 al 2:43 PM,
revealed she had worked all three shiits, and the

. Tacility was oflen shorl-staffed ory second shift.

| SRNA#8 staled showers did nol get done, and

" sometimes there was not lime for even bed baths
depending on how short staffed they were

- working. SRNA#8 wenl on to reveal when staff ‘

| @xpressed concerns aboul staffing, they feel their |

f concemns were not addressed.

; Interview with SRNA#12, on 05/31/12 at 10:59

| AM, revealed, If nobody called in on weekends,

* residents who were scheduled showers got them, |
¥ someone called in, they had to provide bed
baths instead, and residents were “preity

i undwstandmg" of thls. SRNA#12 staled aidas

! coutd not get to residents if lhay were bathing or
showering someone else, of tolleting semeone

| Interview with SRNA #14 on 08/31/12 at 11:50 AM'
revealed she works short-staffed guite a bil, She
. stated she could nol get to call lights when she -
{ was giving baths, and that there were residents
i that require multiple bathroom breaks per eight
hox.zr shift, and there wasn't enough hetp,

: Interview with SRNA#15, on 05/31/12 at 2:21
p PM, revealed nurses did rot answer call lights,
' and instead would go to find aldes, even the
" aides were giving baths, if call lrghis were going
off,. SRNA#15 stated she had finished bathing
, residents ta find two (2) or three (3) eall lights
t going off. SRNA#15 stated she brought this 10
 the attenlion of the DON a monlh or two age, but

£ 312
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F31z! Continued From page 10

i she can’ tell that anything had changed.

. An interview with the DON, on 05/30/13 at 2:45
i PM, revealed occasionally stafl and residents
came to her with concems, althatgh no one

{ expressed lo her a concern abaut staffing. She
" stated staffing concerns came up in resident
cour&al and were addressed In a mseting with
'the Admrmsiramr and Cotigervator. The DON
. slated on average they received more thart one
i call in a week, and when thers was a call In, staff :
“made calls to fill the vacancy. The DON staled :
; the facility had been doing audits an calt lights
" since Dacernber 2012, and that although aides
. had told her some nurses didn't respond to call

1 Nghts, she had discussed this with nurses and
. made observattons of nurses answering call
hghts

i Itervlew with the ADON on 05/31/13 at 4,01 M
! revealed all staff are respongible for answering
call lights, with the expectation balng they are

| answered within three t¢ four minutes. The
" ADON revealed she was told some nurging staff

| weren't respanding to call lights, allhough staff :
" audits hadn't Supported this. Regarding showars, '
. the ADON stated they were expected to be given

{ unless a resident declined to have one given.
The ADON expressed on secend shift, if they ;
; were short staffed afler attempting to replace slaff
! that had calied in, they "made due”,

| An interview with the Adminislrator, on 05/31/13

" gt 5:50 PM, revealed no one had come o her

. With & problem regarding staffing, and she was !

f unaware of the allegation nursing staff was not
responding to eall lights.  She further stated she

| was nat aware residents were not receiving their

F 3tz
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F 312 ; Gontinued From page 11 POF 312;
showers as scheduled. ! ;
F 353! : 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 383!

8S=E PER CARE PLANS
: + F 353 483.30(a) Sufficient 24-hr
; Tha facitity must have sufficient nursing staffto ! ; Nursing Staff per Care Plans (£
provide nursing and related services to attain or | :

i maintain the highest practicabts physical, mental, . , .
and psychosocial wall-baing of each resigent, as . Corrective Action for Residents
| detarminad by resident assessments and ‘ Found to Have Been Affected

individual plans of care. . The facility interviewed resident #1, #3,
-. C#5, #6, and #11 for the purpase of
The facility must provide services by sufficient assuring that sufficient staff swists to

f numbers of each of the following types of ! \ X
: personnel on a 24-hour basis to provide nursing ¢ meet the needs of each resident. Each

* care to all residents in accordance with resident § resident voiced that they are satisfieq
i care ptans: with staffing and their care, Care Ts

i Except when waived under paragraph {c)ofthis ; . growdeci tm:aely and according to the
" section, licensed nurses and other nurshng i Lomprehensive Care Plan.

| personnel, i i

i Except whan waived under paragrapt (c) of this |
waluon the facility must designate a ticensed
nurse to serve as & charge nurse on each tour of | : i
duty e

| This REQUIREMENT is not met as evidenced

b !

i Based on intervlew, the group interview, record
review and review of the facility's policy, it was

I determined the facility failed to maintain sufficient : i
, Staff to altaln or maintain the highest practicable |
! physical, mental, and psychosacial wel-being for i
. five (5) of thtrteen (13) sampled residents :
' (Residents #1, #3, #5, #6 and #11). Thefacilty |

: fafled to ensure ehough staff 1o assistresidents ! : :
wu:h scheduled showers and answer calf lights in | |
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. a timely manner. Review of the State Reglstered

l Nursing Assistant (SRNA) Care Plan Records for -
“ the months of December 2012 through May 2013

reveated numerous instances in which showers

_were not given according lo schedule, Interviews
i with both residents and staff reveated SRNA staff -

i were rushed to provlde care, and wers unable to
" meel the care needs of residents on an ongoing
basi&

(Refer to F-312)

The findings include:

! Review of the facillty s policy tted, "Stafling
! Policy and Procedure Direct Care", not dated,
‘ revealed the facllity provided sufficient staff and
sufficient hours of work to careglvers in order o

: assure that appropriate care was defivered to the -

! residents, The facility would provide direct care
| staff and support staff for the purpose of ensuring
that care and services were provided that

, enhance the quallty of life for each resident.

I

! Puring the Group Interview, on 05/20/13 at 3:00
PM, which consisted of ten (10) interviewable

. residents, the residents expressed concern with

| the facility being short staffed. Residents shared

| occurrences in which staff fatted to respond to call]

lights In a timely manner. Residents were

: adamant this was not the fault of the staff, as they
, | expressed knowledge that staff were occupied

i caring for other residents, Residents shared they |

rarely received their ir showers as scheduled, and

: mare often than not had to saltle for a quick bed

bath as ataff was too rushed lo provide showers.,

"1, Record review revealed the facility admitted

|
1
I

X4 10 SUpMARY STATEMENT OF OEFICIENCIES ) I BROVIDER'S PLAN OF SORRECTION : X5t
PREFEX - (EACH CEFICIENGY MUST BE PRECEDE( BY FULL i PREFX (EACH CORRECTIVE ACTION 8HOULD BE i COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) i TAG CROSS-REFEREMCED TQ THE APPROPRIATE BATE
H DEFICIENCY) i
. T i
i . ..
F 353 Continued From page 12 . F353; ldentlfication of Other Resldents

: Having the Potential to be affected by
i the Same Deficient Practice

* All residents have the potential to be
- affected.

The facility conducted interviews of all

i residents to determine if staffing was

* adequate to meet the care needs of the

resident. If the Resident was non-
communicative, the responsible party
for each resident was contacted for the -
interview.  All Resident  and/or
respensible  party interviews were !
reviewed to determine that the staffing
required was evident to meet the needs
of the residents. Interviews indicated
that care is being provided timely and

accarding to the Comprehensive Care

Plan.

Staff education was provided on
6/21/13 by the Director of Nursing to all
nursing staff regarding providing care in
a timely manner to meet the needs of
residents in accordance wlth the
resident plan of care.
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! Resident #1 on 03/25/04 with diagnoses which
{included Diabetes, Review of the Minimum Data i
- Set (MDS) Assessment, dated 04/21/13 reveaied
the facility scored the resident as fourteen {(14)
out of fiftean {15) on the Brief Interview for Mental
Status (BIMS) assessment, Indicating the .

; resident had no cognitive impairment. Continued

i review of the assessment revealed the facility

i ! assessed the resident as requiring assistance
W|th bathing.

A review of the SRNA Care Plan Record for _

Resident #t1 for the months of December 2012 |
~through May 2013 revealed Resident #1 had ;
i showers scheduted two (2) times & week on i
| second (2nd) shift. A review of services provided |
| reveated Resident #1 received a shower 4 total of :
i vight (8) times during the six (8) month review
“ period, instead of the fifty-two (52) times

scheduled.

Interview with Resident #1, on 05/30/13 at 5:00
. PM, revealed the restdent would rather have z
- shower each time it was scheduled but further
: stated | know they are short staffed sgmetimes
i and have lo assist him/her with a bed bath
. instead of a full shower.

Record review revealed the facility admitied
Rewdent #3 an 09/26/06 with diagnoses which
included diabales and Depression, Review of the
Annuzl MDSE Assessment, dated 04/17/13 ;
revealed the facility assess the resident as having |

. @ BIMS score of fiftleen (15) out of fifteen (1%)
» indicating the resident was cognitively intact and
i @8 requiring assistance with e bathing.

! A review of the SRNA Care Pian Racord for

papip ! SUMMARY GTATEMENT OF DEFIGIENCIES i3 PROVIDER'S PLAN OF CORRECTION
PREFIX | {EACH DEFICENCY MUST BE PRECECED Y Ful| PREFIX (EACH CORRECTIVE ACTION SHOULD BE cﬁ*«ﬁ%‘f"ﬁw
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; DEFICIEMEY)
F 3631 Continued From page 13 F 3531

Measures or Systemic Changes put Into
Place to Avold Recurrence

! The Administrator developed a ten
" point questionnaire to be used for
Resident/Responsible Party interviews
to determine that sufficient staff
i existed to meet the needs of each
t Resident. Inteiviews were conducted by
" the Director of Nursing, Assistant
Director of MNursing, Social Services
Director and two MDS nursing
i personnel. Any identified concerns
. were addressed immediately. These
interviews will be conducted for the
next two months to determine that
sufficient staffing is sustained to meet
the needs of the residents.
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the seventy-eight (78) showers scheduted during
i the shx month review period.

Interview with Resident #3, on 95/31/13 at 11:30
AM, revaaled his/her needs were not baing met
and this was hisfher home. Resident #3 stated
hefshe was supposad to get a shower two {2}
ttmes a week and when there was only two (2)
staff on each hall, he/she was not given an ophon
of a shower, just bed baths, He She stated this
happened about three (3) tirmes a month. The
resident stated he/she wasg told by ataff the
! reason for bed balhs, was because there was nol
" enough help.

3. Record review revealed the facility admitted
Resident #5 on 10/14/0% with diagnoses which

Congeslive Heart Faiture, Review of the
Quarterly MDS Assessment, dated 03/26/13,

* revealed the facility assessed the resident with a
BIMS suore of twelva (12) out of fifteen (15}
indleating the resident had moderately impaired
cognition. Further review revealed the facility the

: toileting.

- A review of the SRNA Care Plan Record for
fpsident #5 for the months of December 2012

! through May 2013 revealed Resident #5 had

i showers scheduled three times a week on

: secondd

{ revealad Resldent #5 received forty-one (41) of

rasident as requiring asslstance with bathing and |

(2nd) shift. Areview of services provided

included Osteoporosis, Parkinson's Dgease and !

1
|
|
|
1
'
1
L

R N N R o e P
TAG . REGULAYORY OR LSC IDENTIFYING NFORMATION ™ CROSSTREFEREggFElgég Jre APPROPR:
i
F 353 Continued From page 14 F3s3; The Administrator,  Director  and
Resident #3 for the months of December 2012 ; Assistant Director of Nursing reviewed

. through May 2013 revealed Resident #3 had | the staffing patterns of the facility in

: showers scheduled three times aweek on | conjunction with the complated

 second (2nd) shift. Areview of services provided | resident  Moterviews  and  the

I reveated Resident #3 received forty-nine (48) of | Comprehensive Care Plans o

* determine that the staffing required to
. meet the needs of the residents is
scheduled and is in place.

The Director and Assistant Director of
Nursing reviews the daily staffing and
reports to the Administrator to assure
that staffing is adequate to meet the
needs of each resident.

staff education was provided by the
Director of Nursing on 6/21/13 to all
nursing staff regarding providing care in
a timely manner to meet the needs of
residents in agcordance with the |
resident plan of care, :

The Director and Assistant Director of

Nursing are reviewing 24 hour report

and staffing assignments to ensure .
staffing is available and assigned to
?, meet the residents’ needs. Any

I

¢ requests for changes in staffing are to
| go directly to the Director of Nursing.
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: the fifty-two (52) showers scheduled during the |
{ 5ix month review period, with a period of thirteen !
i (13) days without a shower during the manth of

: December 2012,

Interviaw with Rasident #5, on 05/30/13 at 4:.40
P, revealed staff took a while to answer the cal
i bell. Resident #5 further stated when | turned the
i call bell on, an 05/28/13 (time unknown) hefshe -
: had an accident in the bed because staff did not
i gat to him/her in time and he/she had to wait and !
: this made him/her feal awful. The Resident
" further stated he/she would rather have & shower

than a bed bath on his/her scheduled days.

. 4. Record review revealed (he facitity admitted

: Resident #6 on 08/24/10 with diagnoses which

lincluded Dementia, Diabates and Peripheral

{Vascular Dissase. Review of the Quanterly MDS

: Assessment, dated 02/15/13 rovealed the facility |
assessed the resident as having severe cognitive |
impairment and requiring extansive assistance

i with bathing.

i

| Areview of the SRNA Care Plan Record for

: Resident #5 for the months of December 2012
through May 2013 revealed Resident #6 had
showers scheduled two (2) imes a wask on

i second (2nd) shift. A review of services pravided |

revealed Resldent #6 received twenly-eight (28}

of the fifty-two {52) showers scheduled during the

six month review period, with a period of sixteen

{16) days without a shawer from the end of April

- 2013 through the bagitning of May 2013,

5. Record review revealad the facilily admitted
Resident #11 on 01/18/13, Review of the
‘ Quarterly MDS Assessment revealed the facllity
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F 353 ! Continued From page 15 ! F353! Charge nurses review the nursing

department staffing schedules,
assignments and needs of the residents
daily te ensure that adequate staff are
in place to provide care In a timely;
! manner for each resident ity accordance
with their individual plan of care.

Staff education has been given by the
Director of Nursing on &/21/13 to
charge nurses regarding supgtvision
and delegation of duties to provide
timely cire to meet the needs of
residents in  accordance with the .
individual plan of care. ' ;

The staffing patterns are reviewed at
the daily . Continuous Quality
Improvement (CQI) meetings to assure |
that staffing is provided to meet the
needs of each resident.
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assassed the resident as belng moderately
impairad in cogniticn &nd requiring assistance
with bathing.

A review of the SRNA Care Plan Record for
Rasident #11 for the months of December 2012
through May 2013 revealed Residsnt #11 had
showers schedubed twe times a week on second
(Znd) shift. A review of services provided
revealed Resident #11 received forty-five (45) of
fifty-two (52) showers scheduled during the six
menth review period.

Interview with Resident #11, on 05/31/13 at 11:45 |
AM, revealed hefshe was scheduled for a shower ;
twa (2) times a week and about every other waek :
hefshe did not get a shower and was told by staff

. that it was because there was not enpugh staff,
. HefShe stated 't made him/her fes! "bad" and

"lousy" when ha/she dida't get a showar.

An interview with SRNA #4, on 05/30/13 at 10:28
AN, revaalad for the past "four or five monthis",

she hadn't been able to gat har work done "the

way | would Hke 10", She went on to elabiorate :
that she was always rushing and unable to spend -
any quality ttme with residents. She wentonto
axpross residents didn't fee! ke they were getting

: the attention they deserved. SRNA#4 wentan o |
* reveal residents Informed her they had to wait

twenty (20) to thirty {30) minutes for staffto
answer call tights, and that this was a daily
oceurrence, SRNA #4 stated that it wag an aides |
lob to visit with residents who did not come out of |
their reoms, hut they didn't have time to do it i
SRNA #4 also shared some nurses did not

" answer call llghts.

Plans to Monitor Performance for

Sustained Solutions

Residents  attending the monthly
resident council meeting will be
interviewed to determine if staffing is
sufficient to meet resident's needs ina |
timely manner. |

Residents and/or responsible party (uf
appropriate}  will  be interviewed !
quarterly by the Social Services director !
until compliance has been sustained to
determine if staffing is sufficient to
meet the individual needs of the
¢ resident. Any further issues in this area
i will be put through the CQJ process. ;

Results of CQl staffing patterns and

i Resident/Responsible Party Interviews
will be reviewed by QA committee
monthly to ensure that sufficient staffis .
available to meet residents' needs. The
tacility will follow the recommendations
of the GA committee,

6-26-2013
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" Aninterview with SRNA #5, on 05/30M13 at 10:56 g

. AM, revealed she tried to treat residents the way

i she would want to be treated in their position, :

! 'like they're family", She shared she could not |
provide showers because there was not enough | ;
. staff, and that resldents wers fortunale to get bed i

| baths, SRNA#5 slated she felt t wrong not to be
" able to give resident's thelr showers, and that
_ aides were rushed and not able lo provide quality i
: cara, describing her tasks as running intc & ; '
! resident rooim, bathing them, dressing them, then | :
rushing to the next resident. SRNA#S stated she |
: felt it neglectiul to have to treat regldents like a :

l job mslaad of a person, "but we do the best we
can'. SRNA#5 slated aidas had tried to talk to !
the Director of Nursing (DGN) and residents had i

i spoken with the DON, about some nurses not H i

" helping out.

. Interview with Licensed Practical Nurse (LPN) #1, |

"on 08/30/13 at 11:37 AM, revealed it was E

" everybody's job to answer call lights, and she
raspondad to calt lights, LPN #1 acknowladged

! there had been times when residents had been
lincontinent because aides hadn't been able to get
"to them. She stated at one time they seemed 1o
be having a lot of call Ing, and when they are

» short staffed resident care may suffer. : ;

* Interview with SRNA #7, on 05/30/13 at 3:15 P,
revealed when she was initially amployed at the : i
; facility there was more individual attention paid to :
i residents. She expressed the quality of care
: resldents recelve suffered when working _
short-staffed, and thai she had been working : ;
 shifts short-staffed quite a hit. '

' Interview with SRNA #8, on 05/30/13 at 343 PM,

FORM CME-2887(02-93) Pravioua Versions Obadlsle Evartt 3 TWTC11 Fagifty 10 100522 If sondinuation ghee Page 1Bof 21
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F 353 Continued From page 18

' revealed she had worked all three shifts, and the ;

' facitity was aften short-staffed on second shift,

- SRNA#8 stated she has had residents cry when
, they urinated on themsehes because aides

[ haven't been able to gat to thert in time, and

. nurses did not afways help. She stated showers
| did not get done, and sometimes there wasn't

. time for even bed baths depending on haw short
i staffed they were working.

P Interview with SRNA#9, on 05/30/13 at 4:38 PM,
. fevealed "wo peopls [aides] can't do the job on
{ third <hift," and when there are fewer than four
_aides on second shift, residents don't ahways get

| thalr smoke breaks on time, on occasions Having |

o wait 20 to 25 minutes past scheduled time.

i

{ SRNA#9 stated it doesr't happen often, but there |

“had been times when she wasnt able to get (o
i residents in time before they had a bowel or
" bladder accident, and that residents were

i sometimes upset because we waren't there when

! they neadad us,

! Intarview with SRNA#12, on 05/31/12 at 10:59
_ AM, ravealed if nobody called in on weekends,

i residents who were Scheduled showers got them.

~If someone called in, thay had to provide be

i baths instead, and residents were "pretty
“understanding” of this. SRMA #12 stated call

; lights were more a concern on st hift, and there
* had been quite a few times when residents had

. had an incantinent episcde while waiting an staff
i to respand to call lights. SRNA #12 stated aides
. cautd not get to residents if they were bathing or
: showering someone else, or toileting someone

" glse.

! Interview with SRNA #14, on 05/31/12 at 11:50
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F 383! Continued From page 19
. AM, revealed she worked short-staffed glite & bit.
' She stated she coutd not get to calt ttghts when
; She was giving baths, and that there were
‘residents that required fourteen or fiftssn
i bathroom breaks per eight hour shift, and there
~was not enough help.
]
; Interview with SRNA #15, on 05/31/12 at 2:24
'PM, reveated nurses did not answer eall lights,
i and instead would go to find aides, even if giving
_baths, if call lights wera going off, SRNA #15
! stated she has finlshed bathing residents to find
: lwo or three call lights going off. SRNA#15
' stated she brought this to the attention of the
i DON & month or two ago, but she could not teft
“that anything had changed. SRNA#15 stated
i there had been times when residents had bowel
_ or bladder accidents whlle walting on staif to

; dcceplable, and residents weren't happy about It

; An interview with the DON, on 05/30/13 at 2:45

* PM, revealed occasionally staff and residents

i came to her with concerns, although no one

" expressad to her a concern abott staffing. She

| stated staffing concerns came up in resident

" council and were addressed in a meeting with the
i Administrator and Conservator. The DON stated
. on average they recetved more than onz callin a
F week, and when there was a call in, staff made

. calls tofilt the vacancy. The DON stated the

¢ facllity had been doing audits on call tights since

. Lrecember 2012, and that glthotigh asides had 1old

i had dlscussed this with nurses and made
. observations of nurses answering call lights.
I

 respond to call lights, and she did not think it was |

- her some nurses didn't respond to call lights, she

- Intarview with the ADON, on 05/31/13 at 4:01 PM,

1
I
i
i

F 353,
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F 353 Continued From page 20
revealed all staff was responsible for answering
calt ights, with the expectation being they woutd
“be answered within three to four minutes, The
: ADON revealed she was told some nursing staff
weren't responding te call ights, although staff
, audils hadn't supported this. The ADON revealed |
! she didn't believe the presence of management
staff whan presenl affected the results of audits,
and fell audils conducted by nursing staff were
“vatid. The ADON revealed if nurses weren't
i answering call lights, she wasn't aware of it.
' Regarding showers, the ADON stated they were
; expacted to be given unless a resident declined |
! to have one given, The ADON expressed on :
gecond shift, if they ware short staffed afier [
attempling to replace staff that had called in, they
‘made due”,

Aninterview with the Administrator, on 05/31/13 :
al 6:80 PM. revealed no one had come to her f
with a problem regarding staffing, and she was -
" unaware of the allegation nursing staff was not

responding to caltlights. The Administrator, in !
light of this allegation, stated she stili felt it i
appropriate for nurses to do audits. She revealad
| the facility cal Nght audits had not revealed any
! problems. : i

i

FSSS;
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N aog{ INITIAL COMMENT S i N 000 ‘ Preparation and execution of this plan
| A Re-ficensure Survey was initlated r}%@d?’e 014577 | %Of C?n:eetion does not constitute an
; and concluded on 05/31/13 with defiaiénci sadmission of or agreement by the |
“cited. ] IR provider of the truth of the facts |
: ? i 2 alleged or conclusions set forth In the

N 032! 802 KAR 20:300-3(3)(e) Section 3. Resident __ ; N032 % statement of deficiency, This Plan of
; Rights |77l Correction Is prepared solely because
! (3) Protection of resident funds, 3 ! Federa'! and State Law reqm.re it.
i (e) Conveyance upon death. Upon the death of 2 f !' Compliance has been and will be
_ resident with a personal fund de;:osited with the } | achieved no later than the last
f fac'"g‘y- ‘hﬁfag”‘y S’(‘f‘" sorivey PFO”:F“*V Ti | | completion date Identified in the POC,
« resident's funds, and a fing accounting of those | ! . :
. funds, to the individual admlinistering fhe | | Compllance will be malntained as
! resident's estate. z i provided In the Plan of Correction,
i i Failure to dispute or challenge
; This requirement s not met as evidenced by: f deflclencies below is not an admission
' Based on interview, record review. and review of I | cts occurred as
¢ the facility's policy, It was determined the facifty | that the _a' eged facts occur
¢ failed to convey funds within thirty (30) days for | presented in the statements.
" one (1) of five (5} discharged resident records ; |

. i reviewed (Deceased Resident #4). ) ! NO32 902 KAR 20:300-3(3)(e)
; ) i - :
* The findings include: ' } Section 3. Resident Rights
i ! !
. Review of the facliity's policy thled "Resident i Corrective Actlon for Residents
* Trust”, undated, revealed the facility shall \ Found to Have Been Affected
j provided a raliable and trustworthy system to j ' On  6/4/2013 Busi .
, Protect the funds of all residents who prefer that | , '€ business  Office
! the facility handle their personal monies. Further Manager dispersed the funds to the
; review revealed the facility shall assure that there Estate of Resident #4 as noted inF 160,
I8 adequate contral and protection of these funds
i and will provide = routing statement of monies ldentiFicat \
: deposiled and monies that have been expended, ' erftrf:catron Of_ Other  Residents
_Additional review of this policy revealed no [ Having the Potential to be affacted by
- documented evidence the facilty had g procedure the Same Deficient Practice
; to close a resident's account. On 6/18/2013 3 review of all residents
: ' i related
‘ Review of Deceased Residant #4's parsonal fund ! | ff) dthe convevance of all
i records revealed the resident expired on ; - personal funds was completed by the
NN . ' . business office manager,
/ mdmsnlshahr‘ #) OATE
LAPORAT PRESENTATIVE'S SIGNATURE Measures or Systemic Changes put into b 2y%-13.

STATE FORF»‘

aeqy

Place to Avoid Recurrence

On  6/18/2013 the Administrator
provided additional education to the
business office manager on proper
conveyance of funds upon the death of
a resident,

-gheel 1of 20
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i 12/01/12; however, the final conveyance of funds |
. Inthe amount of $978.84 was never completed '
t and the account rematned open, one hiyndred :
. and eighty-one (181) days past the thirty (30) day |
Hime frame.

i
) ;
| Interview with the Business Office ‘
. Manager/Fatient Accounts and Payroll, on 3
! 05/31/13 at 7:00 PM, revealed Deceased ]
. Resident #4 expired on 12/012. Further
¢ intervlew revealed she could not find evidence of l
; 8 check disbursemeni and did not knaw if a [
t check had in fact been disbursed o dose the !
i ascount. ‘ . !

: " H
: Interview with the Director of Nursing, on |
£05/31/13 at 7:15 PM, revesled she was not
; familiar with the process but stated it should be
* completed per the facitity's policy.

i
N 033 902 KAR 20:300-3(3)(f) Section 3. Resident
i Rights

i (3) Protection of resident funds.

' (fy Assurance of financial security. The facility
i shall purchase a surety bond, or provide

- selfinsurance to assure the security of all

i personal funds of residents deposited with the

* facility.
j This requitement s not met as evidenced by:
t Based on interview, record review, and review of i
. the facility's poficy, it was determined the facility |
! failed to assure the security of all personal funds ]
. of residents deposlited with the facility. The facility !
! failed to pravide a surety bond in an amount i
. @qual to or greater than the amount of resident |
| funds in the resident funds account. :
|
!
|

| The findings include,

The facility's policy, "Resident Trust”,
has been reviewed and revised
{6/18/13) to include proper direction
upon discharge of a resident which
includes returning the monies to the
resident or respongible party within
thirty {30} days. In the event of death,
the funds will be dispersed to the
executor of the estate within thirty (30}
days.

N 032

The business office manager will meet
with the Administrator monthly to .
review the proper conveyance of all
resident funds.

Plans to Monltor Performance for -
Sustained Solutions

The Administrator will inform the
Director of Operations of any monthly
discrepancies in the conveyance of
[ funds in order to assure compliance
¢ with F 160 and for recommendations,

N 033

6-26-2013

N_033 902 KAR 20:300-3(3){f)
Section 3. Resident Rights

|
!
| Corrective Action for Residents

| Found to Have Been Affected _
i No targeted residents were identifiad;

jhowever, all  residents have the

STATE FORM

fégn

potential to be affected (see below),

v an gheat 2 0f 20
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NO33 " Continued From page 2 | N0 |dentification of Other Residents
* Areview of the facility's surely bond (an % i Having the Potential to be affected by
i agreement wherlein the facility a&d the I'rgSura?ce i ! the Same Deficient Practice ‘
company agree lo compensate the resldents for ! i facility' hief Fi il fi
: anyloss of residents' funds that the facility holds, :  The facility's Chief Financia . OL'CE(;
_safeguard, manages, and accounts for), dated ! | secured an increase in sure v on
i January 01, 2011, revealed the maximum amouni; . Coverage from ten thousand ($10,000)
i insured 1o be ten thoysand dollars ($10.000.00). } to twenty-five thousand (525,000} with
! | i : . =t
. i an effective date of June 17 2012 o
. Review of the monthly Resldent Fund bank : ! that th bond is well i
* stalements, revealed the account bakance to be In| | assure that the surety bond is well in
; excess of fifteen thousand doltars ($15,000.00) at { i excess of the highest historical balance .
times during the statement period. Further review ; [ ,
i ;eVGQIEd%Ti”tw!V siaign;e;?ts t?$r$§%%6r%%q‘?3 in | | Measures or Systemic Changes put into
. excews of ten thousan: dollars 000.00) far ¢ ! .
! the months of April 2013, March 2013, February | ; Place to Avs.f:c% Rectrrence '
, 2013, January 2013, December 2012, November | : The  Administrator  provided - re-
* 2012, Oclober 2012, September 2012, August | education on 6/18/13 to the business
: 222}'2. aﬂdbdulg 519;2- SUinherﬁ¥0f§611’0r the mUﬂ‘hSE | office manager on the role of the surety .
- of Decembar and January 3, twenly one | I d in N acuri foal ;
; (21) out of thirty (30) days the account balance on! i bon | ;ass;rrmgf the,ds ¢ rg:y © ted 3
- each of these days was in excess of ten thousand ! ! p€r5§na unas of residents deposite
; dollars (810,000.00). ! ! within the facility.
_ _ i i
¢ Interview with the Buginess Manager, on 05/31/131 i The facility’ ; np e v
; ' ; cility's policy, “Resident Trust”,
- al 7:00 PM, revealed she thought the ten !’ h @ b s p 'cyed d isad
: ti:jausar‘:d dotlar ($10,800.00) surety bond ! o g/sm,«;:_gfnm re,:miw ¢ tanthe rz:i:;gt
#Adeguate, - | ote 1iha ty
; _ ] - : : maintains a surety bond to provide
!n‘ewrew With ‘he Adn"lmlStFBtOF, on ()5131/13 at ' assyrance O'f ﬂ'nancfal Secﬁrity for a”
| 7:20 PM. revealed she thought the surety bond i resident rmonies deposited within the
- was based on the guarterly average. No quartérly ; - P ;
i statements were provided as evidence of ! facility.
adequate amount of surety bond coverage, |
L i The business office manager will begin
N 207, 902 KAR 20:300-8{1)(c) Sectton 8. Quality of ; NEo7 corresponding with the Administrator

STATE FORM

s

monthly to report on the resident trust
balance 1o ensure that the balance
remains under the limit of the surety
bong,

Plans to Monitor Performance for "s! 3020

Sustained Solutions .
The Administrator will inform the
Director of Qperations of any monthly
discrepancies in the amount of the®
surety bond in order to assure

compliante with F 161 3nd for } 7
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(c) Aresident who is unable to carry out activities | Section B. Quality of Care
| of daily living recelves the necessary services to | !
, madiniai:r é:;m::d nutrition, groeming, and personal E Correctlve Action for Resldents
I and oral hygiene. i Found to
This requirement is not met as evidenced by: i Q; , Have Bfeen Affected
1 Based on interview, the group interview, record { Individual Interviews were completed
“review and review of the facility's policy, it wag ! } by the Administrator on 6-5-13 with .
i determined the facility faited to carry out activities l Residents #1, #3, #%, #6, and #11
" of dally living (ADLs) as refated to ensure resident regarding thei _
\ i eir preferences f
; received showers as scheduled for five (5) of | dag g . p A es for showeu
" thirteen (13) sampled residents (Residents #1, | ¥s and times. Any changes to the
: #3, #5, #6 and #11). The facility faited to ensure i { previous shower roster were corrected
* enough siaff 1o assist resldents with scheduled | | immediately. SRNAs were in-serviced
; showers and answer call lights in a timely i on the facility's polici )
i - : ies for ADE
: manner. Review of the State Registered Nursing J and proper d 3:; P tation of ?F care
, Assistant (SRNA) Care Plan Records for the | Proper documentation of showers,
i months of December 2012 through May 2013 |
_revealed numerous instances In which showers é i Mentification of Other Residents
; were not given accerding to schedule. Interviews Having the Potentlal to be affected b
" with both residents and staff revealed SRNA staff the Same Deficiont Practice v
. were rushed {o provide care, and were unable to . | | . e
- meet the care needs of residents on an ongoing All residents have the potential to he
- basis. ! affected. The Administrator interviewed
! i -
: o i all residents and/or responsible parties
, The findings include: f when appropriate to ensure residents’
" Review of the facility's palicy titled, “Staffing [ preferences reg:’:\rding ADLs, baths, and
: Policy and Procedure Direct Care”, not dated. showers are being honored. Resident’s
* revealed the facility provided sufficlent sta¥ and care plans were updated as needed tg -
; sutticlent hours of work to caregivers in order fo reflect the resident’s preferences,
¢ assure that appropriate care was defivered to the J
residents. The faciity would provide direct care ;' . )
! staff and support staff for the purpose of ensuring ! Measures or Systemic Changes put inte
" that care and servicess were provided that ! Place to Avoid Recurrence
! enhance the quality of life for each resident, Interviews were completed by the
i P .
) , ]
. During the Group Interview, on 05/29/13 at 3:00 Adm nrstrafcr on 6/5/13 with each
1 PM, which consisted of ten (10} interviewable res:der_xt and/or  responsible  party
residents, the resldents expressed concern with regarding their preferences for shower
! the facility being short staffed. Residents shared ! days and times. Any changes to the
Previous shower roster were corrected
STATE FORM w2 " immediately. Resident’s care plaps el 40120

were updated as needed to reflect the
resident’s preferences including
residents who refuse showers.




um. 2L 2015 3:495Y

Las
R
M~
el
L
-]

PRINTED: D6/14/2013

FORM APPROVED
Office of Inspector General
STATEMENT OF ORFICIENGIES [X1) PROVIOER/SUPHY, IERICLIA X2} MULTIPLE CONSTRUCTIGN [X3) DATE SURVEY
ANO PLAN OF CORRECTION IOENTIFICATION NUMBER: . COMPLETED
A BULLORNG:
_ 100522 B. WING 08/31/2013
NAME OF PROVIOER OR SUPP_IER BTREET AOORESS, CITY, STATE, ZIP COOE
105 RODGERS PARK
GRAND HAVEN NURSING HOME CYNTHIANA, KY 41021
XA 10 | SUMMARY STATEMENT OF OEFICIENGIES 10 PROVIGERS PLAN OF CORRECTION ; (X8
PREFIX |EACH OEFICIENCY MuUST BE PRECEQEG BY FULY, ! PREFX |EACH CORRECTIVE ACTION EHOULO BE o CORMPLETE
TAG REGULATORY OR LSC IOENTIFYING INFORMATIGNJ : TAG CROSE-REFEMENCES TO THE APPROPRIATE DATE
. ; OEFICIENGY) |
N 207, Contlnued From page 4 I w207 .
i pag i The staff development coordinator

i occurrences in which siaff failed to respond to call
, lights In a timely mannear. Residents were

- adamant this was not the fault of the staff, as thay
t expressed knowledge that staff were occupied
i caring for other residents. Residents shared they
_farely received their showers as scheduled, and
* more often than not had 1o settle for 4 quick bed

*1. Record review revealed the facility admitted
i Resident #1 on 03/25/04 with diagnoses which

. Set {MDS) Assessment, dated 04/21/12 revealed
“ the facility scored the resident as fourteen (i¢)

; out of fifteen (15) on the Brief Interviaw for Mental
_ Status (BtvS) assessment, indicating the

* resident had no cognitive fmpalrment. Conttnued
; review of the assessment revealed the facility

. assessed the resident as regulrlng assistance

' with bathing,

. Areview of the BRNA Care Plan Resord for

* Resident #1 for the manths of December 2012

+ through May 2013 revealed Resident #1 had

. showers scheduted two (2) times a week on

" second (2nd) shift. A review of servicas provided
i revealed Resident #1 received a shower a total of
_ eight (8) times during the slx (8) month review

! period, instead of the fiftytwo (52} tirnes

1 scheduled,

t Inferview with Resident #1, on 05/301 3 at 5:00
; PM, revealed the resident would rather have a
" shower each time it was scheduled but further
{ stated | know they are short staffed sometimes
. and have 1o assist him/her with a bed bath

" instead of a full shower.

; 2. Record review revealed the facilty admitied
- Residert #3 on 03/26/08 with diagnoses which

 balh as staff was too rushed to provide showers. i

: included Diabetes. Review of the Mtnirum Data :

i
)
1
I
i

f

i
!
i
[

}
|
!
l

t
i
!
H

|
|
|
|
:

|

completed in-servicing with all nursing
staff beginning on 8/14/13 on the
facility’s policies for ADL care, proper
completion of documentation of SRNA
Care  Plans, and procedures for
monitoring care delivery.

Plans to Monitor Performance for .
Sustalned Solutions '
All nurse aid care plan documentation
will be reviewed prior to end of shift for
completion and accuracy with reference
to shower/bathing schedule. SRNA care
plans will be audited twice weekly for

completion and accuracy by the
Director or Assistant Director of
Nursing.

b

Residents will be interviewed guarterly
by the Social Services Director until
compliance has been sustained to
ensure individual preferences are
honored regarding bath and shower
schedule, Any further issues in this area
will be put through the £Q process.

Care plans will be audited monthly prior
to change over by the Director or
Assistant Director of Nursing with audit
results submitted for review to the
Quality Assurance Committee. The
facility will follow the recommendations
of the Quality Assurance Committee.

STATE FORM
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N 207, Continued From page 5

. Incuded diabetes and Depression. Review of the i
i Annual MDS Assessment, dated 04/17/13

revealed the facility assess the resident as having |
! a BIMS score of fifteen (15} out of fifteen (15) -
indicating the resident was cognitively intact and
| @s requiring assistance with e bathing.

b o

. =
jand
o
~

i Areview of the SRNA Care Plan Record for |

" Resident #3 for the months of Decamnber 2012 |

i through May 2013 revealed Hesldent #3 had I ‘
- showers scheduled three times a week on i
i second {2nd) shift. Areview of services provided i
" revealed Resident #3 recelved forty-nine (49) of g' |
i the seventy-eight (78) showers scheduled during '! ]

" the six month review period. : :

f Interview with Resident #3, on 05/31/13 al 14:30
. AM, revealed histher needs were not being met |
! and thie was his/her home. Resident #3 stated } i
_hefshe was supposed to get a shower two 2 i i
| imes a week and when there was only fwo 2y Cd
staff on each hall, he/she was not given an option i
: of @ shower, just bed baths, Me She stated this )
- happened about three (3) times a month. The }
: resident stated he/she was told by staff the
''reasen for bed baths, was because there was not i
: enough help. i

3. Record review revealed the facility admitted i
i Resident #8 an 10/14/09 with diagnoses which :
' included Osteoporosis, Parkinson's Disease and ;
; Congestive Heart Failure. Review of the )
{ Quarterly MDS Assessment, dated 03/20/43,
. revealed the facility assessed the resident with a
| BIMS score of twalve (12) out of fifieen (15) :
. Indicating the resident had moderately impaired : ;
| cognition. Further review revealed the facility the
restdent as requiring asslstance with bathing and
i toileting,

STATE FORM 44d TWTC 1 . K conlinualion sheat & of 20




O,

Ko. 9382 P ¢!
Jun, 240 7013 2.487Y RERELE '
PRINTED: 06/14/2013
FORM APPROVED
Office of Inspector General
STATEMENT OF OEFICIENGIES [X1) PROVIOER/SUPPLIERICLIA [X2} MULTIPLE CONSTHRUETION {X3) DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER: A BUILOING: COMPLETEQ
100522 B. WiNG D5/31/2013
MAKME OF PROVIGER OR SUPPLIER STREET AQURESS, CITY, STATE, TP COHOE
105 RODGERS PARK
GRAND HAVEN NURSING HOME CYNTHIANA, KY 41031
(X4)10 | SUMMARY STATEMENT OF DEFIGIENGIES : 0 i PROVIOER'S PLAN OF CORRECTION ' 8]
PREFIX | {EACH OEFICIENCY MUST BE PRECEDED BY FULL . PREFIX [EACH CORRECTIVE AC TIGN $HOULO BE POCOMPLETE
TAG i REGULATORY OR LSC I0ENTIFYING INFORMAT 10N} ! YAG i CROSS-REFERENDEQ TO THE APPROPRIATE ' DATE
; OEFICIENGY) |
L

N 207! Continued From page 6

I
i
| Areview of the SRNA Care Plan Record for '!
* Resident #5 for the months of December 2012 ;
f through May 2013 revealed Resident #5 had

: showers scheduled three times 2 week on !
; Second (2nd) shift. A review of services provided i
. revealed Resident #5 received farty-one (41} of i
* the fifly-two (52§ showers scheduled during the |
i six month review period, with a period of thirteen |
: (13) days without a shower during the month of |
. December 2012, {

! Interview with Resident #5, on 05/30/13 at 4:40 |
t PM, revealed staff ook a while to answer the cafl j
t bell. Residgnt ¥#5 further stated when | tumned the !
: Call belt on, on 05/28/13 (time unknown) hefshe i
 had an accldent in the bed because staff did not |
* getto him/er in time and he/she had to wak and i
¢ this made him/her feel awiyl, The Rasident !
¢ further stated he/she would rather have a shower

. than & bed bath on hisfher scheduled days.

4. Record raview revealed the facility admitied ;
Resitlent #6 on 08/24/10 with diagnoses which  §
included Dementa, Diabetes and Perlpheral

i Vascuiar Disease. Review of the CQuarterly MDS
Assesgmen!, dated 02/15/13 revealed the facility |
assessed the resident #s having severe cognitiva
impairment and requiring extensive asslstance

* with bathing.

' Arevlew of the SRNA Care Plan Record for

~ Resident #6 for the months of December 2012

* through May 2013 revealad Resldent #6 had
showers scheduled two (2) times 3 week on

: Second (2nd) shift. A review of aervices provided

 revealed Resident #6 recelved twenty-eight (28)

* of the fifty-two {52) showers scheduled during the |

six month revlew period, with a period of gixteen
i {18} days without a shower from the end of April ,
; 2013 through the beglnning of May 20113,

|
f
|
|

STATE FORM #ita
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N 207 Continued From page 7

1 5. Record review revealed the facility admitted
- Restdent #11 on 01/18/13. Review of the

I Quarterly MD'S Assessment revealed the facilliy
. assessed the rasident as being maoderately

* impaired in cognition and requiring assistance

i. with baihing.

. Areview of the SRNA Care Plan Record for

" Resident #11 for the months of December 2012
. threugh May 2013 revealed Resident #11 had

" showers scheduled two times a week on second
i (2nd} shift. Areview of services provided

" revealed Resident #11 received forty-five (45) of
 fifty-two {52) showers scheduled during the six

" month review period.

. Interview with Resident #11, on 08/31/13 at 11:45
i AM, revesled he/she was scheduled for & shower
. two (2) imes a week and aboui every other waek
I hefshe did not get a shower and was fold by staff
. that it was because there was not enaugh staff.

) HelShe stated it made him/her feel “bad” and

. "lousy" when hefshe dign't get @ shower,

An Interview with SRNA#S, on 05/30/13 4t 10:56

! AM, revealed she tried to treat residents the way
she would want to be ireated in their positior.

! She shared she could not provide showers

. because there wasn't enough staff, and that

i residents were fortunate to get bed baths. SRNA

. #5 stated she felt it wrong not to be able to give

i restdent's their showers, and that aides were

_rushed and not able to provide quality care,

| describing her tasks as running into a resident

" room, bathing them, dressing them, then rushing

 to the next resident. SRNA#5 stated she felt

- neglectful to have to treat residents like a jaks

| Ingtead of a person, SRNA #5 stated sides had

_fried to talk to the Director of Nursing (DON) and

e e e 2o

t
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{ residents had spoken with the DON about soma
, ursas not helping out,

; Interview with Licensed Practical Nurse (
ton 05/30/13 at 11:37 AM, revealed it was
; verybody's job to answer call lights. LPN #1

- acknowledged thers had besn times when .
residents had been Incontinent because aides
hadn't been able to got 1o them. She stated at
one time they seemed to be having a lot of call
ins, and when they were short siaffed resident
care suffered,

LPN) #1,

! Interview with SRNA#7, on 05/30/3 at 3:15 PM,

; fevealed when she was intially employed at the
“facility there was more individual attention paid to
i festdents. Bhe expressed the cuality of care
 residents received suffered when working
shont-staffed and that she had been working
shifts short-siaffed quite a bit, She stated there

: are lots of times that residents only get bed baths
" instead of showers because there was rot
enolgh staff.

revesled she had worked all three shifts, and the
facility was often short-staffed on second shift,
SRNA#3 stated showers did not get done, and

i sometimes there was not tinte for even bed baths
" depending on how short staffed they wera

i working. SRNA #8 went on to reveal when staff
expressed concerns about staffing, they feet their
concerns were not addressed.

 Interview with SRNA #12, on 05/31/12 a1 10:59

~ AM, revaaled, if nobiody ¢alled in on weekends,
residents who were scheduled showers got them.
tf someone called in, they had to provide bed

i balhs instead, and residents were “prefty

. understanding” of this. SRNA #12 stated ajdes.

leterview with SRNA #8, on 05/30/13 at 3:43 PM, |

GRAND HAVEN NURSING HOME CYNTHIANA, KY 41031
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could not get to residents if they were bathing or i
showering someone else, or toileting someone i
else. |

]

Interview with SRNA #14 on 05/31/12 at 11:50 AM
revealed she works short-staffed cuite 5 bit. She |
; stated she could not get to calf fights when she :
* was giving baths, and that there were residents
; that requirs multiple bathroom breaks per eight
* hour shift, and there wasnt enough help,

" Intarview with SRNA #15, on 05/31/12 at 2:21
PM, revealed nurses did not answer call lights,
and instead would go (0 find aides, sven the _
aides were giving baths, if caff lights were going i
off. BRNA#16 stated she had finished bathing .
j residents ta find two (2) or three (3) call lights : :
going off. SRNA #15 stated she brought this to !
the attention of the DON a rmonth or two ago, but :
she can’ tell that anything had changed.

! An interview with the DON, on 05/30/13 at 2.4%
PM, revealed occasionally staff and residents
came ¢ her with concerns, although no one
expressad to her a concern shout staffing. She
stated staffing cencerns came up in resident ;
cauncil, and ware addressed in a meeting with |
the Administrator and Conservator, The DON :
- stated on average they recejved more than one
call in a wesk, and when there was 3 call in, staff
made Galls to fill the vacancy, The DON stated

i the facility had been doing audits on cal| lights

' since Dacember 2012, and that although aides
 had toid her some nurses didr't respend to call j
* lights, she had discussed this wih nurses and ]
| made observations of nurses answering call
‘lights,

! Interview with the ADON on 05/31/13 at 4:01 PM
| revealed all staff are responsible for answering ;

e e e

STATE FORM 6508 TWTC1 I eonlinnalion sheel 10 of 20
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! call tights, with the expectation being they are
" answered within three to four minutes. The
{ ADON revealed she was told some nursi ngG staff
i weren't responding to call lights, although staff
" audits hadnt supported this. Regarding showers,
" the ADON stated they were expactad 1o be given |
* unless a resident declined to have one given, i
; The ADON expressed on second shift, it they i
, were short staffad after attempting to replace staffé
* that had called in, they "made due®. |
I |
¢ An Interview with the Administrator, on 05/31/13 42
at 5:50 PM, revealed no one had come to her ;
* with a problem regarding staffing, and she was !
I unaware of the allegation nursing staf was not :
i responding to call lights.  She further stated she |
_ was not aware residents were not receiving their !
! showers as scheduled. j
i ]
|
]
|
|
|
|
!

N 238 992 KAR 20:300-9 Sectlon &, Mursing Services

: The facitity shafl have sufficient nursing staff 1o

i provide nursing and related services to attain or

. Maintain the highest practicable physical, mental,
. and psychosocial well-being of each regident, a3
¢ determined by residert assessments and

: individual plans of care,

! Based on interview, the group interview, record

, réview and review of the facility's poficy, it was

: dstermined the facility failed to maintain sufficient i

 staff to attain or maintain the highest practicable E
;
!

| i
{ This requirement is not met as evidenced by: i

i physical, mental, 2nd psychosocial well-being for

. five (5) of thirteen (13) sampled resldents

' (Residents #1, #3, #5, #6 and #11 ). The: facility

! failed to ensure snough staff o assistresidents |
; with scheduled showers and answer call lights in i
. a timely manner. Review of the State Registerad |
+ Nursing Assistant (SRNA) Care Plan Records for |

N 267

i
f
!
i
|
i
i
i
;
.
i
'
!
i
i
!
i
i
i
i
i
|
I
!
i
i
1

N23g

N 239 902 KAR 20:300-9 Sectjon

9. Nursing Services

Corrective Actlon for Resldents

Found to Have Been Atfected

The facility interviewed resident #1, #3,
#5, #6, and #11 for the purpose of
assuring that sufficient staff exists to
meet the needs of each resident. Each
resident voiced that they are satisfieg
with staffing and their care. Care is
pravided timely and according to the
Comprehensive Care Plan.

¥
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! the months of December 2012 through May 2043

“revealed numeraus instances in which showers

i were not given according (o schedule. Interviews |

I'with both residents and staff revealed SRNA staff !

, were rushed to provide care, and were unableto .

i meetthe care neads of residents on an orgoing
basis.

| (Refer to F-312) i

i The findings include; _

. Review of the facllity's policy titled, "Staffing

| Poticy and Procedure Direct Care®, not dated,

" revealed the facllity provided sufficient staff and

: sufficient hours of work to caregivers in order to |

! assure that appropriate care was deliverad o the

- ragidents.  The facility would provide direct care {

i staff and support staff for the purpose of ensuring |
]
|

|

‘ that care and services were provided that
enhance the quality of life for each resident.

; During the Group Interview, on 05/29/13 at 3:G0
PM, which consisted of {en (10} interviewahle

| residents, the resldents expressed concern with |
" the facility being short staffed. Residents shared
_occurrences in which staff failed to respond to call
i lights In @ timely manner. Mesidents were

' adamart this was not the fault of the staff as they
- expressed knowledge that staff were octupied

i caring for other residents, Residents shared they |
! rarely received their showers as scheduled, and
. more often than not had to settle for & quick bed
| bath as staff was 100 rushed to provide showers.

. 1. Record review revealed the facility admitted

! Resident #1 on 03/25/04 with diagnoses which
tincluded Diabetes, Review of the Minimum Data
i Set (MDS) Assessment, dated 04/21/13 revealed !
i the facility scored the resident as fourtess; (14) |
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ldentification of Other Residents
Having the Potential to be affected by
the Same Deficient Practice ;
All residents have the potential to be

affected.

The facility conducted interviews of al|
residents to determine if staffing was .
| adequate to meet the care needs of the
I resident. If the Resident was nan- :
communicative, the responsible party
for each resident was contacted for the
interview.  All  Resident and/or
! responsible  party Interviews were
reviewed to determine that the staffing
required was evident to meet the needs
of the residents. Interviews Iindicated
that care {5 being provided timely and -
according to the Comprehensive Care
Plan,

| Staff education was provided on
6/21/13 by the Director of Nursing to all
nursing staff regarding providing care In

' a timely manner to meet the needs of
| residents in accordance with the
| resident plan of care.
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[ out of fifteen (15) on the Brief Interview for Mental !
: Stalus (BIMS) assessment, indicating the
“resident had no cognitive impairment, Caontinued
i review of the assessment revealed the facility

, assessed the resident as requiring assistance

“ with bathing.

|

. Areview of the SRNA Care Plan Record for

* Resident #1 for 1he months of December 7012
i through May 2013 revealed Resident #1 had ]
_ showars scheduled two (2) times a week on !
! sacond (2nd) shift, A review of services provided |
i revealed Resident #1 received & shower a total of
. elght (8) times during the six (6) month review
! pericd, instead of the fifty-two {52) times
! scheduled,

* Intervisw with Resident #1, on 065/30/13 at 5:00
i PM, revaaled the resident would rather have a
" shower each time I was scheduled but further
{ stated | know thay are short staffed sometimes
. and have o assist him/her with & bad bath
" instead of a full shower.
" 2. Record review ravealed the facility admittesd
! Resident #3 on 09/26/06 with diaghoses which
, Included dlabetes and Depression. Review of the |
£ Annual MDS Assessment, dated 04/17/13 j
i revealed tha facllity assess the residant as having
& BIMS score of fifteen (15) out of fifteen {18) l
| indicating the resicient was cognitively inact and
; 88 reguiring assistance with e bathing,

|

|
1

¢ Areview of the SRNA Care Plan Record for I

 Resident #3 for the months of December 2012 |

¢ through May 2013 revealed Resident #3 had

; showers scheduled three times a weak on

- second {2nd) shift. A review of services provided |

: revealed Resident #3 received forty-nine (49) of ;

; the seventy-sight (78) showers scheduled during |
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]

J Measures or Systemic Changes put into
| Place to Avold Recurrence

i The Administrator developed a ten

| point questionnaire to be used for

| Resident/Responsible Party interviews

l to determine that sufficient siaff
i existed to meet the needs of €dch
Resident. Interviews were conducted by

! the Director of Nursing, Assistant
|! Director of Nursing, Social Services
Director and twe MDS nursing
personnel. Any identified concerns
| wele addressed immediately, These
interviews will be condutted for the
next two months to deterrine that
sufficient staffing is sustained to meet
the needs of the residents.

|

5 The  Administrator, Director and

¢ Assistant Director of Nursing reviewed
the staffing patterns of the facility in

conjunction  with  the completed
resident Interviews and the
Care Plans to

determine that the staffing required to
meet the needs of the residents s

] Comprehensive
!
! scheduled and is in place.
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} the six rmonth review period,

¢ Interview with Rasident #3, o 05/31/43 at 11:30

{ AM, revealed his/her needs were not being met
and this was his/her home, Resident #3 staled
hefshe was supposed tc geta shower two (2)
times a week and when there was only two {2)
staff on each hall, he/she was not given an option
of a shawar, just bed baths. He She stated this

* happened about three (3) times a month. The
resident stated he/she was told by staff the
reason for bed baths, was becauss there was not
enough help,

!'
|
|
i
|
{
§

3. Record review revealed the facllity adnritted
Residert #5 on 10/14/08 with diagnoses which
Included Osteoporosis, Parkinson's Disease and
Congestive Heart Fallure. Review of the
Quarterly MDIS Assassmeant, dated 03/20/43,
revealed the facility assessed the resident with a
BIMS score of twalve (12) out of fifteen (15)

¢ indicating the resident had maderately impaired
cognition, Further review revesled the faciity the
resident as requiring assistance with bathjng aad |
¢ toileting,

!

i A review of the SRNA Care Plan Record for

? Resident #5 for the months of December 2612
~through May 2013 revealed Resident #5 had

i shawers scheduled three times a week on ;
{ second {2nd} shift. A review of services provided

! revealed Resident #5 received forty-ons (41) of
; the fifty-two (57} showers schaduted during the

I six month review periad, with & period of thirteen
i {13) days without a shower during the month of

~ December 2012.

i

! Interview with Resident #5, on 05/30/13 at 4:40

CYNTHIANA, KY 41031
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The Director and Assistant Director of
Nursing reviews the daily staffing and
reports to the Administrator to assure
that staffing is adequate to meet the
needs of sach resident,

Staff education was provided by the
Director of Nursing on 6/21/13 to all
nursing staff regarding providing care iy
a timely manner to meet the needs of
residents In  accordance with the
resident plan of care.

The Director and Assistant Director of
Nursing are reviewing 24 hour report
and staffing assignments to ensure
staffing is available and assigned to
Mmeet  the  residents’ needs, Any
requests for changes in staffing are to
go directly to the Directar of Nu rsing.

: PM, revealed staff took a while to answer the call
| bell. Resident #5 further stated when | turnad the
L
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; bt 05126713 (4 ) J helsh ! i Charge nurses review the pu rsing
| calt qelf on, on Ime unknown) he/she | : ’
" had an accident in the bed because staff did ot i | dep?artment staffing SChe‘dUIESf
i get to him/her in time and hevshe had to wait and | { assignments and needs of the residents
, this made him/her feel awful. The Raesident | daily to ensure that adequate staff are
: further stated he/she would rather have a shower | in place to provide care In a timely
i than a bed bath on his/her scheduled days. ! manner for each resident in accordance
4. Record review revezled the facility admitted | with their indivicual plan of care.
" Resident #6 on 08/24/10 with diagnoses which |
! included Dementia, Diabetes and Peripheral i staff education has been given by the
Vascular Disease. Raview of the Quarterly MDS Director of Nursing or
o i A 1 6/21 3 to
| Assessment, dated 02/15/13 revealed the facility | charge nurses gr di /211 .
~ assessed the resident as having severe cognitive ,l & €5 regarding Supervision
i impairment and requiring extensive assistance g and delegation of duties to provide
. with bathing. ; . timely care to meet the needs of
I residents in accordance with the
. Araview of the SRNA Care Plan Ragord for individual plan of care
; Resident #6 for the months of December 2012 )
. through May 2013 revealed Resident #8 had g ]
b showers scheduled two (2) times a wesk on ; The staffing patterns are reviewed at
. second (2nd) shift. A review of services provided the daily  Continuous Quality
i revesled Rasident #6 received twenty-eight (28)

Improvement (CQJ} meetings to assure
that staffing is provided to meet the
needs of each resident

_of the fifly-tws (52) showers scheduled during the
i 8ix month review pertod, with a period of sixteen

. {16) days without a shower from the end of April

i 2013 through the beginning of May 2013,

i 5. Record review revealed the facllity admitted
. Resident #11 on 01/18/13. Rsview of the

i Quartarly MDS Assessment revealed the facility i
~assassed the resident »s being moderately

¢ impaired in cogrition and requiring assistance
" with hathing.

A review of the SRNA Care Plan Record for

i Resident #11 for the months of December 2012
 through May 2013 revealed Resident #11 had ,,
i showers scheduled two times a week on sscond :
{2nd) shift. A review of services provided

| revealed Resident #11 receivad farty-five (45) of
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, fiftydwo (52) showers scheduled during the six
_manth review pariod.

" Interview with Resident #11, on 065/34/13 at 11:45
! AM, revealed he/she was scheduled for a shower
. o (2) times a week and about every other week

i that it was because there was not enough staff.
' He/She stated it made him/her feel “bad” and
j "lousy" wher he/she didn't gat a shower.

| An Interview with SRNA #4, an 05/301 3 at 10:28
. AM, ravealed for the past *four or five mofths”,

! she hadn't been able to get her work done "the

, way | would like to™. She wenton fo elaborate

¢ thal she was always rushing and uriable to spend
; any quality time with residerts. Shewent onto

; the attention they deserved. SRNA #4 went on to

' reveal residents informed her thay had to wait

i twenty (20} to thirty (30) minutes for staff 1o

" answer call lights, and that this was a daily

; occurrence. SRNA #4 stated that it was an sides

! job to visit with residents who did not come out of

i their rooms, but they didn't have time to do 1t -

' SRNA #4 also shared some rurses did no

, answer call lights,

i

. An interview with SRNA #5, on 05/30/13 at 10:56

¢ AM, revealed she tried to treat rasidents the way

. she would want to be treated in their position,

 "like they're family”. She shared she could not
provide showers because there was not enough

! staff, and that residents were forunate to get bed
baths. SRNA#5 stated she felt it wrong not to be

i able to give resldent’s their.showers, and that

. aldes were rushed and not abte to provide qQuality

: care, describing her tasks as running into a

: Tesident room, bathing them, dressing them, then

! rushing to the next resident. SRNA#5 stated she

! hefshe did not get a shower and was told by staff :

! express regldants didn't feel like they were getting i

H

|
!
|
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N 239 Continued From page 16 ¢ N 239
1

Plans to Monltor Performance for
Sustained Solutions

Residents altending  the monthly
resident council meetiitg  will he
interviewed to determine if staffing s
sufficient to meet resident's needs ina
timely manner.

Residents and/or responsible party (if
appropriate) will  be interviewed
quarterly by the Social Services director
until compliance has heen sustained to
deterinine Jf staffing is sufficient to .
meet the individual needs of the
resident. Any further issues in this area
will be put through the £y process,

Results of cql staffing patterns and
Resident/Responsible Party Interviews
will be reviewed by QA comimijttes
monthly to ensure that sufficient staffis
available to meet residents’ needs, The .
facllity will follow the rerommendations -
of the QA commitiee,

6/26/2013
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N 239" Continued From page 16

Efalt it neglectful to have to treat residents like 3

: joh instead of a person, "but we o the best we
fcan’. SRNA#5 stated aides had tried to talk to
. the Director of Nursing (DON) and residents had
! spoken with the DON, about some nurses not

. helping out,

Intwrview with Licensed Practical Nurse (LPN) #1, | :
on 05/30/13 at 11:37 AM, revealed it was ’
everybody's job to anawer call ights, and she
responded to calt ights, 1PN #t acknowledged
_there had been fimes when residents had besn
incantnent because aides hadn't been able tg get
to them. She staled at one time they seemead to
be having a lot of call ins, and when they are : :
short staffed resident care may suffer,

Interview with SRNA #7, on 05/30/13 at 3:15 PM,
revealed when she was initially employed at the '
facility there was more individual attention; pald to
; resldants, She exprassed the quality of care

| residents receive suffered when working
short-staffed, and that she had been working
shifts shorl-staffed quite a bit.

nterview with SRNA#E, on U5/30/13 at 3:43 PM,
revealed she had worked all three shifts, and the
facllity was ofien short-staffed on second shift, 1-
SRNA #8 stated she has had residents cry when i
they urinated on themselves because aldes |
i haven't been able to get to them in time, and
nurses did not always help. She stated showers
did not get dane, and sometimes there wasn't
time for even bad haths depending on how short | i
staffed they were working. i

S

i Interview with SRNA#9, o 05/30/13 at 438 PM,
i revealed "two people [aides] can't do the joti on

- third shift,” and when there are fewer than four

' aides on second shift, residents don't always get

STATE FORM Eage 1WTEn Il cominuaion sheal 17 of 20
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I their smoke breaks on time, on occaslons having !
i 10 wailt 20 to 25 mirutes past schedulad timae, !
" SRNA #3 stated i doesnt happen often, but thers | !
* had been times when she wasnt ablelogetto | g
i residents in time before they had a bowel or i
. bladder accident, and that residents wers '
" sometimes upset because we weren't there when

f they needed us,

! AM, revealed if nobody called in on weekends,
; residents who were scheduled showars gotthem. |
. if someone called in, they had to provide bed |
' baths nstead, and residents wera "pretty i
! understanding” of this. SRNA #12 stated call !
. lights were more a concern on st shift, and there ;
" had been quite a few times when residents had |
i had an incortinent episode whie wailing on staff ] ]
;
!
!
|
{

%
' Itorview with SRNA#12, on 05/3112 al 10:50 |
i

; Yo respond to call lights. SRNA #12 stated aides
* could not get 1o residents if they were bathing or
1 showering someons else, or toileting someone

. else.

i Interview with SRNA #14, on 05/31/12 at 11:50

. AM, revealed she worked shori-staffed quita a kit,
! Bhe stated she could not get fo cal lights when

: She was glving baths, and that there wers |
‘ residents that required fourteen or fiftesn

| bathroom breaks per eight hour shift, and there

. Was not enough halp.

i Interview with SRNA #15, on 0%/31/12 at 2:21

. M, revealed nurses did not answer call lights,

i and Instead would go to find aides, even if giving |
; baths, if call lights were going off. SRNA#15 :
" stated she has finished bathing resldents to find
| two or three call lights going off. SRNA #15 ;
; stated she brought his to the attention of the
. DON a month or two ago, but she coufd not tall : :
i that anything had changed. SRNA#15 stated

T

STATE FORM e PWTO1 {l coninualian shee] 18 ) 20




-
i
L)
T
L3

—
[ |
Lad

Jun. 240 7813 5 5iEY

PRINTED: 06/14/2013
FORM APPROVED

Qffice of [nspector General
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRLUCTION {¥3) DATE SURvEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: A BULOING: COMPLETED

100522 BWING | e 05/31/2013
NAME OF PROVIOER OR SUPPLIER STREET AGLRESS, CITY, STATE. 2P CODE

1 R
GRAND HAVEN NURSING HOME VAT S PARK

(e i SUMMARY STATERENT OF DEFICIEMCIES ' D ; PROVIDER'S PLAN OF CORRECTION : 151
PREFIX | {EACH DEFICIENCY MUET BE PRECEDED BY FLLL | OPREFI (EAGH CORRECGTIVE ACTION SHOULD BE }SOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATIOM) P TAG | CROSSREFERENCED TO THE APPROPRIATE | bt
f : DEFICENCY)
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" there had been tmes when residents had bowel | :
* or bladder accidents while waiting on staff 1o I :
i respond to callfights, and she did not think It was i ' i
, 8cceptable, and residents weren't happy about it, | | :
' i

! An interview with the DON. on 05/30/1 3 at 2:45
i PM, revealed occasionally staff and residents i
~came to her with concerns, although no one i
i expressed to her a concem about staffing, She i
"+ stated staffing concerns came up in resident !
" council and were addressed in a meeting with the |
: Administrator and Conservator, The DON stated ¢
i on average they received more than one call in & )
. week, and when there was a call in, staff made |
+ calls to fill the vacancy. The DON stated the i
{ facility had been doing audits on call lights elnce /
;
J
|
|
]

- Decamber 2012, and that although aides had told |
b her some nurses didn't respond to call lights, she

i Mad discussed this with nurses and made

" observations of nurses answering call lights.

: Interview with the ADON, on 05/31/13 at 4:01 PM,
" revealed all staff was responsible for answering
fcalllights, with the expactation belng they would

; be answered within three to four minutes, The

" ADON revaaled she was lold some hursing staf

: weren't responding to eall lights, although gtafr

. audits hadn't supportad this, The ADON revealed
* she dldn't believe the presence of management

| staff when present affected the results of sudils,

_ end felt audits conducted by nursing staf were
tvalld, The ADON revealed if nurses weran't

j answering call lights, she wasn't aware of it.

" Regarding showers, the ADON stated they were

! expected to be given unless a resident deglined

. to have one given, The ADON expressed on

: second shift, ¥ they were short staffed after

| atternpling to replace staff that had called in, they
; ‘'made due",

e g, s
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: | DEFICIENGY) ;
N 239’ Continued From page 19 | N 239
! { |

; An interview with the Administratar, on 05/31A13
© &l 5:50 PM, revealed no one had come to her !
" with a problem regarding staffing, and she was f
! unaware of the allegation nursing staff was not i
i responding to call lights. The Administrator, in |
, light of this allegation, stated she gHl felt It ;
© appropriate for nurses o do audits. She revaaled !
 the facility call light audits had not revealed any
i prablems.

|
J
i
|
|
!
|
{
i
|
§
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FRINTED: 06/13/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVICES O8E NO. 0938-0391
STATEMEMT OF DEFICIENCIES (X1) PFROVIDERSUPPLIER/CLIA {XZ} MULTIPLE COMNS TRUCTION (#%) BATE 5URVEY
AMD PLAN OF CORRECTION DENTFICATION NUMBER: & BUILDING 09 - MAIN BUILDING o4 COUPLETED
185332 B WING 08/29/2013
HAME OF PROVIDER OF SLIPPLIER STREET ADDRESS, CITY. GTATE, ZIF CODF
106 RODGERS PARIC
t] HAV 1
GRAND HAVEN NURSING HOME CYNTHIANA, KY 4103
Oy D ! SUMMARY STATEMENT OF BEFICIENCIES ; o PROVIDEFR'S PLAN OF CORRECTION T ey
PREFIX ¢ (EACH DEFFICIENCY MUST BE PREGEDED BY FULL OPRERX (EACH CORRECTIVE ACTION SHOULD BRE © COMPLETION
TAG .  REGULATORY ORLSC IDENTIFYIG |NFORMATION; ~ TAB | CROSS-REFERENCED T THE APPROPRWTE  :  DATE
; : DEFICIBNCY) . i
i !
K 000 | INITIAL COMMENTS LK 000! . \ ; :
. Preparation and execution of this plan i
'- CFR: 42 CFR 483.70(2) of C?rr:ectaan does not constltute an !
.5 : i admission of or agreement by the
{Building: 01 tprovider of the truth of the facts
‘ N _ . alleged or concluslons set forth in the
i Survey under: NFPA 101 (2000 Edition) :  statement of deficiency. This Plan of
" Plan approval: 1679 : , Correction is prepared solely because

j IFederal and State Law require it.

! Facility lype: SNF/NF : ., Compllance has been and will be
. lachieved no later than the last

.! © . : ;

_;(Tl}‘rﬁ’;rg;ﬁﬁf;‘;)‘““e- One stary. Type _completion date identified in the POC,

: : t Compllance will be maintained as

| Smoke Compartmenl: Four (4) _provided in the Plan of Correction,

: : _

- ‘ ! _ i Failure to  dispute or challenge

, Flre Alarm: Complete fire alarm with smoke i ' deficlencies below is not an admission

| detectors Installed In corridors, single statlon :  th
" smoke detectors installed in resident raoms 102, . (that the alleged facts occurred as
103, 108, 107, 109, 203, 204, 208, and 210 " pressnted in the statements.

; New panel installed 2005,

! Sprinkler System: Complele sprinkler system
- {dry}. New dry plpe valve inslalled 111511 ;
. i
; Generator.  Type 2 generator powered by natural :
{gas :

i A Standard Life Safety Code Sutvey was

I conducted on 05/29/13. Grand Haven Nurging ;
Facility was found nol to be in compliance with |

 the requirements for participation |n Medicars and

 Medicald. The census on the day of the survey |

" was forty-nine (49). The facility |s licenzsed for fifty |

 four (54) beds. f

i

‘The Hi?&s@mpe and Severity deficiency was

-~ s - ¢ i
OVIDER/SLIPALIER REPRESENTATIVE'S SIGHATURE © TTLE (X8) OATS

- a&m[niﬁ’rrmhp b-1%-14

Any deficiency staignant erding with an astensk (*) dano}e?a deficiency which [he instiiution may be excused from correcting providing it 5 detarmined that
other safegUards prqvida sufficient prilagiion te the palienls, {See inslructions.) Excepl for niwsing homes, tha firdlngs slated above are digciosabla 80 days
Tallowing the daia of burvay whether or not 8 plan of corraction Is providsd. For nursing homas, he above findings and plans of cotreation ate disclosable 14
days following Ihe date these documents are mads available io the fagifily. 1f deficlencies are cilad, an spproved plan of corraclian is radjaisita to conlinued

program parkopation.

o
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DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MECICAID SERVICES

STATEMENT OF DEFICIENCIES {(%1) PROVIDER/SUPPLIERICLIA (%) BRHLTIPLE CONSTRUCTION {(X3)DATE SURVEY |
AND PLAN OF CORRECTION IDENTIFICATION RUMBER: A BULDING 04 - MAIN BUILDING 61 COMPLETED :
185332 i WING 05/20/2043

HAME C3F PROVIDER OR SUPPLIER

GRAND HAVEN NURSING HOME

STREET ADDRESS, CITY. STATE, 2t CODE
163 RODGERS PARK

CYNTHIANA, KY 41031

e | SUMMARY STATEMENT OF DEFICIENGIES D ; PROVIDER'S PLAN OF CORRELTION ! 1X5)
pREFIN | (EAGH DEFICIENCY 8UST BE PREGEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SMOULD BE | COMPLETIM
TAG ! REGULATORY OR LG IDENTIFYING INFORMATION) TG CROSS.REFERENCED TO THE APPROPRIATE ~ RATE
' BEF|CENCY) :
!
K 000 Continued From page 1 KO

fan "F" level,
KO18 NFPA 101 LIFE SAFETY CODE STANDARD
85=E;

{ Doors protecting corrldor openings in olher than

| required enclosures of verlical openings, exits, or

hazardous areas are subslantial doors, sush as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20

: minutes. Doors in sprinklered buildings are only

003 K 918 (F} Fully Latchlng Doors

K 018 o

- Correctlve Action for Residents

. Found to Have Been Affected

| On 5/29/2013 the resldent room doors |
£ 105, 202, and 212 were addressed by
_ the malntenance technician and have

i fully latching doors.

{ required to resist the passage of smoke, Thers is - :
- no impediment to the closing of the doors. Doors |
are provided with @ means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.36 °

gre permitted. 19383

Identification of Other Resldents ;
Having the Potential to be affected by
: the Same Deficlent Practice :
. All resldents have the potential to he
affected by the same deficient practice
Pand on 5/29/13, the Administrator |
, completed rounds throughout the |
! facllity to identify any other doors that
t were clted in K 018, No other doors
were identified to have non latching
; daors,

" Roller lalches are protiibited by CMS resulations
in all health care Facilities.

| Measures or Systemlc Changes put into |
" Place to Avoid Recurrence

. This STANDARD is not met s evidenced by: . Monthly facility-wide rounds wlll be

: Baged on observation and interview, It was | completed by the malntenance

i determined the facilily failed to ensure corridor - .

" doors would resist the passage of smoke, The . technician to monitor resident room
doors 10 ensure that they futly latch °

deficiency had the potenlial to affect three (3) )
, doors, six (8) residents, staff, and visitors. i when closed. Any identifled Issues will
P ¢ he corrected immediately,

Documentatlon will be provided to the
Administrator  and  the  Safety
Commlttee.

’ The findings Include;

Observation, on 05/29/13 between 5:00 AM and |
: 12:00 PM, revealed resident reom doors 105, ;

FORM CMS-2587(0299) Previogs Versions Obaalates Evend I 1WTG21 Factlity i 100522 if gontirsalion sheet Page 2077
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FRINTEEY: 08/13/2013

DEPARTMENT CF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES GMB NO. 0938-0391
STATE MENT OF DEFIENCIES (¥1) PROVIOER/SUPPLIEFR/CLIA (¥2) MULTIFLE $OMSTRUCTION (X3) DATE SURyEY
AND PHLAN OF CORRECTION IDENTIFICAT|ON MUMEER: A BUILGING 04 » MAIN BUILDING 01 COMPLETED
185332 BWiNG 05/28/2013
HAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE, ZIF CODE
105 RODGERS PARK
AND NURS OME
GRAND HAVEN NURSING H CYNTHIANA, KY 4103t
r"_( K4 4D | SUMMARY STATEMENT OF DEFICIENGIES i D . PROVIDER'S PLAN OF CORRECTION 75
PREFEX ! {EAGH DEFICIENCY MUST BE PRECEDED 8Y FLLL P oPREFIX (EACH CORRECTIVE ACTION SHOULD AE | COMPLETIH
TAG ! REGULATORY OR LSCIDENTIF YING INFORMATION) ; TAG CROSSREFERENCED TO THE APPROPRIATE ; DATE
| ! { DEFICIENGY) :
f ? =
K 0181 Conlinued From page 2 . K018l Plans to Monitor Performance for
§ 202, and 212 would not latch when shu, . Sustalned Solutions
" Resident room doors must lateh to resis| the : i Results of the monthly audits for
 passage of smoke. The observaton was -‘ . properly latching doors are monitored :
confirmed with the Maintenance Director. : i . \
i - by the Administrator and reviewed by
; Interview, on 02/05/13 at 1:00 PM, with the ! the Safety Committee that meets :
“Maintenance Director revealed he was not aware : i monthly. The Safety Committee will E
: the resident room doors, located in the corridor, | . make recommendations and provide

. Would not latch. This was confirmed with the
{ Administrator.

' Reference: NFPA 101 (2000 Edition), § ;
| : 5/2&/2{)13

. 19.3.6.3.2* Doors shall be provided with a means |
! suitable for keeping the door closed that is '
; acceptable to the authority having jurisdiction. :
' The: device used shall be capable of keeping the ;
: door fully closed if a force of 5 Inf (22 N) I :
. @pplied at the latch edge of the door. Rollar

t latches shall be prohibited on corridor daors in ‘
. buildings not fully protected by an approved !
" automalic sprinkler system in accordance with

§ 19.3.5.2. _’ . ,
_ Exception No. 1: Doors |0 tollet rooms, - K025 (F) Smoking Penetrations

- bathrooms, shower raoms, sink closets, and

follow-up for proper door latching.

' , Similar auxilizry spaces that do not contain i Corrective Action for Residents

* flammable or combustible materials. i . Found to Have Been Affacted

i Exception No, 2: Existing roller latches :

~demonstrated to kesp the door closed againsta | J' On 5/29/2013 the tlifﬁﬁ' (3 Oli four {4)

Hforce of 5 bf (22 N} shall be parmitied to be kept ¢ smoking compartments identified In K.

. In service. ! : 025 were  addressed by the.
K 025! NFFA t01 LIFE SAFETY CODE STANDARD K028 malntenance technician  and  the
88=F : ! smoking compartments were sealed per,

Smoke barriers are constructed to provide at

‘least 3 one half hour fire resistance rating in  regulatory guldance provided in K 025 .

; accordance with 8.3, Smoke barriers may i ; Since all residents have the potential to
" terminate at an atrlum wall. Windows are ! , be affected please see pelow far the
' protected by fire~rated glazing or by wired glass identification of all residents,

FORM CMS-2867( 10-99) Previoys Versions Obsciate Event iD; 1WTE: Fachlly It» 100522 If cenlinuation sheet Fage 2 of 7
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FORM APPROVED
OMB NO. 0338-0391

. penels and steel framaes. A minimum of two

' separale compantments are provided on each

i floor. Dampers are not required in duct
~Penetrations of smoke barrlers in fully ducted

i heating, ventilating, and air conditionng systems, |
18373, 1837519163, 19164 ,

. This STANDARD s not met as evidenced by:
* Based on observatlon and interview, It was ‘
+ determined the facility failled to ensure smoke

_ barriers werg maintained according to National
* Fire Protection Association (NFPAJ standards. .
: The deficiency had the potential to affect three (31
“of four (4) smoke compartments. all residents,

i staff and visitors. The facility is licensed for .
fifty-four (54) beds and the census was forty-nine |
' {46} on the day of the survey. ;
i The findings include:

i vy
Observation, on 05/29/13 at 11:15 AM, revealed '
* smoke barrier at 200 Hall had penetrations (three i
; (3) one inch in diameter) not sealed around :
~conduit piping and data wires penetrated the

i walls. Also 100 Hall smoke barrier had (two (2)

. one inch) peretrations around conduit and data

' wires not sealed aiso five(S) to six(B) large voids
| around truss lumber penetrating through the

" smoke barrler was not sealed to resist the

i passage of smoke.

' Intorview, on 05/29/13 at 11:40 AM, with the
' Maintenance Director revealed he was unaware
. of the penetrations.

STATERENT OF DEFIGIENCIES {X1) PROVIDERYSUPPLIER/CLIA {(%3) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PL AN OF CORRECTION DENTIFICATION NUMBER: A BUILOING 01 - MAIN BUILOING 01 COMPLETEQD
185332 B. Wing 05/29/2013
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE. ZIP CODE
105 RODGERS PARK
GRAND HAVEN NURSING HOME .
CYNTHIANA, KY 41031
(Xa) 10 | SUMIMARY STATEMENT OF DEFICIENGIES : ) : PROVIDER'S PLAN OF CORRECTION i %5
PREF (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX |EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAC REGULATORY OR LSC IDENTIFYING INFORMATION) LI P CROSS-REFEREMCED TO THE ARPSROPRIATE paTE
. DEFICIEMNCY!
i _ ; .
K 025 Continued From page 3 K 035 fdentification of Other Residents
! ~ H

Having the Potential to be affected by
i the Same Deficient Practice
; On 6/8/1013 the facility’s contracted
. fire safety vendor completed a review
' of alt smoke barrlers to ldentify the
potential of sinoke barrier penetrations,
¢ On  6/10/2013  the administrator
| Obtained an outside contractor to audit
all smoke barriers to identlfy any

. smoking penetrations and to educate

the maintenance technician on the

proper maonitoting and recognition of
| smoke barrier penetrations. On
. 6/14/2013 the maintenance techmiclan
identlfled and repaired any
penetrations that were not sealed
around cenduit piping, data wires and
around trusses,

FORM CMS-2687{02-99) Previous Verslans Obsolejs Evenl iD: 1WTC2
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¢ Interview, on 5/29/13 at 12:10 PM, with the !
" Administrator revealad she thoughl the smoke

! harriers were in compliance after the work from

, tast year,

: Refarence: NFFPA 101 (2000 edition) -

“8.2.4.4.1 Pipes, vonduits, bus ducts, cables, i

i wires, air ducts, '

; pneumatic tubes and ducts, and similar building !

' service equipment ,

; that pass lhrough smoke partitions shall be :

‘protected as

i follows:

. {1) The space belwsen the penetrating tem and

! the smokea

; partition shall meet one of the following

" conditions; ‘

i a. It shall be filed with a material that is capable
of llmiting ;

* the transfer of smoke. {

i b. It shall be protected by an approved device that.

tis f

{ designed for the speclfic purpose.

{2} Where the penetrating item uses a sleeve to

{ penetrate the

; Smoke partition, the sleeve shall be solidly set in

"the :

: smoke partitior, and the space betwean the ftem ;

" and the X

: sleeve shall meet one of the folowing conditions: |

_a. It shall be filled with & material that is ¢apable

! of limiting

. the transfer of smoke. !

' b. It shall pe protected by an approved device that ;

Lis :

 designed for the specific purpose.

£ (3) Where designs take transmisslon of vibrations

: Into consideration, !

STATEMENT OF DEFiC_IENCiES (X1} PROWDEHISUFFLIE?X?C&IA {X%) MULT|PLE CONSTRULTION (X3} DATE sURVEY
AMND PLAN OF CORRBCTION IPENTIFICATION NURMBER: A. BURDING 01 - MAIN BUILDING o4 COMPLETED
) 185332 B. WiING : 06/29/2013
MAKE OF PROVIDER OR S5UPPLER STREET ADDF?ESS; CITY, STATE. ZiP CODE
165 RODGERS PARK
GRAND HAVEN NURSING HOM _ .
AV ING E CYNTHIANA, KY 41031
(x4)iD | SUMMARY STATEMENT OF DEFICIENGIES 0 i FROVIDER'S PLAM OF CORRECTION D
FREFIX . (EACH DEFICIBNCY MUST BE PRECEDED BY FULL PREFIX ! (EACH CORRECTIVE AGTION SHOULE BE i COMPLETIN
TAG REGULATORY OR 150 IDENTIFYING INFORMATION) i TAG CROSS-REFBRENCED T4} THE APPROPRIATE : DATE
: DEFICIENLCY)
o | ; .
K 025 | Continued From page 4 - K028t Measures or Systemic Changes put into

i Place to Avoid Recurrence

; The  Maintenance technician  will

_ shadow each contracted technician to

©identify any newly created smoking
i penetrations durlng maintenance of

bullding. Alt Interrupted penetratjons

made will be corrected immediately.

Maintenance technician will complete
: documented environmental rounds on ,
: @ weekly basis and provide the results
to the Administrator and the Safety
Committee. The environmental rouncs
include  monitoring  of smoking
penetrations to ensure that they are
. properly sealed.

. Plans to Monltor Performance for
! Sustalned Solutions ’
Results of the weekly audjis for smoke
; barrier penetrations are monltored by
. the Administrator and reviewed by the
| Safety Committee that meets monthly,
i The Safety Committee will make
recommendations and provide follow-
up for angl smoke barrier penetrations.

6/26/2013

FORM GMS-1567(0248) Previbus Versiong Obactete Evenl 10 TAWTCH
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FORM APPROVED
OMB NO. 0938-0351

BE=F

| Door openings in emoke barrlers have at leasta

: 20-minute fire protection rating or are at least :

- t%-inch thick solid borded wood core. Non-rated |
protective plales that do nol exceed 48 Inchas :
from the bottom of the door are permitted.
Horizontal sliding doors comply with 7.2.1.14.
Doors are self-closing or automatic closing in

. accordance with 19.2,.2 2.6, Swinging doors are

i not required to swing with egress angd positive

¢ latehing is riot required.  19.3.7.5, 18.3.7.6, ;

119.3.7.7 i

This STANDARD is not met a5 evidenced by:
Based on observation and intérview, [t was
determined the facility failed to maintaln smoks
barrier doors to resist the passage of smoke,
i according to National Fire Protection Association
{ (NFPA) standards. The deficiency had the i
; potential to affect three (3} of four (4) smoke ’
i barriers, all residents, staff and visitors. The
[ faclity Is licensed for fifty-four (54) beds and the
. cansus the day of the survey was Forty-nine (49). |

 The findings Include:
" Observation, on 05/28/13 at 9:43 AM. revealed

the doors located in the smoke barriers located in |
- 100 Hall did not complelely close to resist the :
]

STATEMENT OF DEFICIENCIES {X1) PROVIDEF/SUPPLIERTCLIA £X2) MULTIFLE CORSTRUCTION (¥2) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A, BUILDING 1 - MAIN BUILDING 01 COMPLETED
_ 185332 B WING 05/29/2013
NAME OF PROVISER OR SUPPLIER STREET ACDRESS, QITY, STATE, 2P GODE
105 RODGERS PARK
G HAVEN NURSING HOME
RAND NU CYNTHIANA, KY 41031
{3y 10 SLMMARY STATEMENT OF DEFIGIENCIES iD PROVIDERS PLAN OF CORREGTION ()
PREF|Y, | (EACH CEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULE BE ¢ COMPLETION
TAG | REGULATORY OR LSC IDENTIF YING INFORMATION,) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
! DEFICIENCY) |
%
K ozsg Continued From page 5 KQO25. )
! any vibration isolation shall meet one of the
following conditions: g
a, It shall be made on either side of the smoke :
partitions.
b. It shall be made by an approved device that is :
: designed for the specific purpose. ;
K 027 ; NFPA 101 LIFE SAFETY CODE STANDARD Kaz7:

K 027 {F} Smoke Barrier Doors

Corrective Action for Resldents

Found to Have Been Affected

Oon 6/10/2013 the facility hired a

malntenance consultant who asslsted

the maintenance techniclan in both

identifying and correcting any citations

related to K 027. The smoke barrier
. doors on the 100 Hall are closing
i properly to prevent the passage of
i smoke. Since all residents have the
. potential to be affected please see

below for the identification of all

resldents.

Identification of Other Resldents '
Having the Potential to be affected by
the Same Deflclent Practice

Oon 6/10/2013 all smoke harrier doors
were reviewed for proper cdlosure to
prevent the passage of smoke.

FORM CMS-2587(32-49) Previous Varslions Obsafele Evan| 10 1IWTC21
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PRINTED: 06/1%2013
FORM APPROWED
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STATEMENT OF DEFICIENGIES (x1) PROVIOER/EUFPLIERICLIA
AND PLAN OF CORRECTION iDENTIFICAT ION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A BUILDING 61 - MAIN BURLDING 61

{X3) DATE SURVEY
COWPLETED

]
i

- 185332 B WiNG 05/28/2013
NAME OF PROVIDER OR SUPPLIER STREET ADBRESS, CITY, $TATE, ZiF CODE
105 RODGERS PARK
GRAND HAVEN NURSING HOME
AND HA RSING CYNTHIANA, KY 41031
(X4)ID SUMMARY STATEMENT OF DEFICIENCAES o PROVIDER'S PLAN OF CORRECTION D g
BREFIX [EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY O LSC IDERTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE A2 PROPRIATE DATE

DEFICIENCY)

K 027 Continued From page 6
| passage of smoke.
i

Interview, on 05/20/13 at 9:43 AM, with the
. Maintenance Director, revealed he didn't know
i why the doors would not closie cormpletely but
“would correct the problem,

i Referencer NFPA 101 (2000 edltion)

" opening leaving only the minimum clearance
. necessary for proper aperatlon and shall be
} without undercuts, louvers, or grilles,

Centers for Medicare and Medicald Services
; Survey and certification letter. 7-16

£.3.4.1* Doors In smoke barriers shall close the

K 027! Measures or Systemlc Changes put into

Place to Avold Recurrence

On 6/18/2013 smoke bairier doors

were added to the documented

envirprunental rounds,  These

observations will be made using the :

rounds checklist and will continue on 3
: weekly basls. Any identified [ssues will
' be repaired Immediately, '

Plans to Monitor Performance for
Sustained Solutions
The results of the documented roandsJ‘
- will be provided to the Adminlstrator
; and the monthly safety committee for
{ review, recommendations and follow-
up.

6/26/2013
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