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Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 10/30/15 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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55=D COMPREHENSIVE CARE PLANS COMPREHENSIVE CARE PLANS

A faclity must use the esulls of the assessment
{0 develop, raview and revise the resident's
. comprehansive plan of care,

© The facility must develp a somgvehensive care
plan for each resident that includes measurabla
objectives and limetables io mesl a resident’s
medical, nursing, and mental and psychosonigt
needs that are identified in the comprehensive
assessment,

The care plan must describe the services that are
(0 be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psyohosocial well-belg as required undar
§4832.25, and any services that would otherwise
be required under §483.25 bul are nol prowided
due to the resident’s axercise of rights under
§483.10, Including the right lo refuse ireaimen)

What corrective action{s) will be
accomplished for those residents
found to have been affected by the
deficlent practice?

Resident 413 had 2 care plan
developed related 1o MRSA of the
blood developed on $/2472015 and
since resolved on 10/1/2015.

How will you identify other residents
having the potentlal 1o be alfected by
the same deficient proctice and what
tarvective setion wit] be faken?

All residents have the potential to be
affected. Al care plans will be
seviewed by the Interdisciplinary team
0 ensure resident’s corrent phivsical,
mental, and psyche-social needs are

under §483.10{b}{4). sddressed by 193072015, §
This REQUIREMENT is not mat as evidenced
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by
- Based on interview, record raview, and review of

the facility's policies, it was determined the facility
failed to develop an Infection Control Care Plan
for one (1] of tweniy one (21) sampled residents
{Fesident #13) in regards 1o an active Methicillin
Resistant Staphylococcus Aursus (MRSA)
infection,

- The findings include:

Review of the facility’s Resident Assessment
instrument (RAl) Process Policy, dated 08/20/15,
revealed the facility would adhere to all Centers
for Medicare and Medicaid Services (CMS)
regulations which are considered the dsfinitive
source in completion of the RAl process. This
would include coding the Minimum Data Set
(MDS), complation of Care Area Assessmenis
{CAA's) and the development of the
comprehansive plan of care.

Heview of the facility's Interdisciplinary Care Plan
Policy, dated 02/26/18, revealed the purpose of
the interdisciplinary care plan was o guids the
facitity in providing the necessary care and

_ services {o attain or maintain the highest
- practicable physical, menial, and psycho-social
- wellbeing of the resident.

Heview of the facility's Infections - Clinical
Profocol Policy, dated 12/01/14, revealad the
facilily would provide supporfive measures 25
negded and wear an isolation gown and gloves
for all interactions that may involve contact with
the resident or potentially contaminated areas in
the resident's environment for residents in contact
isolation precautions,

34y 1O SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION 3 (%8}
PREFIK {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIK {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG FEGULATORY OR LEC IDENTIEVING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE GATE
DEFICIENGY}
F 278 Continued From nage 1 F2rg

What measures will be put into place
or what systemic changes vou will
make to easure that the deficient
practice does not recur?

The interdisciplinary team and direct
care nurses including floor staff wre
being educsted by the DNS and ADNS
on updating care plans as resident has
changes in needs including physicsl,
mental, and psycho-social by
10/30/2018.

How will the corrective sction(s) be
monitored to ensure the deficient
practice will not recur, i.e., what
quality assurance program will be
pat inio place?

The RNAC, DNS, ADNS, sn/or Unit
Managers will sudit care plans for
residents that are new admissions,
readmissions as well as new order to
ensure care plans have been made to
meet cusrent needs including physical,
mental and psychosocial daily x 2
weeks, then 5 times per week for 4
weeks,

Any issues will be addressed by
smployee re-education and/or
discipline or revision of this plan by
the DNS, Any issues with lack of
compiiance plan to reach compliance,
The QAPL committee will determine if
further action needs 1o be taken, and
determine the continued time schedule
for further sudits, The QAP
commitiee will meet monthly and the
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F 279 Continued From page 2 F279]  Executive Director will direct any
Review of the clinical record, revealed the facility . changes.
admittad Resident #13 on 05/16/15 with
diagnoses of history of Skin Infections, Chronic . Completion date - 10/30/201%5

Obstructive Pulmonary Disease (COPD),
infectious Disease of he Nares, Congestive

Heart Fallure {CHF), Depressive Disorder, Toxic
Liver Disease, Insomnia, Dysphagia, Cirrthosis of
the Liver, History of Cellulitis and Schizophrenia,

Hecord Review of the Discharge Instruction
Notes from another facility, dated 09/15/15,
revealed Resident #13 had a positive MRSA
Bacteremia {(of the Blood) and received treatment ©
with intravenous (IV) Vancomycin {antibiotic) for a
total of fourteen (14) days.

Raview of Resident #13's Minimum Data Set
(MDS) Assessment, dated 08/25/15, revealed the
lacility assessed the resident with an active
diagnosis of Heart Failure with shoriness of
breath while sitting at res! and on exertion. In
addition the facility assessed the resident with a
Brief Interview for Mental Status (BIMS) score of
15 of 158, meaning Resident #13 was
interviewabie.

Raview of the Comprehensive Care Plan for
Resident #13, revealed a plan of care had not
been developed for an active infection or contact
isclation precautions at the time of re-admission
to the facility on 09/15/15 nor alter the facility
received confirmation Besident #13 had MRSA
of the bloodstream,

Interview with the Unit Manager, on 08/23/15 at
3:25 PM, revealed aller a nurse recelved a
physician's order she should updale the
resident’s care plan with the appropriats
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changs. In regards to infections and isolation
precautions, she stated, the hospital usually told
them in report i the resident had baen in isolation
precautions during the hospital stay. She could
not recall i the hospital had reported this
information in regards to Hesident #13,

Interview with the Director of Nursing (DON) and
Assistant Director of Nursing {ADON), on
0%/23/15 al 4:05 PM, revealad the DON had
received the Discharge Instructions Summary for
Resident #13 and had reviewed them. She '
continuad to say as Nursing Adminisiration she
reviewed all resident Discharge Summaries upon
refurn from the hospital. Although the ADON had
the role of Infectious Preventionists, the ADDN
and DON concurred that the DON had made the
decision (o not place Resident #13 in contact
isolation precautions; however, during the
interview she realized Resident #13 should have
been placed in contact isolation precautions per
protocol. The DON continued 1o state an infection
care plan had not been developed and she
expacted any of the nurses o inltiate an infection
carg plan,

Interview with the ADON, on 09/24/15 al 8:45 AM,
revealed the process, when a resident comess o
the faciity with an active infection, was 10 review

- the discharge summary for the ype of infaction
then review and discuss this in the stand-up
mseting with the interdisciplinary team what
would need o ba ol in place for the resident
based on the type of infaction. She could not
racall why this process had not ocourrsd for
Fesident #13,

Telephone interview, on G9/24/15 at 10:00 AM,

£X4) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDEA'S PLAN OF CORRECTION 1x5}
PREFIA {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFVING INFORMATION) TG CROSS REFERENCED TO THE APPROPRIATE DATE
DERICIENGY)
F 279 Continued From page 3 F2r9
interventions relaled 1o the order or rasident
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Continued From page 4

with Licensed Practical Nurse (LPN) #4, who
re-gdmitied Fesident #13, revealed she was
responsible along with all the nurses 1o develop
cara plans, However, she could not give a reason
as to why an initial infection conirol care plan was
a0t developsd,

Interview with MDE Coordinator, on 09/24/15 at

11:00 AM, revealed stalf nurses were expected 1o

davelop rasident care plans with physician orders

o changes in interveniions. She continued to

siate Fesident #13 should have had an inlection
cars plan developed for MRSA infsction and
placed in contact isolation precautions upon
returning to the facility, however, was unaware a
care plan had not been developed,

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must

provide the necessary care and services lo allain
or maintain the highest practicable physical,
manial, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT i not met a5 evidenced
by

Based on observalion, interview and record
review, it was delermined the faciity lalled to
ensure physician orders were followed for one (1)
of twenly one (21} sampled residenis, (Resident
#13). The lacility failed to provide evidence daily
waights were obtained for Rasident #1323 as
ordared,

F 279

F 308

F 309 PROVIDE CARE/SERVICES
FOR HIGHEST WELL BEING

What corrective action(s) will be
aceomplished for those residents
found to have been affected by the
deficient practice?

On 2/23/2015 the DNS contacted Dr.
Kutmah and received new order to
discontinue daily weights. The DNS
and ADNS are educating the nurses on
following MD orders including daily
weights when ordered by the physician
by 10/30/2015,
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The lindings includa:

The facility did not provide a policy for following
physician orders,

Review of the dinical record for Resident 213,
revealed the facility admitted the resident on
05/16/15 with diagnoses of Congestive Heart
Failure {CHF), Depressive Disorder, Toxic Liver
Diseass, Insomnia, Dysphagia, Cirrhosis of the
Liver, Hypokalemia and Schizophrenia.

Review of Resident #13's Minimum Dala Set
{MOS) Assessment, dated 08/25/15, revealed the
facility assessed ihe resident with an active
diagnosis of Heart Failure with shortness of
breath while sitting at rest and on exertion, In
addition the facility completed an a Brisl Interview
for Mental Status (BIMS) with score of 18,
meaning Fesident #13 was interviewable.

Review of Resident #13's Physician Orders from
a focal hospital, dated 09/15/15, revealed an
order for daily weighls every moming. If the

- weight went up more than three (3} pounds na
day or five (5) pounds in a wesk, the nurse was io
contact the Doclor,

| Review of Resident #13's Medication
Administration Flecord (MAR), for September
2015, revealed an arder for a daily weight every
morming to monitor the resident's Congestive
Heart Fallure. 1t slated if the weight went up
more than three (J) pounds in one day or five (5)
pounds in one week (he nurse was to contact the
physician. Continued review revealed a check
mark inside of the hox for esch dals

F305  How will you identify other residents
having the potential to be affectad by
the same deficient practice and what
corrective action will be taken?

All residents have the potential to be
affected. The DNS, ADNS, and
RNAC are auditing all resident orders
to determine if any residents with
orders for daily weights and validate
the order being followed by
167307201 5,

What measures will be put into place
or what systemic changes you will
make to ensure that the deficient
practice does not recur?

The Interdisciplinary team is reviewing
all admissions, readmissions, and new
orders for daily weights and validate
being followed began 9/28/2015.

How will the corrective action(s) be
monitored o eusure the deficient
practice will mot recur, i.o., what
qualily assursnce program will be
put into place?

The DNS, ADNS, Unit Managers, or
RNAC will audit daily weight orders
daily x 2 weeks, then twice weekly x 2
weeks, then weekly x 4 weeks. Results
of the audits will be reported to QAPI
commitice meeting,
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corresponding {o the order, which meant the wiil be addressed by emgloyee re-

order had been completed for the dates of
09/16/18 through 09/23/15, except lor 09/20/15.

Review of the Weights and Vitals Summary
sheel, daled 09/24/15, revealed weights ware
done for 09/17/15 and 09/19/15. No other weights

ware found in the clinical record for the dates of
OB/16/18, 08/18/15, OW/21418, 09/22/18 or
092315, . :

Raview of the Certifisd Nursing Assistant (CNA)
Care Card revealed no indication of a daily weight
o be oblained, {

Observation, on 09/23/15 at 8:20 AM, revealed
Resident 813 was up in wheelchair for breakiast,
Interview with Fesident #13, at thal time, revealed
he/she had not been weighed that morming.

Interview with the Director of Nursing, on
08/24/15 at 11:15 AM, revealed when Resident
#13's daily weight order was documented by the
nurses, her expectation of the alectronic MAR
documentation {or weights was the nurse was
varitying that the weight was obtained and
completed and she expeciad her staff o lollow
physician orders. The DON continued by saying,
' CNA's were responsible for oblaining the weights
- according to the weight list given to them by the

- nurses. The DON stated she was responsible for
making sure the list was compiled and the
weigits ware oblained and recorded; howevar,

she was unaware Resident #13's weights were
not obtained by the nursing staff,

interview with Certified Nursing Assistant (CNA)
#5, on 09/24718 at 1:30 PM, revealed the ONA's

education and/or discipline or revision
of this plan to reach compliance. The
QAPI committee will determine if
further action needs to be taken, and
determine the continued time schedule
for further sudits, The QAP!
commitiee will meet monthly and the
Executive Director will direct any
changes,

Completion date - 10/30/2618
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F 309 Continued From page 7

anly weighed the residents on the weight list
given to them by the nurse, The comoleted list is
turned in to the nurse to put the weights in the
computer, CNA 45 stated she was not familiar
with Resident #13, she normally did not work that
hall,

interview with Licensed Practical Nurse (LPN) #8,
on 0924415 at 1:40 PM, roeveslad the nurses
would normally record the weights in the
computer or turn the weight st in 1o the Unit
Marager (0 record In the computear. LPN #6
stated if she did the weight hersell, she recorded
itin the computer. Resident #13's weight arder
was discontinuad on 09/23/15.

Interview with the Unit Manager (UM) Registered
Nurse, on 09/24/15 at 3:00 PM, revealed when
the weight list is complete, each nurse for their
hall would record the weighis in the compuisr,
The UM stated in addition, the facifity had recently
made some changes in nursing administration
roles and revealed she may end up having the
rasponsibility in the future for recording the
weights in the computer for all residents, but has
not to date. The UM stated she did not know why
the weights tor Resident #13 were not ablained,
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

Fa23
88=0

The tacility must ensure that the resident
environment remains as free of accident hazards
| a3 is possible; and each resident receives
. adequale supervision and assistance devices io
prevent accidents.

F 309

F323

F 323 FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVIC
ES

What corrective aetion{s} will be
accomplished for thuse residents
found to have been affected by the
deficient practice?

On 9/24/2015 the DNS validated the
can of Mal Odor Eliminate had been
removed from the unlocked cabinet in
the kitchenetie on Annex hail.
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F 323 Continued From page 8

This REQUIREMENT is not met as evidenced
by:

Based on observation, inlerview, record raview,
- and facility policy and procedure review, it was
determined the facility failed to ensure the
- environment was free from potentially hazardous
substances {o prevent accidants. A bottle of Mal
Odor Eliminate was observed stored in an
untocked cabinet, in onse (13 of lwo (2)
kilcheneltes,

Tha findings includs;

Raview of the facility's policy regarding Chemical
Safety, dated 2011, revealed under the heading
of Sale Chemical Storage, stalf was to store
chermicals In a separate area away from food and
disposables such as paper.

Review of the facility's policy regarding
Salety-Overview, dated 01/01/11, ravealad the
statf was 1o never leave chemicals unattended on
ihe carls.

Review of the facliity's housekeeping procedure
regarding Accident Prevention, dated 01/01/00,
revealed the staff was to keep all bottles out of
the patlents’ reach and have ail bottles labeled.
Further, the stalf was to keep all janitor closets
locked at ail imes and not spray any cleaning
chernicals in the direction of a patient.

Observation during the Initlal environmenial tour,
on 09/22/15 at 8:22 AM, revealed a white spray
bottle labeled Mal Gdor Eliminate, under the sink
in an unlocked cabinet, in the resident's open
arsa kilcherells on the Annex Hall,

F 323 How will you identify other residents
having the potential to be affected by
the same deficient practice and what
corrective sction will be taken? Al
residents have the potential to be affect
by the alleged deficient practice. All
staff will be educated on ensuring all
chemicals are stored per the policy by
the Housekeeping Director, DNS,
ADNS, or Human Resource Specialist
by 10/30/2015.

What measures will be put into place
ar what systemic changes you will
make to ensure that the deficient
practice does not recur?
The Executive Director, Maintenance
Director and Housekeeping supervisor
performed building wide inspection to
validate no other chemicals wers
stored in unlocked cabinets or

ible 1o residents on 9/25/2015,
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| in-serviced yearly on supervision and the MSDS

- chemicals upon request, The Housekeeping

- residents would be a problem. Further intendew

Review of the Material Safety Dala Sheel
(MSDE}, dated 10/01/97, revealed the product
named Enzymatic Foul Odor Digester (Mat Odor
Eliminate) had the ingredients of Bacteria Spores,
Nonionic Surfactant, Acrylic Emulsion, and
Perfume Oll.  The MSDS also revealed, the
product had health hazards that consisted of the
following: SKIN-Slight irritant, prolonged or
repeatad contact may cause dermalitis, may
infect open wounds, EYES-Eye irritant, liquid and
mist may infect the eyes; INGESTION-May be
frritating to the mouth, throat, and gastrointestinal
system, vomiting and diarrhea are sxpecied from
large doses,

Interview with Certified Nursing Assistant (CNA)
#1, on 09/23/15 at 12:00 PM, revealed all
cleaning supplies and chemicals were 1o be kept
locked on the housekeeping carls or in the locked
storage areas {0 prevent residents from being
harmed or poisoned. CNA #1 stated they were

book located at the nursing station. CNA #1 also
slated that all residents on the Annex Hall had
open access o the kilchenette becauss thal's
where the resident's snacks and paper supplies;
such as, napking, cups, and {orks are located |

Interview with the Housskeeping Manager, on
08/23/15 at 3:43 PM, revealed all housekeeping
cleaning supplies and chemicals were 10 be kept
under tock and key in the environmental service
areas. The Housekeeping Manager siated all
cleaning was done by housekeeping stalf only,
howaever, stalf did borrow cleaning supplies and

Manager also stated that cleaning supplies
located in any unlocked ares accessible to

monitored to ensure the deficient
practice wil! nof recar, i.e., what
guality assarance propram will be
put into place?

The Executive Director, Housekeeping
Supervisor, or Maintenance Director
will make rounds to validate no
chemicals are stored inappropristely
daily x 2 weeks, 5 days per week x 2
weeks, twice weekly x 2 weeks, then
weekly x 4 weeks. Results of the
zudits will be reported to the QAPI
committee meeting.

Any issues with lack of complisnce
will be addressed by employee re-
education and/or discipline or revision
of this plan to reach complinnce. The
QAP! committes will determine if
further action needs to be taken, and
determine the continued time schedule
for further audits. The QAP]
commitiee will meet monthly and the
Executive Director will direct any
changes,

Completion date - 10/30/2018
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| with the Housekeeping Manager, on 08/24/15 at

8:46 AM, revealed his housekeeping staff had
been oriented on how to stock housekeeping

nterview with Licensed Practical Nurss (LN 81,

on 08/24/15 at 8:12 AM, revealed cleaning botiies

¢ should not be stored in the kilchenaties unlocked

because any of the residents could possibly
Lonsume or spray the liquid into their eyes or on
their skin. LPN #1 stated the residents on the
Annex Hall had different cognitive lavels. LPN #1
also stated if he knew a resident had spraved a
chernical in his/her ayes or consumed a cleaning
chemical he would pull the MSDS sheel o sea
how to proceed in assessing the resident for

lreatment and the physician would be called lo

obtain further orders, LPN #1 stated the
unlocked chemical in the Annex Hail kilchenatte
could cause a resident to vomit if ingested and
eye irritation if sprayed into the eves and those
symptoms would also rigger a call to the
physician,.

interview with Housekeeper 42, an 09/24/15 &t
8:37 AM, revealad all cleaning supplies and
themicals they use were kept locked on their
carts or in the designaled storage areas.
Housekeeping Stall #2 stated she would
sometimes allow other staff to borrow her
cleaning supplies and chemicals, but she did not
know where those stalf would store those

. chemicals if they were not returned to har,

Housekeeping Stalf 42 also siated she had
recelved training on siorage of cleaning

- chemicals and she knew they should be kept
locked,

_carls, on chemical awareness, and on storage of
- chemicals upon hire and that he had in-serviced
- his staff mondhly on thoss lopics,
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Interview with the Physician, on 09/24/15 at 1014 |

AM, revealed he would treat a resident of the '
- facllity who had consumed a cleaning chemical or
- sprayed a cleaning chemical into his/her eyes by
following the guidance from the Centers for
Disease Control (CDC). The Physician stated
treatment would depend on the injury, limeframe
of consumption, and information obtained from
the COC. The Physician also stated injury to the
mouth, digestive system, evas, skin, and liver
could result from consumption or spray of
cleaning chemicals,

interview with the Polson Control Operator, on
09/24/15 at 11:41 AM, revealed consum plion of
Mal Odor Eliminate or spray onto skin or into eyes
could cause irdtation of the mouth, throat, of eyes
and could develop into vomiting and diarthea.
The Poison control Operator stated Mal Odor
Eliminate was not poisonous, but if consumed or
sprayed onio the skin or inlo the eves, medical
attention should be sought immediately.

interview with the Director of Nursing, on
08/24/15 at 2:06 PM, revealed nursing staff wers
frained to oblaln the MSDS Information whan 2
resident consumed and/or spraved a cleaning
material into their eyes. The Director of Nursing
stated there was always a risk of injury to

. residents who were cognitively impaired when

- uniocked chemicals were kept on the halls, The
Director of Nursing also stated the treaiment of a
. resident would depend upon how they came into
cortact with the cleaning chemical,

F 431 483.50(b), (d), () DRUG RECORDS, F431) T 431 DRUG RECORDS,

; LABEL/STORE DRUGS &
$8=0 LABEL/STORE DRUGS & BIOLOGICALS BIOLOGICALS
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F 431 Continued From page 12 & 431 What corrective action(s) will be
accomplished for those residents
The facility must employ or obtain the services of found to have been affected by the
a licensed pharmacist who establishes a system | deficient practice?
of records of receipt and disposition of all Resident # 15 now takes her
coniralled drugs in sufficient detail to enable an medications in the presence of a nurse.
accurate reconciliation; and defermines that drug The DNS validated on 9/25/2015, LPN
records are in order and that an account of all #1 was educated on Oral Medication
controfied drugs is maintained and periodically Administration Policy by the ADNS
reconciled. including the requirement (o not leave
?' , o ) N medications at the bedside unless
Drugs and biclogicals used in the facility must be specifically ordered by the prescriber.
labeled in accordance with currently accepted
@mf{essi}} nal principles, and Eﬁc{?de the How will you identily other residents
it bt havio the potedl o be et
applicable ' -the same deficient practice and what
’ corrective action will be iaken?
In accordance with State and Federal laws, the All residents have the potential to be
facility must store all drugs and biologicals in affected by the alleged deficient
locked compartments under proper lemperature practice.
cortrols, and permil only authorized personnel to
have access to the keys. What measures will be put into place
or what systemic changes you will
- The faclity must provide separately locked, riake to ensure that the deficient
permanently alfixed compartments for storage of practice does not recur?
controlted drugs isted in Schedule Il of the All nurses are being educated by the
Comprehensive Drug Abuse Prevention and EINE, ADNS, and/or the Unit
Control Act of 1976 and other drugs subject to Managers on the Oral Medication
abuse, except when the facility uses single unit Administration Policy including the
package drug distribution systems in which the requirement to not leaving medications
quaniity stored is minimal and a missing dose can at the bedside unless specifically
be readily detected. ordered by the prescriber to be
completed by 10/30/2015,
This REQUIREMENT is not met as evidencad
by:
wsions £ Event 10 JELHH Facifity 10: 100239 i continuation sheet Page 1301 23
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F 431 Continued From page 13

Based on observation, interview, record raview
and policy review, i{ was determined the facility
fzited to ensure medications were administered io
residents under direct observation of nursing staff
for one (1) of twenty-one (21} sampled residents,
{Resident #15), Licensed Practical Nurse #1 laft
medications In a cup on the bedside tabla for

. Hesident #15 o self administer.

The findings include:

Roview of the Qral Medication Administration
Policy, dated May 2012, revealed the purpose
was 1o administer oral medication in a sale,
atcurate, and sfiective manner. The stalf was {o
administer medicalion and remain with the
rasident while the medication was swallowed.
They were to use caution with residenis who had
difficulty with swallowing and not lsave
medications at the bedside, unless specifically
ardersd by the prescriber,

Raview of Hesident #15%s record revealed the
Tacility admitted the resident on OB/20/15 with
diagnoses of Type 2 Diabelss, Gaslro
Esophageal Rellux, Morbid Obesily, Essential
Hyperension, Venous Insufficiency, Peripheral
Vascular Diseass, Right Lower Exiramity Wound,
Status Post Debridement and Valvular Heart
Uicease. Review of Resident #15's Minimum

: Data Set (MDS) Admission Assessment, daled

{ #18 with a Brief inlerview for Mantal Status
- (BIMS) scors of lifteen {15) of {ifteen (158) which
meant Resident #15 was inlerviewable,

; Chservation and interview of Resident #18, on
Q924115 at 8:37 AM, ravealed Resident #15 had

48/27115, revealed the lacility assessed Fesident

a cup of medications on his/her bedside table,

F 431 How will the corveetive sction(s) be

monitored to ensure the deficient
practice will not recur, i.e., what
quality assurance program will be
put into place?

The DNS, ADNS and/or Unit
Managers will observe oral
medication administration to validate
the nurses are following the Oral
Medication Administration Policy
including not leaving medications at
bedside at least 5 observations per
week x 2 weeks, then twice weekly x 2
weeks, then weekly x 4 weeks and
report findings to the QAP committes
meeting,

Any issues with Jack of compliance
will be sddressed by employee re-
education andfor discipline or revision
of this plan to reach compliance. The
QAP committee will determine if
further action needs to be taken, and
determine the continued time schedule
for further audits, The QAP
commitice will meet monthly and the
Executive Director will direct any
changes.

Completion date - 19/30/2015

i
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Resident #15 was observed to lake his/her

medications withoul a nurse preseni. Resident
#15 stated the nurse did not normally leave ;
medications at the bedside, but he/she was trying
io finish breakfast, ‘

Revisw of Resident #1583 Physician Crders,
dated 08/20/15, revealed there was no physician
order {or Resident #15 1o admirisier hisher own
maedications,

Heview of Resident #15's Medication
-~ Administration Record (MAR), dated 09/24/1 5,
revealed Resident #15 was given Aldactone
(betablocker for the heart) 25 my, Mullivitarin,
- Norvase {cholesteroly10 mg, Protonix {proton
pump inhibitor for the storach) 40 my, Atenolol
{vasodilator) 25 mg, Calcium/Vitamin 800/200
mg, Coreg (beta blocker for the heart) 6.25 mg,
Vitamnin C 500 myg and Dilaudid {pain medication
narcolic) 2 mag.

Interview with Licensed Practical Nurse (LN #1,
on 092415 at 8:42 AM, revealed he knew the

- resident was supposed to take his/her

- medicalions while he was present in the room.
LPN #1 stated Resident #15 was a patient who
would take his/her medications later and usually
he would stand outside of the resident's room,
LPN #1 stated Hesident #15 did not have an
order from a Physician that stated the resident
could administer his/her own madications. LPN
#1 staled Resident #15 could choke on
medication and no one be present to help
him/her. LPN #1 stated he provided Ditaudid to
the resident with the other medications.

Interview with the Annex Unit Manager, on
08/24/15 at 1:22 PM, revealed the staff was not o

FORM OMS 2567102591 tous Vargions O &) Event 0 JELH Facility 1 100231 # continuation sheet Page 15 0f 25




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/07/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCES X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION © i DATE SUAVEY
AND PLAN OF CORRECTION WENTIFICATION NUMBER: A BUILDING COMPLETED
185176 8 wing 09/24/2015
NAME OF PROVIDER OR SUPPLIER STREET ADURESS, LITY, 5TATE, ZIP GODE
446 MT. HOLLY ave
GOLDEN LIVINGCENTER - MT HOLLY LOUISVILLE, KY 40206
43 D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION L om
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LS IDENTIEVING INFORMATION TAG CROSS-REFERENCED TO THE APPROPIIATE | DATE
: DEFICIENCY)
F 431 Continued From page 15 F 431
leave medications unattended in resident rooms
for salsly reasons, such as wandering residents
mmay consume another residents medications. if a
rasident refused their medications the nurse was
. supposed o secure the residants medications in
- ihe medication cart.
Interview with the Director of Nursing {DON), on
09/24/15 at 1:55 PM, revealed nursing staff was
- to be present with the residents while the
rasidents took their medications. The DON stated
« the residenis needed to be monitored with their
medications 10 ensure the residents were not
pocksting the medications and acministering lo
themselves later. She stated she wanted o know
that the staif were lollowing the physician orders
and ensured the residents wera receiving a
therapeutic effect from the medication, The DON
stated i a resident refused to lake medication at
the time aliotied the nurse should 1ake the
madication back 0 the medication cart and
secure and lock it,
F 441 483,65 INFECTION CONTROL, PREVENT Faqy T 441 INFECTION CONTROL,
$5=0 SPREAD, LINENS PREVENT SREAD, LINENS
The Tacifity must establish and maintain an ;’Z?:;mf rective action(s) %"” be
: ) A plished for those residenis
infection Control Program designed to provide a found to have been affected by the
safe, sanitary and comfortable environment and deficient tice? Y
to help pravent the development and transmission ceient prac €
of disease and infestion. 1013 S/24/2015 resident #13 was plaged
i contact precautions. The DMS and
(a) Infection Control Program ADNS were educated 95309,’23{ 15 by
The facility must establish an infection Control the Nurse Consultant on isolation
Program under which it - precautions per the CDC guidelines,
{1) Investigates, controls, and prevents infections facility Infections-Clinical Protocol
i the facility; Policy and the Contact Precautions
(2) Decides what procedures, such as isolation, Fact Sheet,
should be applied to an individual resident. and
FORM CM%-258T(02.99) Pravigus Varsions Obselala BEvent 1D:JELH1Y Facity 10 150231 i continuation sheet Page 160f 25



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10072015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DERICIENCIES {1} PROVIDERSUPPLIERCLIA A3 MUATILE CONSTRUCTION {53 DATE SUBVEY
ARD PLAN OF CORBECTION IDENTIFICATION NUMBER: A BUILDING CORAPLETED
185176 8. WING 09/24/2015

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - MT HOLLY

STREET ADDRESS, CITY, 8TATE, 21P CODE
446 MT, HOLLY avE
LOUISVILLE, KY 40208

{3) Maintaing a record of incidents and eorraclive
actiong related to infedtions.

(b} Preventing Spread of Infection

{1} Whaen the infection Control Program
determines that a resident neads isolation lo
prevent the spread of infection, the facility must
isolate the resident,

{2} The facility must prohiit employees with a
communicable disease or infacled skin lesions
from direct contact with residents or their food, if
diract contact will transmit the disease.

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

{c} Linens

Personnal must handle, store, process and
ransport linens so as lo prevent the spread of
infection.

This REQUIREMENT iz not met as evidenced
by

Basad on observation, interview, record review
and review of the facility's policy, i was
determined the lacility falled o lollow Infection
Control Standard of Practice for one (1) of twenty

- one (21) sampled residents (Resident #13). The

facility stalf failed to place Resident #1310
contact isolation precautions for an active MRSA

Cinfection.

The findings include:

i
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F 441 Continued From page 16 F 441 How wiil you identify other residents

having the potential to be affected by
the same deficient practice and what
sorrective action will be takea? Any
resident has the potentisl to be uffected
by the alleged deficient practice. The
DINS and ADNS reviswed all other
residents were to identify any other
residents requiring precautions on
9/25/2613, with no other residents
being identified.

What measures will be put into place
or what systemic changes yvou will
make to ensure thet the deficient
practice does not recur?

All nurses are being educaled by the
NS and ADNS on isolation
precautions per the CDC guidelines,
facility Infections-Clinical Protocol
Policy and the Contact Precautions
Fact Sheet by 10/30/2015,
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Raview of the facility's infections-Clinical Protocol
Policy, dated 12/01/14, ravealed the facility was to

. provide supportive measures as needed and

wear an isolation gown and gloves for all
interactions that may involve contact with the
resident or potentially contaminated areas in the
rasident’s environment for residents in contact
precautions. In addition, in regards to
monitoring/compliance portion of the policy, the
facility was to monitor the progress of a resident
with an infection untit it wauld resolved. The
nursing staff was to communicate with the
physician on the stalus of the infection and
resident, the physician would help the staft
identify complications such as abscess, sepsls
and delirium. i the resident had been recsiving

. parenteral antibiotics, the physician would

consider & switch 1o oral antibioties once the
individual had been without a faver and without
symptoms for at least 48 hours, or would justify
continued parentaral antibiotics.

Review of the Conlact Precautions Fact Sheet,

dated July 2009, revealed Contact Precautions
wers intended o pravent transmission of
infectious agents, including epidemislogically

_important microorganisms (e.g. multi-drug

rasistant organisms or MDRO's), which are
spread by direct and/or indirect contact with the
regident or the resident's environment, Personal
Proteciive Equipment {PPE) meant healthcare
parsonnel caring for residents on Contact
isolation Precautions should wear an isolation
gown and gloves for all interactions that would
involve contact with the resident or potentially
contaminated areas in the resident's
environment. Donning PPE upon room entry and

discarding before exiting the resident room would

be done 1o contain pathogens, especially those

F 441

monitored to ensure the deficient
practice will ot recur, Le., what
guality assurance program will be
put into place?

The Interdisciplinary team will audit
all new admissions, readmissions and
orders for MRDO infections to
delermine appropriste precautions
were in place 7 days per week x 2
weeks then 5 times per week x 4 weeks
with results reported in monthly QAPI
mestings.

Any issues with lack of compliance
will be addressed by employee re-
education and/or discipline or revision
of this plan to reach compliance. The
OAP! comomitiee will determine if
further action needs 1o be taken, and
determine the continued time schedule
for further audits. The QAP]
committes will meet monthly and the
Executive Director will direct any
changes,

Completion date - 10/36/20158
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 that had been implicaled in the transmission
through environmental contamination. Resident
Care tems and Equipment meant resident’s care
#ems would preferably remain in the contact
isolation room for use on that resident only. Room
Sel Up meant isolation supplies would be located
just cutside the door to the resident's room, trash
and linen containers would be near the door
insida the room and the containers lined with a
plastic tiner and closed or tied prior to rermoving
-them from the room. The reference for this policy
‘was the Center lor Disease Control (CDC).

Review of the clinical record, revealed the facility
admitied Fesident #13 on 05/16/15 with
diagnoses of history of Skin Infections, and
irfectious Disease of the Nares,

Raview of the Discharge Instruction Notes from
another facility, dated 09/15/15, revealed
Resident #13 had lested positive for Methicillin
Hasistant Slaphyiccoccus Aureus (MFASA}
Bacteramia (in the bloodstream) from a binod
culture, which required treatment of infravenous
{1V} Vancomycin {antibictic) for a iotal of fourteen
{14} days.

- Review of Resident #13's Minimum Data Set
{MDS) Assessment, dated 08/25/15, revealed the
- facility assessed the resident with an active

- diagnosis of Heart Failure with shortness of
breath while sitling a1 rest and on exertion. In
addition the facility assessed ihe resident with a
Brief interview for Mental Status (BIMS) score of
a 15, meaning Resident #13 was inlarviewable,

Observation, on 09/22/15 at 1:45 P, of Resident
#13's room revealed no contac! isolation

precaution sign on or near the doar, no visible

xam o PROVIDER'S PLAN OF CORRECTION x5
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 88 COMPLETION
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DEFICIENCY)
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PPE and no waste receptacles. The resident was
in their room abed.

Observation, on 09/22/15 at 2:40 PM, of Resident
#13's room revealed the facility siaff members i
were entering the room with gloves on; exiting the
room the stalf members would remove their
gloves and used either alcohd from ihe dispenser
arvthe wall or washed their hands at the sink in
the room.

Observation, on 09/23/15 at 8:40 AM, of Residant
#13's room revealed a sta¥f member antered the
room with no gloves, delivered a tray and
aassisted with tha tray items, washed their hands
and exited the room,

Observation during medication pass, on 09/23/15
ar 11,35 AM, revealed LPN #7 entered Besident
#13's room o administer intravenous (IV}
Vancomycin via a Peripherally inserted Central
Cathatar (PICCY 1o the resident, LPN #7
completed hand hygiene and donned gloves, no
other PPE was donned. After administering the IV
Vancomycin antibictic, the gloves were removed
and hand hygiene performed. The syringes used
for lushing the lines were placed in the sharps
container.

Observation, on 0%/23/15 at 12:21 PM, of
Hesident #13's room revealed a siaff member
antered the room 10 assist Resident #13's
roommale with no PPE on; however, hand
hygiene was performed,

Intarview with Hesiden! #13, on 09/24/15 at 2:45
PM, ravealed the resident was awars of the typa
of blood infection and why he/she was placed in
contact isolation precautions and it was explained
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to him/her at the hospital.

Been placed in contact isolation precautions

- resident with active MRSA being treated would be
“placed in contact isolation precautions, but could

Interview with the Unit Manager, on 09/25/15 a
3:35 PM, revealad Resident #13 should hava

according to the faciity's protocol.

Telephone interview with LPN #4, on 09/24/15 at
10:00 AM, who admitted Resident #13 revealed a |

not recall why Resident #13 had not been,
However, she was only responsible for the
physician orders thal night and not the ful
admission on Resident #13,

interview with LPN #3, on 09/23/15 at 3:45 PM,
reveaied a resident with active MESA should be
in contact isolation precautions with PPE on the
door, a sign on the door and waste receptacles by
the door for PPE when stalf left the room.

Interview with Certified Nursing Assistant {CNA)
#2, on 092315 at 3:55 PM, revealed she would

- want lo know if she was taking care of a resident

who had an Infection that required contact
isolation precautions. She continued to state she
was trained on isclation precautions and PPE and
stated Resident #13 should be in contact isolation
preciautions, if the organism was MRASA,
according to her infection control training. CNA #2
stated the impertance of knowing which residents
had an active infection heliped reduce the spread
of the infections,

Interview with the ADON, on 09/24/15 at 8:45 AM,
reveaied the process when a resident comes o
the facility with an active infection they were 1o

- raview the Discharge Summary for the type of

STATEMENT OF DEFICIENCIES {£1) PROVIDER/SUPPLIER/CLIA {42 MULTIPLE CONSTRUGTION (X3} DATE SURVEY
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infection, then review and discuss (his in e sarly

moming stand-up mesting with the
interdisciglinary team, regarding what would need
to be pul in place for the resident based on the
type of infection. She could not recafl why this
process had not ocourred for Hesident £13,

interview with the Director of Nursing (DON} and
Assistant Director of Nursing (ADON), on
09723/15 at 4:05 PM, revealed the DON received
the Discharge Instructions Summary for Resident
#13 and reviswad them. She continued to 58y as
Nursing Administration she reviews all resident
Discharge Summaries upon returning from the
hospital. Although the ADON had the role of
infectious Preventionists, the ADON and DON
had concluded the DON made the dacision to not
place Resident #13 in contact isolation

precautions, however, during this inlerview she
had reaiized Resident #13 should have been

placed in contact isolation precautions. The

ADON and DON both stated by not following the
proper infection control protocols, infections could
spread and place others at rigk,

483.75()(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB

LE

The taciiity must maintain clinical records on each
resident in accordance with accepled professional
Standards and practices that are completa;
accuralely documented, readily accessible: and
systematically organized.

The clinical record must contain sulficient
information to identify the resident; a record of the
resident's assessments; the plan of care and

- services provided; the results of any

F 441

F514

F 514 RES RECORDS -
COMPLETE/ACCURATE/ACCES
SIBLE

What corrective action(s) will be
accemplished for these residents
found to have been affected by the
defivient practice?

The order for daily weights was
discontinued on 9/23/2015 on Resident
#13,
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F 514 Continued Erom page 22 F 514, How will you identify other residents
preadmission screening conducted by the State; having the potential to be affected by
and progress notes. the same deficient practice and what

torrective action will be taken?
Any residents have the potential 1o be
affected by the alleged deficient
practice. The DNS and ADNS

This REQUIREMENT is not met as evidenced performed audit on 9252015 10
by: validate accurate medical records
- Based on interview, record review and facifity specificaily for daily weighs,
policy review it was determined the facifity tailed
to ensure an accurate clinical record for one (1) What measures will be put into place

of twenty-one (21) sampled residents, {Resident
#13}). The nursing stafl falled to ensure weights
were oblained for Resident #13 prior to
documenting on the Medication Administration

- Hecord (MAR) that had been completad.

or what systemic changes you will
make to ensure that the deficient
practice does not recur?

All nurses are being educated by the
NS and ADNS on the requirement 1o
maintain an accurate medical record
including documenting weights in the
medical record on the Medication

The facility did not provide a policy regarding the Administration Record by 10/30/2015.
accuracy of the dlinical record.

The findings include:

Heview of the Weight Monitaring Palicy, dated
02/12/15, revealed weights were o be recorded
by the Nursing Depariment,

Heviaw of the clinical record for Resident #13,
revealed the facility admitied the resident on
05/16/15 with diagnoses of Depressive Disorder,
Toxic Liver Disease, Insomnia, Dysphagia,
~Cirrhosis of the Liver, Hypokalemia and

| Schizophrenia,

Revisw of Hesident #13's Medicalion
Administration Record {(MAF), for the September
2015 orders, revealed an order for a daily weight
avery moming to monitor the resident's

- Congastive Heart Failure, if the weaight went up

FORM CM3- 256710299} Pravious Varsions Obsolate Zvent D JELH1L Faithy 1 100231 {f continuation shesl Fags 23 ¢! 25
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mora than three (3) pounds in one day or five (5)
pounds in ons week the stalf was o contact the
physician,

Feview of Resident #13's Medication
Adminisiration Record (MAR), revealad a chack
- mark had been placed inside the bex for each
date corresponding to the order. Continued
review for the dates of 09/16/15 through
09/23/15, revealed a chack mark was placed on
all the dates except 09/20/15,

Review of the Weights and Vitals Summary,
dated 09/24/15, revealed weights were done for
09/17/15 and 09/19/15. No weight was found in
the clinical record for the dates of 09/18/15,
09/18/15, 09/21/15, 09/22/15 and 09/23/15. The
daily weight was discontinued on 09/23/15.

interview with the Minimum Data Set (MDS)
Coordinator, on 09/24/15 at 11:00 AM, revealed
the nurses were responsible for updating orders
as they are recieved, along with the care-plan.

Intarview with Certified Nursing Assistant (CNA)
#5, on 08/24/15 at 1:30 PM, revealed the nurses
give the CNA'S a list of welghts weekly to be
oblained, When the list is completed the CNAs
turn thermn back in to the nurses or manager to be
documantad in the computer.

Interview with Licensed Practical Nurse (LPN) #86,
on G9/24/15 at 1:40 PM, revealed i the MAR box
was marked with a check; the weight shouid have
been obtained by the Nursing Depariment and
documented by a nurse.

Interview with the Director of Nursing (DONJ, on
(9/24/15 at 8:45 AM, revealed a daily weight for

(X4 10 - BUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 33
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)
F 514 Continued From page 23 F 514 How will the corrective action(s) be

maonitored to ensure the deficient
practice will not recur, Le., what
quality sssurance program will be
put into place?

The DNS, ADON, or Unit Managers
will complete sudits of the Medication
Administration Record daily x 2
weeks, then 5 days a week for four
weeks, then biweekly for four wesks,
and then monthly for four months. The
DNS will bring audit results to
monthly QAP meetings.

Any issues with lack of compliance
will be addressed by employee re-
education and/or discipline or revision
of this plan to reach compliance. The
QAPI commitice will determine if
further action needs to be taken, and
determine the continued time schedule
for further sudits,

The QAP committee will meet
monthly and the Executive Diirector
will direct any changes.

Completion date - 10/30/2015
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Aesident #13 should have been completad and i
not, there should not be a check mark on the
Medication Adminisiration Record (MAR) for that
corresponding day. In addition, the DON stated a
check mark in the box on the (MAR) meant the
rurse was saying the weight had been obtained
and documenited in the resident's clinical record.
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Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 10/31/15 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (%) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207, and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier/CLIA/ (Y2) Multiple Construction » {Y3) Date of Revisit
Identification Number A. Building
185176 I B. Wing 01 - MAIN BUILDING 01 10/81/2015
Name of Facility Street Address, City, State, Zip Code
GOLDEN LIVINGCENTER - MT HOLLY 446 MT. HOLLY AVE
,,,,,,,,,,, LOUISVILLE, KY 40206 )

reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) item (Y5) Date (Y4) Item (Y5) Date (Y4) ltem (Ys) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 10/30/2015 1D Prefix 10/31/2015 ID Prefix
Reg. # NFPA 101 Reg. # NFPA 101 Reg. #
LSC K0046 LSC Ko0147 LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
iD Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
D Prefix 1D Prefix D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix 1D Prefix -
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed B 7., | Reviewed By’ Signature of or: 7 m D e s Date: f G
v Ay 4 g UV Tl Sppsate— 7" VAR
State Agency / - sy 4
Reviewed By —— — — | Reviewed By Signature of Surveyor: Date:
CMS RO
Followup to Survey Completedon: Check for any Uncorrected Deficiencies. Was a Summary of
9/22/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO
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CFR: 42 CFA 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1964
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNENF

TYPE OF STRUCTURE: One (1) fioor and a
padial basement, Type M Unprotecied
Construction,

SMOKE COMPARTMENTS: Seven (7) smoke
comparimenis on the Ground Fioor,

FIFE ALAPM: Complete fire alarm system with
smoka deteclors.

SPRINKLER SYSTEM: Completa automatic dry
sprinkier sysiam,

GENERATOR; Type H 18.5 Kw generator. Fusl
Source is natwal gas.

A Raecentification Lde Salety Code Survey was
canducted on 02215, The facility was lound nof
lo be in compliance with the Fequirements for
Participation in Medicare ang bedicaid,

The findings thal foliow demonsirate
noncomphiance with Tiie 42, Cotte of Federal
Fepulalions, 483.70(3) o seq. (Lile Salety from
Fire).
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K000 | Continued From page 1 K000
Deficiencies wera cited with the highest
deliciency identified at °F" lavel.
K046 NFPA 101 LIFE SAFETY CODE STANDARD K048 K 846 LIFE SAFETY CODE
§8=F STANDARDS
Emergency lighting of at least 1% hour duration is
provided in accordance with 7.9, 19.2.9.1. What corvective action{s) will be
secomplished for those residents
found to have been affected by the
deficient practice?
. . ) On 942372015 the emergency annual
j kot fuoeid
determined the {acility failed to maintain zmergemy ézgmmg was conducted and
emergency lighting in accordance with the ocumented.
National Fire Protection Association (NFPA)
standards. The deficiency had the potential to How will you identify other residents
alffect each of the seven {7) smoke having the potential to be affected by
compartments, all residents, staif and visitors. the same defivient practice snd what
The facility has one-hundred and ten {110} corrective action will be taken?
certified bads and the census was ona-hundred Any residents bave the potential to be
and three (103) on the day of the survey. sffected by the alleged deficient
practice.
The findings inciude: {
Review of the baltery-powered emergency What ineasures will be put into place
lighting records, on 09/22/15 at 2:04 PM, with the fg;;f*:; Zf::ﬁfgii%ﬁfgggfg
Executive Director and the Diractor of ractice does not recur?
Maintenance revealed the facility had bean E?h E ive Direct d ted th
conducting thirty (30) second monthly testing, but o xecut}ve irector ecucated tne
was not documenting that the testing had been facility Maintenance director on the
performed. The facility was not conducting and requirement to perform annual 90
documenting the annual ninety (30) minute test minute test for battery-powered
required for battery-powered emergency lighting. emergency lighting and a functional
test conducted on every reguired
interview, on 09/22/15 at 2:06 PM, with the emergency lighting system at 30-day
Executive Director and the Director of intervals for not less than 30 seconds
Maintenance confirmed the facility was and documented.
conducting thirty (30) second monthly testing of
FORM CMS-2587102-99) Previous Yersions Chsalate Evant 1D JELHA Enetity 1D 100231 it confinuation sheet Page Zol 6
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DEFICIENGY)
i
K048 Continued From page 2 K 048] How will the corrective sction(s) be

required for battery-powered emergency fighting.

The census of one-hundred and three {103) was

- shall be arranged to provide initial illumination
that is not less than an average of 1 #t-candle (10
lux) and, at any point, nol less than 0.1 {tcandle

- 0.08 ft-candle (0.8

battery-powered emergency lighting, but was not
aware that documentation was required to be
recorded. They were not aware that conducting
and documenting the ninety (90) minute jest was

verified by the Executive Direcior on 09/22/18,
The survey findings were acknowladged by the
Executive Director and veritied by the Direcior of
Maintenance at the exit interview on 09/22/15,

Reference: NFPA 101 (2000 edition)

7.9.2.1" Emergency llumination shall be provided
for not less than 112 hours in the event of fallure
of normal lighting. Emergency lighting facililies

{1 lux}, measured along the path of egress at
floor level. Humination levels shall be permitled 1o
deciing to not less than an average of 0.8
f-candle (6 lux) and, at any point, not less than

iy at the end of the 11/2 howrs. A
maximum-lo-minimum flumination uniformity
ratio of 40 to 1 shall not be exceeded,

7.9.3 Pericdic Testing of Emergency Lighting
Equipment. A functional test shall be conductad
on every required emergency lighting system at
30-day intervals for not less than 30 seconds. An
annual test shall be conductad on every required
battery-powered emergency lighting system for
rot less than

11/2 hours. Equipment shall be tully operational

monitored to ensure the deficient
practice will not recur, i.e,, what
guality assurance program will be
put indo piace?

The Exscutive Director or designee
will audit monthly x 3 months to
ensure the testing and documeniation
has been performed and recorded.
Results of the audits will be forwarded
to the JAP! mesting.

Any issues with lack of compliance
will be addressed by employee re-
education and/or discipline or revision
of this plan to reach compliance. The
QAPE committee will determine if
further action needs 1o be taken, snd
determine the continued time schedule
for further audits.

Completion date - 10/30/2015
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TALS REGULATORY OR LG IDENTIFYING HEQRMATION TAG CROBS-REFERENCED TO THE APPROPIIATE DATE
: DEFICIENCY)
K046 Continued From page 3 . K048

for the duration of the lest. Written records of
visual inspections and tesis shall be kept by the
owner for inspection by the authority having
furisdiction,

Exceptior: Sell-testing/sell-diagnostic,
battery-operated emergancy lighting equipment
that autamatically performs a test {or not less
than 30 seconds and diagnostic rouline not less
than once every 30 days and indicates failures by
a status indicator shall be exempt from the
30-day functional test, provided that a visual
inspection is performad at 30-day intervals.

K 147 NFPA101 LIFE SAFETY CODE STANDARD K147, K147 NFPA 191 LIFE BAFETY
$8=0 CODE STANDARDS

Electrical whring and squipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

What corrective action(s) will be
secomplished for those residents
found to have been affected by the
deficient practice?

The power strip was immediately
removed from the activity department

This STANDARD is not met as evidenced by:
Based on observation and interview, i was
determinad the facility failed (o ensure electrical

wiring was maintained in accordance with the office on £/22/2015.

National Fire Protection Association (NFPA) ‘

standards. The deficiency had the potential to How will you identify other residents

affect one (1) of seven (7) smoke compariments, having the potential to be affected by
- residents, staff, and visitors. The faciiity has - the same deficient practice and what
- one-hundred and ten (110} cerdified beds and the corrective action will be taken?
- census was one-hundred and three (103) on the Any residents have the potential to be
 day of the survey. - affected by the alleged deficient

practice. A full building inspection for
any additional power strips was
performed, and no additional power
strips were found,

The findings include:

Observation, on 0%/22/15 at 10:08 AM, with the
Exscutive Director and the Dirsctor of

FORM CMS.Z58702.98) Pravious Varsions Obsolala Event 1D JELMD Faiity ©: 100231 i continuation shest Page 4006
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K 147 Continued From page 4 K147 What measures will be put into place
Maintenance revealsd a small refrigerator, a or what systemic changes you will
mHerowave oven, a coffee maker and a portable make {o ensure that the deficient
fan wers plugged info a power strip located within practice does net recur?

the Activities Room Office.

nterview, on 0B/22/15 at 10010 AM, with the
Exscutive Direclor and the Director of :
Maintenance revealed they wera aware of power
sirips belng prohibited for use with cooking
appliances, bul were not aware of the misuse of a
power strip within the Activities Room Office.

The census of one-hundred and three (103) was
verified by the Executive Director on 08/22/15.
The findings were acknowledged by the
Executive Director and verified by the Direcior of
Maintenance at the exit interview on 08/22/15.

Reference: NFPA 99 (1599 edition)

332120 ,
Minimurn Number of Heceplacles. The number of
receptacies shall be determined by the inlended
use of the patient care area, There shall be
sufficient receplacles located 50 as to avoid the
need for extansion cords or multiple outlet
adapiérs,

Reference: NFPA 101 (2000 Edition)

9.1.2 Electric.

Electrcal wirlng and equipment shall be in
accordance with NFPA 70, National Elsclrical
Code, unless existing installations, which shall be
permitied 1o be continued in service, subject 10
appraval by the authority having jurisdiction.

The siaff is being educated on not
using power strips in the facility, rather
o to contact Maintenance Director for
additionsl receptacies to be instalied.

How will the corrective action(s) be
manitored to ensure the deficient
practice will not recur, Le., what
guality assurance program will be
pat into place?

The Maintenance Director will perform
weekly rounds to inspect the facility
for power cords x 4 weeks, then every
other week x 4 weeks, The results of
the audits will be forwarded to the
QAP comnsittee monthly,

Any issues with lack of compliance
will be addressed by employes re-
educstion and/or discipline or revision
of this plan to reach compliance. The
QAP commitiee will determine if
further action needs to be taken, and
determine the continved time schedule
for further audits,

Completion date ~ 16/31/2815
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