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pan | SUMMARY STATEMENT OF DEEIGIENGIHE 1D PROVIDER'S PLAN OF GORRECTION ' s !
PREFIX (EACH DEFICIENCY MUST BE PRECEDRD BY PULL PREFIX (EACH CORRECTIVE AGTIGN SHOULD SE COMPLETION a
TAG REGULATORY OR L6 IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T0 THE APFROPRIATE onE i
. : OEFIGIENCY) :
F 000 | INITIAL COMMENTS ' F 000 The submission of this plan of.
2 correction does not constitute an
A standard heallh survey was canducied on : admission by t}}e provider O_f any
"01/02-04713, Defiddeni praciice was idenilfied » fact or conclusion set forth in the
with the highest scope and severify at "E" level, Statement of Deficiency. This plan i
F 263 | 483.15(h)(2) HOUSEKEEPING & - F253 i5 being submitted because it is ' :
55=D | MAINTENANCE SERVICES. - required by law.
: '
The facilily must provide housekeeping and . _ . :
malntenance services necgssary to maintain a’ : . The whe_elchatr seat for resldent E :
sanitary, orderly, angd comfértable Interior. was fixed on 1/15/13 by the . 5
maintenance director. : i
i
: . i
;’;ﬂs REQU!REMENT is not met as evidenced ADON checked all whoolchairs an a !
Hoesed on observation, interview, and record . geri-chairs on 1/15/13 for any :
reviow tha facllity failed to ensure a sanltary, : cracked, torn or broken parts. Any iy
orderly, and enmfortable Interior was maintained identified parts were ordered by : £
for one unsampled restdent of flve unsampled maintenance director on 1/23/13 e
re:ide;cr;s ‘and ﬂﬂferr‘q sa?;pletdEresiden’;s- A . These will be placed on
whesichalr seal for Resldent Ewas o selfve wheelchairs/geri-chairs when they

cracked and tom. , :
. : are recefved. )

The findings Include:-
Administrator, Maintenance £

An Intervlew conducted with the Maintenance . Director and Director of

Dlrector on 01/04/13 at 4:00 PM, revealed lhe . .

faclllty did not have a wrilten maintenance policy. . H"“S?kte eping diroctor ttc{ ::1 stk :
ragarding the maintanance of equipment. compleie eenvironmen _a Yy !
According to the Maintenancs Director, the facilty 2/17/13 to ensure a samitary, Ol-'derly :
utilized Tha Equipment Lifecycle System (TELS), and comfortable environment is :
a computerized maintenance and tracking system manintained. Any issue noted will ;
1o dentify concerng with restdent equlpment. be addresed. ) : !

Observafions conducted during the inltial four on . ; .
01/02/43 at 12:18 PM revealed a wheeichalr seat On 2/8/13 maintenance director will P
 for Resident E was cracked and tom, re-educate staff on the procedure for {

reporting issues that include B> ‘

A review ofﬂTELS audlt completed by fhe

/j7RY D:Wownmsupmsn REPRESENTATIVE'S SIGNATURE TITLE 0E) DATE )
anjj}ﬂﬁ}li\« A MR '

ﬂdenoy stalernent ending with an asterak {*) danoles a deficlency which the institulion may be excused from cerracting providing it is delormined that
olher sateguards provide sufficlent proteclion fo tha palisnts . (Sea Instriclions.) Exzept for nuesing homes, the findinge slsted sbove are disckosable 90 days H.
Tollowing Lhe dale of survey whether or nof a pian of correction is provided, Fav mursing homes, the sbove findings and plane of comection are disclosable t4 ! '
days followding The dale thesa dosuments are mada avallabla lo the Tacllily, N deficiencles are ched, an approved plan of correction is requisite Lo continued :

program parlicipallon.
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X&) 1D ’ SUMMARY ETATEMENT QF DEFICIENCIES o PROVIDER'E PLAN OF CORREGTION ] ;
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION H
TAG REGULATORY OR L&C IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRISYE OATE (
: ' DEFICIENCY) ‘ [
F 253 | Conlinued From page 1 . : F 253 [
Maintenance Diractor to identify concemns with ' '
resident wheelchalrs and gari-chalrs revéalad no cracked, broken or torn parts on
evidence the concemns with Resldent E's . wheelchairs or geri-chairs.

| wheelchair had been |dantifled. ) ,

DON will add a memo to care

An interview cond ith the Mal ce .
n intenlew conducted with fhe Maintenan tracker for all nursing staff related

Director on 01/04/12 at 4:00 PM, revealed that

when the audit was completed the resident may to this process on 2/8/13.

have been ulllizing {he wheelchalr and the , ) :

tears/cracks In the seat would not have been Effective 2/17/13 environmental _ i
F 275 ;dae; ‘zlftl;z;’(z)( i).com NSIVE ASSESS AT F 276 audits to be completed no less than ' 5
. : i PREME s : by safety committee .
58-D | LEAST EVERY 12 MONTHS monthly by safety commitce. .

. : : Safety committee members will be

Afacility must conduct a comprehensive edcuated by Administrator in i

assesament of a resident rot less thap once regards to completing enviromental -

every 12 months, : audit by 2/17/13 including reporting

issues to maintenance regarding
repairs, housekeeping and -

This REQUIREMENT Is notmet as evidenced , ‘
equipment. Enviromental audits to

by: .

Based-on Interview and record review it was : be reviewed by Admmlstrator upon
determined the facilly falled o ensure a | completlon

comprehansive assessment was candudled no

fess than once every 12 months for one of fifteen . The safety committee to check all i

sampled residenté. Record review conducted on
01/D3/43, revealed an annual comprahensive
asasessment had not been compleldd for Resident

wheelchairs/geri-chairs and
complete environemental rounds no

#1 in November 2012 as required fo ensurs the less than monthly to ensure a
assessment was completed no lsss than every 12 sanitary, orderly and comfortable
months. interjor is maintained. Safety

Committee will report findings to
Administrator monthly who will

A review of the facility's Minlmum Data St Policy - report to QA Commlﬂec quartelry
entilled Comprehensive Assessmants, dated April for one year.

2012, revealed Comprehensive Assgssmenls -
were required fo be completed upon admission,

The findings include:

..b‘_ - ;.m_ __~4.

83,
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE BATE
' ' DEFICIENCY) :
F 275 | Conlinued From page 2 ) F 278 o o teted
annually, or § a significant change of conditlon MDS Coordinator comp ett‘e an
occurred. annual assessement on Resident #1
- : - on 1/3/13. The residents care plan
A review of lhe medical record for Resident #1 was reviewed and revised as
revaaled a comprehansive assessment with an indicated. ll .
asszessment referanca dsle of 11/29/11.
However, lhere was no evidenca 2 ’
comprehensive assessment had besn completed The MDS Coordinator completed an
for Residenl #1 m2042. ' audit on 1/3/13 to determine if any
. ) ' ' th sessments were out had been
An Ihterview conductéd with the Minimum Dafa v . e 35 No other assessments had -
Sel (MDS) Coordinator on 01/03113 &t 10:00 AM, missed.. d
revealed the MDS Coordinalor had not complsted been missed.
a comprehensive asaessmenl for Resident #1 as )
required. The MDS Coordinator stated she had Corporate consultant discussed with
hed not recognized the annual comprehensive MDS assessments types and timing |
agsessmenl was due and had failed to compiete requirments on 2/1 /13 with the
tha assessment. Further inlerview revealed an MDS Coordinator. The MDS
annual azsessment for Resident #1 should have Loor Inator. ‘ ‘
been compleled in November 2012 instead of a Coordinator 1s fo use a schedulcr to
quarterly assessment. : agsist in tracking date and type of ‘\
. - - mssessment, .
An interview conducted with the Director of
Nursing {DON) on 01/04/13 &t 10:40 AM, . iow the |
revealed tha MDS Coordinalor put the Corporate consultant_wﬂl rev t o :
assessment on a schedule and cotmpleted the sceduler and run an assessmen ‘ .
scheduled assessments. However, rccarding ta completition report montly for 3 ,
the DON,; she did not foliow up to maks sue months then quarterly to ensure. '
assesstnants were completed as scheduled. assessments are being completed as 1
F 280 giﬁow)(a). 483.1 3(3}(42) RIGH;‘ ggv - F200| yequired. Corporate consultant will |
88=D TICIPATE PLA G CARE- cp report findings to the Administrator |
The residenl has the right, unless adjudgad who will review the findings with y
incompetent-or otherwlsa found lo be the QA Committee quarterly for no AN
incapacitatad under the lews of the Slale, 10 less than one year. 1
*| participate in planning care and frealment or :
changes in care and treatment.
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FF 280 | Continued From page 3

A comprehsnsive care plan musi be developad
within 7 days after the completion of the
comprehensive assessmenl; propared by an
interdisciplinary tsam, that includes the aftgnding
physician, a veglatered nurss with responsibility
for tha resident, and other appropriate staff in
disciplines as delermined by the rasidenl's needs,
and, to {he extent practicable, the participation of
fha resident, the resldent's family or the residenl's
legal representalive; and periodically reviewed
and revised by a feam of qualifiad persons afler
each agsessment.

This REQUIREMENT is not met as avidenced
by: .
Based on observairon. interview, and record
review, it was deterniined the facllity failed to
ensure the comprehensive plan of care was
reviswed and revised for one of fifteen sampleg
residents (Resident #2). The facliity's distitian
and Resident #2's physiclan made
recormnmendaflonsfchanges to Resfdent #2’s dlet;
“howaver, the faclllly felled fo review and revise
the resident's comprehensive pian of care o
reflect the changes.

The findings nclude:

-

An Imtervlew wilh tha Director of Nursing (DON)
on 01/04713 at 4:00.PM revealed there was no
pollcy regarding reviewing or revlslng the
comprehensive care plans.

Y 2T SUMMAAY STATEMEMT OF DEFICIENGIES ) . PROVIDER'S PLAN OF CORRECTION “r
FREFIX {EACH DEFIGIENCY MUST EE PRECEOED BY FULL PREFI (EACH CORRECTIVEACTION SHOULD 6E COUFLETION
TAG REGULATORY OR LSC IDENTIFY NG INFORMATIONY TAG CROSS-REFERENCED TQ THE APFROPRIATE DATE
. DEEICIENCY)
F 280

* 2/15/13 to ensure caro plans are

. residents, |

The care plan for resident #2 was
updated by the dietary manager on
1/10/13 to relfect the dietary
supplment to be provided as
ordered.

Dietary manager reviewed all care
plans to ensure the use of dietary
supplements were included.. This .
was completed on 1/10/13.Care plan
team to review all care planis by

accurate and reflective of services
currently being provided to

Dietary manager to review all MD |
orders daily for any order for any |
dietary supplement and will be |
respongible for updating the care Ir
plan to include the dietary .
supplement per order. Dietary |
manager will also review all l
recorimendations by Consultant |
Dietician to ensure all

recommendations are l
communicated to physicians and |
orders obtained for dietary i
supplements as indjcated. j

DR
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- : DEFICIENCY) :
F 2807 Continued From paye 4 - I 280
A review of the Coriprehensive Plan of Care )
dated 03/20/12 for Resident #2 revaaled the ) DO v !
fl - - - O C,
resident was at risk nutrltionally, and staff had : N to roview 25% of care plans
. monthly for 4 months then 25%

noted lhe resident was on a forfified, no added

salt diet. Resldent #2 was nol o receive nuls, quarterly o ensure that all dietary

Kernels, or seeds and no dairy or ice cremim was - " supplements are included on the
10 be served with the resldent's lunch and supper care plans and that the care plan is
meals. Inadditlon, according lo the care plan, . . -

© tion, geearding P _ -reflective of the services being

staff was 10 provide Residsnt #2 with Enllve (a
| nutritionat suppiement), twice daily, when thay
adminlstered medications to the realdent,

provided to residents .

Results of these reviews will be

Areview of the Distician's Nulrition Services vy

Recommendations, dated 05/16/12, revealod i ep Orte‘d to the faCIhty QA

Resldent #2'c weight had decreased and the . Commiftee no less quarterly for '
dfetiian recommended Enlive to be addad to the one year. ’ HoR 8,\3

resident's Junch and supper meal {rays,

Howaever, staff failed fo"updale the residénl's care
plan fo reflect the dletiian’s recommendations for
the addition of the nuiriflonal supplemant to the
resident's meals. ‘

On 09/2712, Reslden! #2's physician ordered for
. Resident #2 1o recealve a fortified, no added sait

’ . { diel with no dalry products, nuts, seads, or-
) ) kerhels. In addltlon, the physlcian requested
Enllve to be added to the resldent's suppar and
lunch meals. However, staff also failed to vpdate.
the residenl’s care plan at that fime to reflect the
physician's ordarz far Ihe addilion of the Enlive fo
lhe resident's meals. .

Physician's orders dated 01/01/13 through
01/31/13 revealed Resident #2 was lo receive a
fortified, no added salt diet, no sesds ar kernels,
and ng dairy producls related to the resident's
lactosa intolerance. In addition, the physician
‘again requested staff to provide ihe resident with
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STAIEMENT OF DEFICIENGIES "+ | ptl) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION . (X3) DATE BURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER; GOMPLETED
A-BUILDING .
. B.WING
183340 01/04/20193
NAME OF PROVIDER OR SUPYLIRR . : STREET ADDRESS, CITY, STATE, ZIP CODE
T
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o4dy 10 SLIMMARY STATEMENT OF DEFIOIENGIES ' o PROVIDER'S PLAN OF CORRECTION om
PREFIK {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX . (EACH CORREGTIVE AGTION SHOULD BE GOMPLETIGN
na REGULATORY OR LSG IGENTIFYING INFORMATION) TAG CROSS-REFERENGED 70 THE APFROPRIATE PATE
' DEFIGIENGY)
F 280 | Continued From page & F 280 Resident #2 received Enlive with
a carlon of Enlive with his/er lunch and supper ' . medication pass on 1-3- 13 so ‘ _
meals. However, facility staff failed to update the supplement was not missed. .
resldent’s cara plan to reflect the physician's dlet Dietary Manager and DON on 1-4- M
order. ) 13 Enlive added to resident 2 tray at |
Observation of ihe lunch meal on 01/03/13 - lunch and dinper.
revealsd Residant #2 receivad fiam, beans, .
vegelables, and a peach dessért. However, Dietary Manager reviewed all
observalions revealed staff failed o provide the . resident care plans and dietary tray
residant with Enlive with the meal. cards to ensure the use of dietary
Interview with the Director of Nursing (DON) on | | supplements were included, This
01/04/13 at 4:30 PM revesied the Distary ‘| was completed on 1/10/13. e
Maihager (DM) updated Lhe ditary cars plans :
refeted to any distary recommendations or dislary DON, MDS Coordinator, ADON, :
changss by the physician. - | Dietary Manager, Restorative nurse,

|
and Social Services reviewed all 1

Intarview with the Distary Manager {DM) on . X
. vl nurse aide care plans, assignments

01/04/13 at 4:45 PM ravealed the DM had

recelved lhe distitian's recommendations and ' sheets and comprehensive care
physician’s ordars related to the addilion ofthe - | plans on 2/15/13 to ensure they are
Enllve to Residenl #2's meals at lunch and reflective of services being ]
supper, The DM stated when she recelved the . provided. The comprehensive care l;

copy of the diet orders she updaled care plans

and residentiray cards for any dlet changes. plan, nurse aide care plan and

88=n | PROFESSIONAL STANDARDS On 1/14/13 Dietary maniager re-

Tha services provided or arranged by the facility educated dietary staff on following

must meet professional standards of quality. the tray cards, providing dietary
supplements per the tray card and

ensuring adaptive equipment was 77-1643
provided to residents. '

¥ |
Howevar, the DM slated she had fafled lo update Assignemont sheet Were compared ]
Resident #2's care plan In accordance with the . for consistency. Residents |
physician's order and the dietitian’s - oberserved to ensure services | :
'| recommendations, . identified were provided. ‘ ;
F 261 { 483.20(0(3)(1) SERVICES PROVIDED MEET F 281
|
\

| This REQUIREMENT s not mat as evidenced
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F 281 Gonlinugd From page 6
’ hy:

Based on obsarvation, infervlew, and recerd
 review [t was dotermined the facllily failed (o
ensure sen/ices provided et professional
standards of quality for one of fifteen sampied
residents (Resident #2). Resident #2 had
physlcian's orders for Enlive (nutrittonal
supplement) {o be given &t lunch and supper
meals; however, ohservation of the lunch meal on
01/03/13 revealed staff falled fo ensure Resldent
#2 received the Enlive supplement as ordered.

The findings include:

Interview with the Direclor of Nursing (DON) on
01/04/13 at 4:20 PM revealed 1he fadlly did not
have a specific policy related to physiclan’s
orderg, but stated staff was expected to ansure
orders were follawed.

A raview of Resident #2's physician’s orders
dated 09/27/12 revealed Residant #2's physician
grdered for the resldent o receive Enlive (a
nutrillonal supplement) with the resident's supper
and lunch meals, In addilion, a review of
physician’s orderes for 01/01/13 through 0931113
also revealed Raesidont #2 was 1o recslve a
carlon of Enlive with his/her lunch and supper
meals.

‘| Observationof the lunch meal on 01/13/13
revealed Resident #2 dld not racalve the Enliva
suppiement with the lunch 1ray as ordered.

F281)  Itis the responsibility of the cook

to ensure the tray cards are followed -
according to orders.

Beginning on 2/15/13 continuing
thra 2/17/12 nursing staff re-
educated on following resident care
plans and ensuring all services
provided as indicated to resident,
Licensed staff re-educated on
responsibility to update care plans
when resident needs change, This
was provided b DON and ADON,

The DON or ADON to review 25%
of comprehensive care plan, nurse
aide care plan, assignment sheet and
medical record monthly to ensure
they are reflective of services being
provided. These same 25% will be
obeserved to ensure services are
being provided as identified.

T T e

cook to audit no less than 25% of
resident trays at each meal daily for
1 week, then 25% of resident trays
at one meal per day for 2 weeks
then 25% of resident trays for one

Dietary Manager, Administrator or 1’
|
i
meal 3 times per week for 2 weeks ;
|
|

Received Tine Feb 15 2013 1:35PM Mo, 4913

Due to Resfdent #2's cognilive statyus, an . . '
. . o)
interview was not conducled. tht?n will audit 25% of resident trays ' |-4\83
for one meal weekly to ensure the . .
An inlerview with Certlfled Nursing Assistant tray cards are followed, g
. . _
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F 281 | Continued From page 7 ' | F 2681
(CNA) #3 on 01/03/13 at 1:15 PM ravealed the
Enli\‘.f,e suppl'ement had nof been provided on Dietary Manager to review tray
Re:stdanlifz s lunch tray and, as a result, the cards weekly. for 4 weeks to ensure
resident did not recelve the supplement. _ ‘
- they are accurate and supplements
An‘inlerview with Registered Nurse (RN) #1 on ' and adaptive equipment arc on the
01/03/13 at 1:30 PM reveaiad the Enlive tray card.
supplement was on the Madication Administration , :
Y . . . , 1
E;mng(ng) to be 9"’5"1;:‘ BE'D%VAMW?;d BéOD 4 These audits will then be completed :
R was unaware the cnlive Qrdere O
la be provided at the resident's lunch and supper qual‘tef‘ly to ensure slustamed ]
mesls. ) . compliance. All audits and reviews
. will be reported to the facility QA
An jnterview with the Dislary Manager (OM) on Committee no less than quarterfy for A1843
01/03/13 at 2:30 PM revealed Resldent#2 should . one year.
have received the Enlive supplement af the hinch
'| meal as orderad. The DM did not know why the
suppiemen( was not on the junch fray. : .;
An interview with Kitchen Staff Member #1 on
01/03/13 a1 2:40 PM revealed the Enlive '
supplement waa not put on the lunch tray as
ordered. Thé kitchen staff member stafed, "l
overlooked the supplement [ guess.”
F 262 | 483.20(k)(2)(#) SERVICES BY QUALIFED F 282
gs=p | PERSONS/PER CARE PLAN '
The semvlces provided or arranged by the facilily
must be provided by qualified persons In ‘ - ' ‘ :
accardance with each resident's writfen plan of ' - :
care. ’ '
This REQUIREMENT fis nat mel as evidenced
by: |
Breed on observalion, intarview, record review, : .
' i
]
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FORM GMS-Z567{D2-88) Previous Versions Obsolela " Evenl ID:PVEITT

Received Time Feb. 15. 2013 '1:35PM Ne. £813



Cob, 15, 2013 12: 48PN ) T Vo 1475 P 10

PRINTED: 02/07/2018 o

DEFARTMENT OF HEALTH AND HUMAN SERVICES ] EORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES C OMB NO. D338-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTIGN {9} DATE SURVEY'

AND PLAN QF CORRECTICN - INENTIRCATION NUMBER: . , GCOMPLETED
. A, BUILDING
188340 B VNG — 01/04/2013 \
NAME OF PROVIDER OR SUPPLIER ETREET ADBRESS, CITY, STATE, ZIP GODE r'i
: NTE ) 210 WESTWOOD ST, ’ L
GLASGOW HEALTH & REHABILITATION GE R . GLASGOW, XY 42141
4|0 SUMMARY STATEMENT CF DEFIGIENCIES I} PROVIDER'S PLAN OF CORRECTION =35}
p(?gé.l-lu (EACGH DEFICIENCY MUST BEPREGEDED BY FULL PREFIX (EACH CORREGCTVE ACTION SHOULD BE oom;.TEﬁrmN i
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CHOSG—REFB?E)SEFE;J 111;_?4 ;I;I’)E APPROPRIATE
. C.

£ 282 | Continued Erom page & The weighted é,_up for resident #6 ;
I - _ was discharged on 1/15/13 and :
lity falled t d

end facity policy review, (e faciity fafled to changed to a Kenneddy cup with

ensure services were provided in accordance 4 |
with the plan of care for two of fifteen sampiad Straw. This change was notedon ;

F 262

rasidents (Residents #6 and #13). Resldent #6's ' the care plan 1/15/13. Dietary
care plan direcled staff to provide the resldent .~ |- |- Manager provided a o sey cup
| with = "welghled” cup with a lid for meals related to Resident #13 on 1/4/13
to the resldenl’s chewing and swallowing _ . :
problems; howevar, abservation of the breakfast ) ] .
- Dietary Manager reviewed all . ,

meal on 01/03/13 revealed facliity slaff failed to

provide the resident with a welghted cup with lid. resident care plans and distary tray ;

Resident #13's care plan direcled staffto ulilizea ) cards to ensure the use of adaptive !
Ynosey cup” (a cup dasigned fo assist irealldenctle:i equipment was included. This was | f
with difficuity In swallowing) with meals elated o - w
the resldent's chewingfswallowing problams; completh on 1/10/13.
however, obsarvations durlng the lunch meal on : .

- . DON, MDS Coordinator, ADON, .

04/04/13 revealad a "nosey cup” was nol

provided for all liquids on the rasident's tray. Dietary Manager, Restorative nurse,

and Social Servicés reviewed all

...,.\.._.._....‘-.,

Self Help Devices Policy (no date) revealed.
gelf-heip feeding devices would be ordered by the

The findings Include: - ‘ nurse aide care plans, assignments :
A review of the facility Self Feeding Ablity and sheets and comprehensive care I :
. plans on 2/15/13 to ensure they are I ‘ f

reflective of services being

Occupational Theraplst {OT) and would he . ' ‘provided. The comprehensive care
P“-;’]"id:j’nfr‘i"' "‘etfe:itie"ﬂ altr ‘;37;’ 1{:9:_'- T:te . : plan, nurse aide care plan and
I pollcy ar noted the sell-he ading utens
would be documented in the resident’s care plan, : assign en.‘Lent sheet w?re compared I
for consistency, Residents '
1. Review of the medical record revesaled the oberserved to ensure services J’
facllity admitted Resident #8 on 039/20/08 with ) identified were provided. |
diagnosss o include Stroke, Paralysis, Diabefes, , : ’ ' Jf
. o N
and Schizophrenia. Ou 1/14/13 Distary manager re-
. A roview of the Commprehensive Care plan daled educated dletary sta:ﬁ‘: on f?Ilowmgi
' _ the tray cards, providing dietary |

08710111 revealed the facilily assessed Resldent
#6 fo require a mechanically altered dlet dua fo supplements per the tray card and | ‘ 9, /RN

chewing and swallowing problems. The care plan © ensuring adaptwe equipment was |
inlerveniions also included to provide the resident provided to residents. . ,

Rl et

Event ID:PvAIH Faciy ID: 100014 if conlinuation shaet Pags © of 2}

FORM CMS-2567(012-58) Previous Varsions Obselele

Received Time Feb. 15 2013 1:35PM No. 4813



Ceb. 15, 9013 12:48PM VIR ART

- . PRINTED: 02/07/2013 -
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED i
__CENTERS FOR MEDICARE & MEDICAID SERVICES : L OMB N0, 0938-0381
STATEMENT OF DEFIGIENCIES X1} PROVIDER/SURPLIER/GLIA {X2) MULTIPLE CONSTRUGTION { X3} BATE SURVEY
AND FLAN OF CORRECTICN IDENTIFICATIGN NUMBER; - COMFLETED
. o . o A BUILDING
165340 B VNG 0104/2043
NAME OF PROVIDER OR SLIFFLIER - STREET ADDRESS, CITY, STATE, ZiF GODR
GLASGO TH & REHABILITATION CENTER 420 WESTWOOR &7- ' ' ) :
WHEALTH& R , | oeLasGOw, KY 42141 r
o6ty 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION Feay i
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLETION el
e REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED T0 THE APPROPRIATE BATE - I
. ' - - : DEFICIENCY)
It is the responsibility of the cook :
F 282 . 82 . =
CT: o E:O«T pag: fh Ild 8t mealtimes. "#%| o ensure the tray cards arc
wilh a welghted cup wi alid e followed.
Observation of the breakfast mesf on 01/03/13 at
9:00 AM revealed Resldent #3 to be seatéd in 2 . Beginning on 2/15/13 continuing
wheelchair In the restorallve dining room. Fadllity thru 2/17/12 nursing staffre- ;
staff provided the resident with a ground meal, ’ educ : . )
carbohydrate controlled dlet with no edded salt, | ; ated on following resident care i :
The reskdent recelved catmaal, skim milk, p ans. and ens'um?g all services :
eranberry juice, and watet in a clear cup with a provided as indicated to resident;
serew-on lid end a straw in the lid. Regident #5 Licensed staff re-educated on
fed hismher self and drank milk from the carton by rys
- " , o]
withaut difficully; however, the resident spillad the .| responsibility to update care
cranberry Juice when trying fo drink from the : ‘ plans when resident needs
glass, and did not drink the water that was _ chenge. This was provided b
provided in the clear cup with a screw-on lidand . DON and
a straw in the lid. A review of the resident's meal ‘ and ADON.
card also revealad ihe resident was on : ‘ . ‘ .
pracautions for feeding and swallowing and was Dietary Manager, Administrator or ,
to recaivs liquids from a weighied cup with a lid. ' cook to audit no less than 25% of |
Staff was observed lo asslst Resident #0 during resident trays at each meal daily for ’ 8
the meal service; however, staff falled io sarve 1 we o [ ;-:
the resident beverages in & welghted cup witlr a . ek, then 25% of resident trays
id - at one meal per
' o day for 2 weeks then 25% of
Resident #8 was unable fo be interviewed retated resident trays for one meal 3 times |
to hle/her cognilive Impairment, - per week for 2 weeks then wil] audit 1
: : 25% of resident trays |
Interview with CNA#2 on 01/03/13 al 9:45 AM for one meal WE:ekly ¢ h r'
revealed Resident #5 drank from a clear plastic . . 4 Yy to ensure the :
*cup with @ straw and did not know why onlfy ons ray cards are followed. |
clp cama with the meal fray. CNA#2 said the . _ '
clear cup wilh a straw was whal Resldenl #5 . Dietary Manager to review tray
always got and did not kilow of Resident #3 cards weekly for 4 weeks to ensure -
receiving a weighted cup. . they are acourate an d supplements
Intarview with the kilchen staff on 01/03/13 at | . and adaptive equipment are on the . &S
2:40 PM revesled Resldent #8 was provided a tray card, These audits will then be :
tlear'plastic cup with & lid and straw, and was not completed quarterly to ensure
sustained compliance. ;
wwiniuewon sheel Page 10 of 21
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F 282 | Continued From page 16 . ' F 282 N . . .
pag ‘ , The DON or ADON to review 25% i
awars the resident was Io recelve llguids In of comprehensiv I . ;
weighted cup with a tid." . Prencnsive ‘carc plan, nurse i
_ aide care plan, assignment sheet and . :
inlerviaw with the Dietary Manager on 01/03/13 at medical record monthly fo ensure |
2:30 PM revealed Resldent #8 was 1o be servad they are reflective of services being
liguids in & clear cup with & screw-on lid and provided.
straw at meslfmes. The DM further staled when
& special cup was ordered, only one cup was sent ‘ , '
P 4 y P These same 25% will be obeserved :

for each residenl aind the staff was to rinse the ! 70 !
cup out between serving the liquids provided at to ensure services are being

mealfimies. _ . provided as identified.

Interview with the Speech Therapist (ST) on o \ . i
01/04/13 8t 8:15 AM revesled Resident #6 was to - -| Al audits and reviews S
have a welghted cup with a lid as ordered and will be reported to the facility QA ; i

slaff failed to provide the resident a weighted cup Committee no less than quarterly for '
as dentified In the plan of care. ' ons year :
- | Drg-13

2. Review of the medical record revealed tha
facllity admilted Resident #13 on 11/17/09 with
diagnoses to include Dementls, Congeslive Heart
Failure, Parkinzonlsm, and Diabstss Mallitus, -

A review of the comprehensive cara plan daled
07/18/12 revaaled the facilly assassed the . ' : '

residenl to require a machanically allered diet due ' i
to chewlng and swallowing problems. The care ’
plan ntervanllens included to provide food in &
divided plate, provids a "nosey cup” with meals,
end a pureed diet wiih nectar-thickened liguids.

Resident#13 was observed on 01/04/13, st 11:55
AM to be sitfing in a wheelchalr in {he restorative
dining room, $taff was observed to arrange the
food ftems/utensils on ths resident's tray. The
{ray was observed to conslst of pureed foods In e
divided plaie, a glass of nectar-thlckened milk In

a "nosey cup," and neclar-hickened water in a
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F 282 | Confinued From page 11 F 282 : L 1T ' ;
regular drnking glass. The resldent was ) T
observed to drink the water from the regular glass
withaut difficulty. A review of the resident’s meal
tray card revealed staff was direcled (o allow lhe |
resident to feed him/herself with supervision and
fo offer verbal cues as neaded; to encourage the
resldant to slternale bites of foods with sips of
liquids; and to provida liquids in a “nosey cup.”
Staff was observed (o follow the appropriate
feeding precautionstechniques during the lunch ' : _ ;
meal; however, stafl failed to ensure the - : , ‘ :
resident’s liquids were provided in a "nosey cup.”

An Interview conducted with Carfified Nurse Alde
(CNA) #8 on,01/04/13, at 12:10 PM, revealed the
‘| CNA was familiar with the diet orders and
sali-help fesding devleas required for Residant
#13. Tha CNA slated the iray sent from the
kitchen conlained only ons *nosey cup™ and staff
would allow the realdent fo drink thal liquid first,
and then rinse the "noséy cup” and pour inthe
second llquld for the residant to drink.. The CNA -
stated the resident drank the water before she
could intervane during the 01/04/43 lunch meal.

Intsrview with the Diatary Aide on 01/04/13, at
2:10 PM, ravealed the thickened ligulds were
pre-packaged and were placed on the fray with
ihe "nosey cup,” Tha Dietary Alde slated she
poured the milk jnfo the "nosey cup™ and ,
assurned slaff was to rinse the "nosey cup” after .
the first liquid was consumed and then pour the
second fiquid Into the cup; The Dietary Aide
verified extra "nosey cups® wera in the kilchan
starage area. Howaver, the Dietary Aids stated
-1 she hiad nol thought about providing a second
"nosey cup” for the resident,
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F 282 | Gonltnued From pags 12 . F282|  Upon identification the water to the
Interview wilh 1he Distary Manager (DM) on beauty shop was turned off by the
01/04/13, &t 2:00 PM, revealed facllty staff was to Maintenance Director and on
rinse the “nosey cup™ after the first liquid was 1/10/13 2 pIumbin gc ontractor fixe d|
consumed and then pour the second llquid Into th !
the "nosay cup.” The DM stated she only ¢ water. ‘ o
received ene cup par resident when he resident - 1‘,
had been assessed to nead a "nosey cup.” The . On 1/31/13 the Maintenance
DM stated she wasn't sure if exira "nosey cups” Director checked water temps in all
were availabie for resident use, and had nof resident rooms. bathrooms. common
requested addifianal cups for the residsnt. areas 1o e sm,; water & eml; ¢ were
interview conducted wilh Iha Speech Therapist within the accepted range
(8T on 01/04/13, at 12;15 PM, revealed ths '
resident had been a=sessed to requlre the tas of Administrator, Maintenance
1he “nusey CUP" fo asaist with SBIF—EEEDQ_ The ST Directo'r and Director Of
stated the resldent could do ¥ok” with a regular I : :
i . ousekeeping director to complete
glass, but did batter with the "nasey cup. ‘ environmgnta% anditby 2/17/15 to
F 323 | 483.26(n) FREE OF AGGIDENT - F 323 4 Y
s5=F | HAZARDS/SUPERVISION/DEVICES ensure 2 sanitary, orderly and
: : comfortable environment is
The facfiity must ensure that the resident . manintained and remains as free of
environment reralns as free of accident hazards accident hazard as possible. Any
as is posslble; and each resident receives issue noted will be addresed
- adequate supervision and asslstance devices fo ‘ t
prevent accldents. . ,
. . Water temps are monitored in the
TELS system which is a computer
program used by the maintenance
_ _ department to schedule and monitor
This REQUIREMENT is not met as evidenced audits within the facility. The |
by o beauty shop has been added to the |
Basad on observalion and intervisw it was water temp monitoring in TELS.
delermined the facility failed to ensure the And will be monitored daily for one
rE'.Eidan. envfronment remained as free of week= t_hen wcekly for one month 9_'8_}3
accidant hazards as is possible. Hotwater then added to the routine schedule. |
temperaturas ware observed fo be 160 degraes : -
Fahrenheit at & sink in the resident beauly =alon. '
Event |Ir: PYatq Fachty Itr- o084 If conlinuation sheet Page 1% of 21
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F 323 | Continued From page 13 F323|  Effective 2/17/13 environmenta]
i

Ths findings include:

An Interview condugied with the Maintenance
Direclor. revealed the facility used The Equipment
Uifecycle Sysfem (TELS), a computerizad
maintensnce system to monitor the walsr

| temperatures iri the resident rooms and faundry.

According fo the Maintenancs Directar, the hol
wafer lemperatore in lhe resident rooms and
shower rooms was required fo be 100 12 11D
degrees Fahrenhelt.

Observations conducted an 01/04/13 at 8:18 AM,
revealed the hot water temperature In the
residant beauty salon wes 160 degress
Fahrenhalt.

An intarview conducled on 01/04/13 at 10:40 AM,
with the licensed beauficlan who came to the
facility to provide services to lhe resldents
revealed the beaulician adjusted the water
temperature 1o provide comfort to the residents
and to prevent polential burng from the water.

'| The beautictan steied she monitored the

{emperafure of the water when In use for the
resldenis by holding her finger In the water
stream during use fo ensure the water
{smperalure was nol foc hot and was
comfortable. Addltional interview with the
beautician revealed she was not aware of any
spacific water temperahure requirements for the
salon and was aware 1o contacd Mainktenance of
any concams with the waler. Further Interview
revealed the beauliclan was not aware of any

| resident being burned by he waler in the salon”

sink.

| report to QA Committee quartelry

audits to be completed no Jess than |
monthiy by safety commitiee,

Safety committee members will be
edcuated by Administrator in
regards to completing enviromental
audit by 2/17/13 including
reporting issues to maintenance
tegarding repairs, housekeeping
and equipment. Enviromental
audits to be reviewed by
Administrator upon completion,

As part of the QA program for the
facility the TELS monitoring is
reported no less than quarterly,

T}'xe water temp in the beauty shop
will be reported for one year to
ensure sustained compliance

The safety committee to check all |
wheelchairs/geri-chairs and !
complete environemental rounds no i
less than monthly to ensure & |
sanitary, orderly and comfortable
Interior is maintained. Safety
Committee will report findingsto |
Administrator monthly who wifl = |
pes

for one year.
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F 332 | 483.28(m)(7) FREE OF MEDICATION ERROR
58=E | RATES OF 8% OR MORE

The facility must ensure that it 1a free of
| medication erfor rales of five percent or greater,

Thrs REQUIREMENT isnotmsl as ewdemoéd
by:
Based on observaﬂon Intervlew and record
review, It was défermined the faciiity failed to
ensure the medication arror rata waz nat, and did
nol exceed, five percent. Qbservalion of the
medication pass revealed staff failed fo
administar 6 of 44 medications in accordance -
with physician's orders and, as s resul(, the
medication emmor rafe was determined 1o ba 13.6
parcent. Residents B and C had orders for -
madications to be administered with food and the
medications were not admintstered with food as |

ordered. Staff affempted lo administer Rezidsant
D's Dilantin {anlicenvulsant) at the wrong
prescribed time. Résident B had an Aggrenox
capsule and Prilosec capsule that were omitted,
and staff fajled to abtain 1he resldent's pulse rate
prior'to administralion of Matoprolol

"Administrator monthly who will
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. DEFICIENGY)
F323 .Conﬁnuet.i From page 74 F323 Effc?ctive 2/17/13 environmental
An Inferview conducted wilh the Maintenance audits-to be completed no less than
Diractor on 01/04/13 at 815 AM, revealed the monthly by sg
Maintenance Direcior was aware the water in lhe ¥ by fﬁt}' commlttee
resident saion sink was 1650 degrees Fahrenheit Saf
because the sink in the resident salon was on the afety committee members will be
sams hot water plumbing as the resident laundry. edcuated by Administrator in
The Maintenance Direclor staled he didn't think regards to completing enviromental
the water temparature was a concern because audit by 2/17/1% including |
the resident salon was kept [ocked and the sink reportin :
was utilized by a beaofician that came to tha P g issues to maintenance
facility. tegarding repairs, hOUSCkeepmg
F332| and equipment. Envxromental

audits to be reviewed by
Administrator upon completion.

facility the TELS monitoring is
reported no less than quarterly,

|
|
!
As part of the QA program for the ;
|
The water temp in the beauty shop
will be reported for one year to
ensure sustained compliance
The safety committee to check al] -
wheelchairs/geri-chairs and : i
complete environemental rounds no !
less than monthly to ensure :
sanitary, orderly and comfortable
interior is maintained. Safety
Committee will report findings to
TR
report to QA Committee quartelry
for one year,
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F 332 | Continued From page 15 F 332 gh;me,ﬁicﬂtiog administrflﬁon time |
(anlihypertensive) as prescribad. or Resident C’s Melformin was
‘ ) changed fo correspond with ‘
The findings include: breakfast and supper. This was done |
o on 1/31/13 by DON. Resident D
A review of the Facility’s Medicallon Adminisiration received the Dilantin at §: '
polley (no dala) revealad a "lriple check” was to ordered oy 1-4-13 Iémg?p L as J
be conducted during the medication pass to cducated b y L re- ]
ensure the " Rights” (patient, drug, dose, time, cated by DON on 1/31/13 .
Bnd route) were obasrved. The Mripls check" Tegar ding following the MAR and
conslsted of {1} check the medicalion when It [s Resident B was given the second |
pulied from the Medicalion Administration Record Omeprazole, was given the |
(MAR); (2) check the medication againsl tha Aggrenox. Resi :
MAR; and (3) check tha medication again when : ani;rg;ffe ofs of 1 dent did not have
replacing the medicine in the medicing carl. Tha Ri i 0 le_cewmg the
pollcy noted If mexication was ordersd to ba vastigmine without food.
glven with food, the médicatton was to be given
with a gnack or a meal. In addition, ihe policy DON re-educated all staff members
directed staff to make any "vital assessment" as administering medications on
required by he mec':llcaﬂon. 1/31/13 {egard ing checking the
1." A reviaw of Resident C's medical record M R prior to admmzster Ing
revealed the resident’s physiclan had prescribad medfc:.itlons, on making sure to
for the resident to recaive 100 mg of Metformin administer medications with mealg
ER {anti-diabetic} iwice a day, with breakfast and if required and on checking pulse
supper. | and B/P prior to administering
. _ o medicats e .
Observation of the medication administration on dication for which 1t is required
01/03/13 at 8:15 AM Eastern Standard Tima ' 1}
(EST) revesled Resident € received 100 mg of Pharmacy Consultant to provide in-
Metformin ER (anti-diabelic), wiihout food as service to all staff that administer |
ordered. ' medication on 2-5-13 on med pass |
. |
Observation of the breakfast service revealed the procedures, : SN
broakfast trays arrived an the floor at 8:15 AM :
-1 {(EST) and were dellverad by 9:25 AM (EST).
Resident C received the breakfast fray al 9:25
AM (EST), one hour and ten minules after
racaiving the dose of Metformin ER.
Eveal ID:PVXI11 Facilliy 10: 100014 W continualon sheet Page 16 of 21
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This information wil{ then be

2. Areview of the January 2013 physician's : - .
presented by the DON monthly for | ;

ordera for Resldent D revsaled an order for 300

mifligrams {mg) of Dllantin (a medication used fo 3 months and then snnually, All :
treal seirure disorders) to be administered o the newly hired Sté.ff responsiblre for ‘

residenl at 8:00 FM. .- o LI
: : medication administration wii] be

Observallons of medication administration for educated during orientation

Resident D conducted on 01/04/13 at B:40 AM,

revealed Licensed Practical Nurse (LPN) #4 The Pharmacy Consultant and

reviawed the resident's medication administratlon . Administrative nu
) rses
record (MAR), prepared & 300 mg dose of - cach staff member res . O}?;fwe |
Dilantin, and etempted fo adminlster the dministert tcations wi o
admintstermg medications within

madication to Resident D, The suiveyor

intervened io prevent the LPN from administering
the medication fo tha resident al 840 AM inslead
of at B:00 PM as prescribad by tha physician,

- the month then no fess than
quarterly for 3 quarters to ensure
com_pliance with timing, dosing and
monitoring of medications. After the

'| An Interview conducted with LPN #4 on D1/04/13 )
at 8:55 AM revealed LEN #4 Fad misread the quu:‘ll'.tcr § each staff responsible for
MAR and did not reallze the medication was to be _ ministering medications will be |
adminiétered at 8:00 PM, observed annually. Re-education

. .| will occur with any noted deficient
3. Arteview of the December 2012 physleian's . practice at the time it is
orders for Resident B revealed the following pass observations will bnoted. s (
medicattions wera prescribed io be administered . the facili AC : . 6 reported to |
for the resident; ‘Metoprolol (beta blocker) 25 mg ' ty QA Committee no less -
. than quarterly for one year !

twice a day; Omeprazole (antacid) 20 mg, 2
capsules once 2 day; Rivastigming
{antl-Parkinsonlsm/ant-Aizheimer's) 6 mg, twics
& day with-food; and Aggrenox (sifoke reduction)
twice & day. ‘The physician's orders also directed
staff not to adminfster {he resident's Metoprolal if
ihe resident's heart rale was below 60 bsals per

minute.

BV

Burlng the medication adminisfration pass
obsarved on 01/03/13, at 8:40 AM, the Certified - . )
' t
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F 332 | Confinued From page 17 . F 332
Medlcalton Techniclan (CMT) was observa to
adminleter 25 mg of Meioprotol fo the resident; -
however, the CMT falled to obtain lhe resident's
hearl rate prior to adminktering the medication in
order 1o determine If the restdent’s heart rate was
below 60 beals per minute as erdered by the
physician. The CMT also administered only ane
capsule of Omeprazole 20 mg, Instead of two as
prescribed by the physidan; end edminlstered 6 .
mg of Rivastigmine fo Resldent B with juice only.
In additiori, thare was no evidence the CMT
administered Aggrenox as prascribed by the
physician,

Interview with CMT #1 on 01/03/13, al 10:00 AM,
revealed the CMT had "overlooked” the Aggrenox
and falled to administer {he madication as
ordered. The CMT stated she unly adminlstered
one Omeprazole capsule to the residentand -
falled 1o check the resldent's heart rale prior io
administering Metoprolol. In addiflon, CMT i1
staled she had not reviewed the Medicalion
Administration Recard (MAR} 10 ensure the
Rivasligmine was glven as ordered wilh food.
CMT #1 stated she had been lralned o
double-check the MARS and tu read the
diraclions carefully,

Interview conducted with tha Direcior of Nurses
{DON} on 01/04/13, at 1:50 PM, revealed ths
facillty’s consuling pharmacist conducled | C < L
medlcation pass ebservalions quarterly fo monitar ' - . !
for posslble medication error. Tha DON staled
no problems had been idenlifiad.

F 468 | 483.70(h)(3) CORRIDORS HAVE FIRMLY F 468
s5=p | SECURED HANDRAILS

e mE e ————re

The facility musl equip corridors with firmly
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F 488 | Continued From page 18 ' F 468
sacurad handrails on each side.
. ' . The ha
This REQUIREMENT is not met as avidencad h ndrmls were secured by the |
: . . maintenance staff on 1/4/ 13 when |
identified '

Based on observation, inlarview, and record
review it was determined the facility failed to : .
ensure carridors were equipped wilh Rimly Maintenance staff checked al]

secured handrallz. Handrails were observed handrails on
loose on the Oaldawn hallway. ' L/9/13 to ensure they
. were not loose.

The findings include: ] . .
Mamtenance Director will check

An Interview conducted on 01/04/13 at 4:00 PM, ‘ " handrails monthly and record the
with the Maintenance Director revealed ihe facility checks in the TELS program

| did not have a written maintehahce pollcy
ragarding the maintenance of equipment - All checks recorded in TELS are :

{(handrails). According to the Maintenance
Director, the facility utlized The Equipment part of the facility QA program and

Lifacyele System (TELS), a computerized will be reviewed by the facility QA

maintenanca and tracking system to identify committee no less than quarterly for 9[8 ¥
congarns with the resident environment. .| oneyear b

Environmental chservations conducted on
01/02/13 at 12:50 PM, and during an
environmental {our conducted with the
Maintanance Director on 01/04/13 at 3:45 PM,
revealed wo joose handralls on the Oaklawn ‘
haliway near the resideni dining room. '
1

Araview of a compuierized audit tool for the

haridrails for Jantrary 2013 revealed the audit had o . . i
been compfeled and nb concems were identified - :
regarding handrails being loose.

An interview conducted with the Maintenance
Directoron 01/04/13 at 4:00 FM, revealed tha
Maintenance Director mads rounds weekly to"
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Identify concems. A revlew of the January 2013
computerized sudit revealed no concerms with
.loose handrails, Ascording to the Mafntenance
Diractor the January 2013 audit was completed
on 12/31M2 and the Mainlenance Director had
not ldentifizd the hand ralls were loose. . _
F 500 | 483.75(h) QUTSIDE PROFESSIGNAL F 600 ‘ _
§5=D [ RESOURCES-ARRANGE/AGRMNT ‘

SeEdeanic T

I he facility does not employ & qualified
prafessional pergon lo fumnlsh & specific servica

to be provided by the facllily, the facllity must
have that service furnished 1o residents by a
person of agency outside the facility under an
arrengement-dascribed In sectlon 1861 (w) of the -
Act ar an agreemenf described In paragraph (h)
{2} of thi= =eclion,

Ay
e ol

Fed A

Arrahgements a2 dascribed In secllon 1861 (w) of
the Act or egreementls pertaining to égrvices : . . . , i
furnished by outslde resaurces musl specify in 4 |
writing that the facility assumes responsibility for '
obtalning sarvices that meet profeseional
standards and princlples that apply fo ’ . ’ ‘ S
professionals providing services in such a facilily: B
and the fmeliness of the services.

This REQUIREMENT [s not met zs evidenced
by: :

Based on interview and a review of dialysis
agreements, the faciiity falled to ensure one of
fwo agresiments with dialysis canters had been
slgned and daled by the Administealor of the
facillty and the administralive staff of the dialysls
center (Dlalysls Canter #1). A review of the -
facility's census and condition information
revealed three of fhe facility's sixty-two residents

FORM CME-2587{02.85) Previous Yersions Obeoiale Evertt I0: Pvaling Facllity 107 100014 . JFeantinustan ghaat f:aage 20 of 24

veceived Time Feb 15, 2013 1:35PM No. 4813




Feb 15, 2013 12:50PN

No. 175 P D)

Kl

DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 02/07/2013
FORM APPROVED

OMB NO. 0938-0391 -

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES L) PROVIDER/SUFPLUIER/CLIA (X2) MULTIPLE CONBTRUGTION {X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFLCATION NUMGER: COMPLETED
A BULDING
B. WING
185340 0170412043
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, BYATE, ZIF CODE ’
220 WESTWODD 5T,
GLASGOW HEALTH & REHABILITATION GENTER
GLASGOW, KY 42141
>4 SUMMARY STATEMENT OF DEFICIENGIES D - PROWIDER'S PLAN OF CORRECTION [r2)
PREFTX {BACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORREGTIVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMATICN} TAG CROSS-REFERENCED TD THE APPROPRIATE DATE .
. DEFICIENCY]
F 500 | Continued From page 20 F 500

recelved dialysis services. A sample of nineteen
residents was selacied for roview. A review of
the nineteen residents selected for review
revealed Resident #11 received dialysis services
at Dlalysls Canter #1,

The findings Include:

A review of the faclfity egreemenls revealed the
facility held agreements with two dialysis centers
{Dialysis Centers #1 and# 2} 1o provida
hemodialysis services 1o residents in the faclllty.
Continued review of the agresmsnts reveaied the
agresment for Dlalysls Center #1 had notbeen -
gigned and dated by the fadiiity's Adminisirator or
the Adminjstralor of Diatyais Center #1. .

Based on a review of documentation, Resident
#11 received dialysis three imes & week at
Dialysis Center #1.

The faciilty Administrator siafed In intervlew on
01/04/13 at 10,30 AM that Residenl #11 raceived
dialysls at Dialysis Center #1 and acknowledgad .
a hew agreement/contract had not been inlflaied

Administrator signed an
‘agreement with the Dialysis

Center on 1-7-13

Administrator met with DON to
identify any other outside.
resource being utilized by
residents to determine the need
for any other agreements. This
was completed on 1/31/13

Adrministrator to review all
outside resources being used
quarterly to ensure agreements

are in place,

_Administrator to audit
agreements quarterly fo ensure
they are curvent and will report
on any new ggreements to

_— .

outside

and signed by the facliity's Administration and .
‘representafives of Dlalysls Center #1. facility QA Committee no 1335 9\ &‘_\%
than quarterly.
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iK 018 | NFPA 101 LIFE SAFETY CODE STANDARD
88=F ‘
Doors protecting corridor openings in other than
required enclosures of vertical openings, evits, or
nazardous areas are subslantfal doors, such as
those consiruclad of 1% Inch solld-bondad core
wood, or capable of reslsting fire for at [east 20
minules. Doors in sprinklered buildings are only
required to reslst lhe passage of smoke. There s
no impediment to the closing of the doors. Doors
are provided with a means suiteble for keaplng
the door closed. Dulch dooys mesling 19.3.6.3.8
are permified.  19.3.6.3

Roller latches ara prohiblted by CMS regulalions
in alt health care facilities,

This STANDARD is not met as evidenced by
Based on observation and interviaw, it was
determined the facility fallad'to ensure cofildor

| doors of resident rooms were-in accordance wilh
NFPA standards. The deficlency had the
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PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
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DEFIGIENCY) ‘{
K 000 Conlinued From page 1 K 000 The submission of this pi_an of
: recti t

Regulations, 483,70(a) &t seq, (Life Safely from correction does not constitute an
Fire). adinission by the provider of any

fact or conclusion set forth in the
Deflciencies were ciled with the highest Statement of Deficiency. This plan
deficiency Identlfied at "F" level. ot is being submitted because it is

{018

required by law.

p=3

The facility has ordered ties frof]
Lowes for the cubicle curtains
for all rooms to ensure they do
not block the doors from closing.
These will be applied once
received. The wheelchair in roof
137 has been moved. The doors
to rooms 5, 12, 136 were
vepaired on 1/18/13 to ensure
they latch properly.

A 100% audit was done on
1/18/13 by the housekeeping
supervisor and maintenance
director to ensure all facilty
doors latched according to code.

A 100% aduit was done on
1/18/13 by the housekeeping
supervisor and maintenance
director to ensure wheelchairs
were not blocking doors to

potential lo affecl seven (7) of seven (7) smoke resident rooms, -3
compartments, ll residents, staff and visilors.
i i
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K 018 | Continued From page-2 K 018 Staff will be insexvice on 1/25/ IF
Tha facifilyJs cerlified for sixly-eight (68) beds by the housekeeping supetvisox ;
with & census of sixly-three (63) on the day of the | and maintenance director in
survey. ¢/The facllity faited to ensure resident: . o ves ’
doers.could ba closed with a single motlon,zand regards to not blocking 1f:51dent
attached staff will be inserviced
The ﬁndings ilmilfdei on thc use of the ties.
Observations on 03/03/13 hatween 1246 PM and . ,
4:00'PM with the Malnlénance Direclor and The facility safety committee
Lal;nddrw’tll*ousétki?piﬁg fsdun?rvisor. rﬁ\?eala;J .lh{e will make rounds weekly for ong¢
coifidor doors to the resident rooms lhroughai ! .
the- facility were blocked from closing due to month t-hen mo.n thly to e‘nsmc
privacy-cuntains-blocking the doors. Furlher there are no objects to prevent
observaiion revealed a wheelchalr blocking he doors from closing
door of room #137.
~”
Interviews//on 01/03/13 hietwen 12:48 PM and These rounds will be recorded l‘i‘
4:00 PMwith Ihe Maintenance Directorand TELs and reviewed by Regiona
Laundry/Hrouselﬁ;eeping %ul}:lerv;st?h Tdaveaff?bd they Director of Facilities
wars aware nothing could block the door irom
closing but were unaware (he privacy curtains Managament(RDFM) no less
! ware blocking the doors. than quatterly to ensure rounds
are being completed.
Observallons, on 01/03/13 bebwsen 12:46 PM
and 4:00 PM with the Maintenance Direclor and T . 1y
Laundry/Housekeeplng Supervisar, revealed the he Safety cqmm1ttce will repoxt
corfldor daors to rooms #136, 12, and 5 would any ongoing jssues 10
not lalch propely. Administrator who will report to
Inlerview, on 01/03/13 belween 12:46 PM:-and the facility QA Committee for |
4:00 PN with the Maintenance Director-and one year. S-N-13
Laundry/Housekeeping Supervisor, reveated they ;
were unaware these doors were not lalching ]
properly. ¢
Reference: NFPA 101 (2000 ‘edition)
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K 018 | Continued From page 3 K018
15.3.6.3.1* Doors protecting corrldor openings In
other than reguired enclosures of vertical
openings, exits, or hazardous areas shall be
subslanliat doors, such as those constructed of
13/4-In. (4.4-cm) thick, solid-bonded core wood
or of construction that resists flre for not less than
20 minutes and shall be constructed lo resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
nol ba required. Clearance between the bottam
of the door and the floor covering not exceeading
1in. (2.5 cm) shall be permitted for corridor
doors.

Exceplion No. 1: Doors to lailef rooms,
bathrooms, shower rooms, sink closets, and

.1 similar

auxiifary spaces (hat do hot contain flammable or
combustible matarlals.

Exception No, 2: In smoke compartmants
protected throughou! by an approved, supervised
automallc sprinkler syslem in accordance with
19.3 5.2, the door conslfuction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be conslructed to resist tho passage of
smoke.

18.3.6.3.2° Doors shall be provided with 8 means
suitable for keeping \he door closed that is

; acceptable o the authorily having jurlsdiction.
The device used shall be capable of keeping

the door fully closed if a force of 6 Ibf (22 N) Is
appiled at the falch edge of the door. Roller
latches shall be prohibiled on cotridor doors In
bulldings ot fully protected by an approved
automalle sprinkfer system in accordance wilth

19.3.6.3.3"
Hold-open devices thal release when the door is
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K 018 | Conlinued From page 4 Ko18 . ' :
pushed or pulled shall be permitied. ' ]

A18.363.3 .
Doors should not be blocked open by furniture,
door stops, chocks, tle-backs, drop-down of

plunger-lype devicas, or olher devices thal ‘
nocessitale manual unlatching or refeasing acllon !
to close. Examples of hold-open devices thaf
release when lhe door fs pushed or pulled are
iricllon catchas of magnelic catches,

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025

53=F

smoke bariers are constructed to provide at :

loast a one half hour fira resfstance raling in :
accordance wilth 8.3, Smoke barriars may '
terminate at an atrium wall, Windows are
protected by fire-rated glazing or by wired glass
panelg and gteal framos, A minimum of two
separate compariments are provided on each
fioor, Dampers are not required in duct i
penelralions of smoke barriers In fully ducted i
healing, venlilating, and alr conditioning systems.

19.3.7.3, 19.3.7.5, 16.1.6.3, 19.1.6.4

This STANDARD ta not met as evidenced by
Based on observations and interviev/, it was :

detarminad the facility failed to malntain smoke !
parriers that would reslst the passage of smoke
belwaen smoke compartiments in accordance
wilh NEPA standards. The deficiency had lhe
potanliaf to affect seven (7) of seven (7) smoke
compariments, all residents, stalf and visitors.
The facilily |5 cerllfied for sixty-eight (68) beds P
with.a census of sixty-three (83) on the day of ihe 1
survey. Tha facilily failed to ensure six (B} Lo
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smoko barriers were sealed around pipes and
wires,

The findings include:

Observations on 01/03/13 between 12:26 PM and
1:06 PM with the Malntenance Director and
Laundry/Housekeeplng Supervisor, revealed the
smoke partitlons, extending above the celling
located thyoughout the faclilty, were penelrated by
pipes and wires wilhoul proper soalant around the
penetralions.

Inlerview, on 01/03/13 betwesn 12:25 PM and
1:05 PM with tho Maintenance Diraclor and
Laundry/Housekeeping Supervisor, revealed they
were unaware of the penelrations In lha smoke
bartiers.

Referance: NFPA 101 (2000 Edition).

8.3.6.1 Pipos, conduils, bus ducts, cables, wires,
air ducts, pneumalic tubas and ducts, and similar
building service equipment that pass throtigh
floors and smoke harriers shall be prolectad as
foltows:

(a) The space batween lhe psnhetraiing item and
the smoke barrier shall

1. Ra filled wilh a material capable of malntaining
the smoke resistance of the smoke barrler, or

2, Be profectad by an approved device designed
for the specific purpose,

{b) Where the penelraling [tem uses a sleeve fo
penelreale lhe smoke barrler, the sleeve shali he
solidly set in the smoke barrier, and the space
betwaen Iha ltem and the sleeve shall

1. Be fliled with a material capable of maintalning

The mainteance director sealed
the aveas in regards to
penetrations in the smoke
barriers on 1/25/13

A 100% audit of all smoke
barriers was conducted by the
maintenance director on 1/25/13
to ensure there were no others
that had been failed to been
sealed.

The RDFM will develop a
memorandum fot the
majntenance director (MD) to
sign in/out vendors and review
their final product prior to
contractor departure. This will
be in place by 1/31/13. We will
add five/smoke penctration
inspection to our TEL’s system:
for review, Maintenance directpr
will make rounds weekly for 4
weeks then monthly to check to,
see that there ave no penetrations
in fire walls. 3,\‘]’1’5

—
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K 025 | Continuad From page 8 K 025 These rounds will be recorded 1

the smoke resistance of the smoke baier, of the TELs program and reviewe

;‘2. Eig protec_tfe;d by an approved device designed by RDFM no less than quarterly

or-the specific purpose. . N

{c} Whefe designsliake transmisaion of vibralion to ensure rounds are being

into considerallon, any vibralion jsolatlon shall completcd. Maintenance director
1. Ba made on either side of the smolee barrier, or will report any ongojng issues 1
2. Ba made by an approved device designed for Administrator who will report oh
lhe specific purpose. o

% 027 | NFPA 101 LIFE SAFETY CODE STANDARD op7|  same to the facility QA

§S=E Commmittee for one year.
Door openings in stnoke partiers have at least 2

20-minute fire protection rating or are al least
1%-inch thick soltd bonded waod core. Non-raled
protective plates thal do not excead 48 Inches
(ron the hollom of the door are pormilted.
i Horizontal sliding doors comply with 7.2.1.14,
Doors are sali-closing or automatic closing in
accordance with 19.2.2.2.6. Swinging doors are
not requirad to swing with sgress and posilive
latching Is not required. 19.3.7.6, 18.3.7.6,
19,2.7.7

This STANDARD s not met as evidenced by:
Based on observation and inlerview, Jtwas
determined the facilily fafled lo enstire coss
-corridor doors localed In & smoke harriar would
fasist the passage of smoke in accordance wilh
NFPA standards. The deficlancy had tha
potantial to affect four (4) of seven {7) smoke ’
compartments, lhirly-four (34) residents, staff and
visitors. The facliity Is certitlod for gIxly-elght (68)
beds with a census of sixly-lhree (63) on the day
of the survey.  The facilily fafled to ensure four
(4) sets of cross corridors doors wauld close
properly once the fire alarm released them from
the magnelic lacks.
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K 027 | Continued From page 7 K 027 “siticonseal” (UL approved) wil}

The findings Inchide:

Observation, on 01/03/13 betwsen 1:42 PM end
4:00 PM with the Malntanance Director and
Laundry/Housekesping Supervisor, ravealed the
crosa-corridor doors Jocated next to room # 128
would not cloge completely when tested. This was
due to the doors nol having a coardinaling device
Inetalled on the doors. Further cbservation
revealed (he doors on each side of the lohby area
and the doors next to the dletary manager's office
were lhe same.

Interview, on 01/03/13 between 1:42 P and 4:00
PM with the Maintenance Director and
Laundry/Housekeeping Supervisor, revealed thay
wore unaware the doors needed a coordinafing
device lo ensure the door without the metal strlp
would always close first,

NFPA Standard: NFPA 101, 19.3.7.6" Requires
doors in smoke barrlers to ba self-closing and
résist the passage of smoke.

Refarence: NFPA 80 (1998 Edition)

2-4.1 Closing Davices.

2-4.1.1 Where Ihere is an asiragal or projecling
latch holt that

prevents the inaclive door from closing and
latching before

the aclive door closes and latches, a coordinating '

devlca shall
be used. A coordinaling device shall hol be

required where l

each door ¢losas and Jatches Independently of
the other.

be added to the space between

the doors that will eliminate the
overlap isswe permanently. This
will be completed by 1/31/13.

The maintenance director will
review the entire building by
1/31/13 in regards to issues
related to doors overlapping.

RDFM to provide education of
the NFPA Standards to facilty
maintenance staff by 1/29/13 an
provide a copy of the current
standard.

f=

Maintenance director to check gl}
doors weekly for one month than
monthly. These checks to be
recorded in the TELs program
and reviewed by the RDFM no
less than quarterly fo ensure
checks are being completed. |
Maintenance divector will repox
any ongoing issue to
Adminstrator who will report to
the facility QA Committee fox
one year.

~—

PARVRE
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One hour fire rated construction {with % hour
fire-ratad doors) or an approved aulomallc fire
axtingulshing systam in accordance wilh 8.4.1
andfor 19.3.5.4 protects hazardous areas. Whan
the approved automalic fire exlinguishing system
option is used, the areas are separalad from
other spaces by smoke resisting partitions and
doors. Daors are sell-closing and non-rated or
fisld-applied protective plates that do not exceed
48 inches from Lha bollom of the door aré
permilted.  18.3.2.1

‘This STANDARD is nol met as evidenced by:
Based on ahservallon and interview, it was
delermined the facilily falled 1o meel the
requirements of Protection of Hazards In
accordance with NFPA Standards. The
deficlency had the potenlial to affect thres (3) of
saven (7) smoke campa¥iments, fifly-glght (58)
residents, staff and visitors. The facility Is
certified for sixly-aight (68) bads wilh & census of .
sixly-three (63) on the day of [he survey. The
facillty failed to enslre seven (7) rooms wilh
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K 027 | Conlinued From page 8 K027 ,
The door stop to the medical
J ‘ records office was removed on
Reference: NFPA 101 (2000 edition) 1/3/13
8.3.4.1* Doors in smoke barrlers shall close the )
opening leaving The magent to the mechanical
only the minimum clearance necessary for proper coom was fixed on 1/10/13
operatlon
and shail be without underculs, louvers, or grilles.
K 020 | NFPA 101 LIFE SAFETY CODE STANDARD K 029 A closure to the dry storage voom
SS=E was installed on 1/17/13

A door closure was installed to
the HR office on 1/17/13

A door closure was installed on
the linen closet on 1/17/13

The resident in room #104 has
changed rooms and the family
took her things home,

The resident in room #4 had
family come to the facility on
1/19/13 and remove the majority
of items from het yoom,

>0\3

FORM CA13-2607(02-99) Previous Verstons Obsolels

Evan} iD: PVXiz{

Facinty 1D: 100014

It continualien sheel Page © of 24




Jan. 25, 2013 10:59AM

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

No. 1142 P, 12

PRINTED: 01/16/2013
FORM APPROVED
OMB NO. 09380391

FORM CIS-2647(02-00) Provigus Vergians (bzoltle Evanl {0; P21

STATEMENT OF DEFIGIENGIES (X1 PROWDERJSUPPLIEWCI.I‘A {X2) MULTIPLE C(;I:I—S_TRUCUON (1.6 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A BULDING 01 - WAIN BUILDING 01
185340 BVING o - 01/03/2043__
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iF CCDE
220 WESTWOOD ST.
GLASGOW HEALTH 8 REHABIL{TATION CENTER GLASGOW, KY 42141
RO SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIGNCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GAOSS-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENCY)
K 029 | Continuad From page 9 K 029 The facility maintenance directar
hazardous storage had lhe propar separalion. will inspect all facility doors by
1/31/13 to identify any other
g doors requiring door closures
The findings include: . . . R
98 1ne: The social services director will
Observalion, on 01/03/13 between)/i2:46 PM and inspect all rooms to determine
f_:OO EMH\::lih lh‘f Ma.mlegance !:)h'BGIOI‘ anldd- any other room that is cluttered
aundry/Housekeeping Suporvisor, rEVeaiae: and has combusible that need to
{) The Medical Records office had a daor be removed by 1/31/13.
wedge propping the door open. ) |
lzlza ;‘::rhél::::anlcal room had a magnet holding RDFM to provide education on
3) The Dry Storage room for fhe kichen did not the NFPA Standars to the facility
have a door closer instalied and had a vent maintenance staff by 1/31/13 and
through the door, rovide a current copy of the
4) The Human Resources office dld not have a pt dard ¢ Py
door closer instalied due to the amount of stofaga standarc.
in the office.
§) The linen closat did not have a door closer Safety Committee will check all
Instalied and swung opon into the corfidor, ; . .
6) Resldentroom 4 had a substantial amount of door d?S“wa use of door gtop g
sombuslibles in the room making the room - and resident rooms for clutter for
hazardous. weekly fox four weeks then
7) Resident room 104 had a subslanifat amount monthly. These checks will be
of combuslibles In tha raom making lhe room i
hazardous. recorded on the TELs program
and reviewed no less than
Any room farger then 50 square feet with quarterly by the by the RDFM. !
substaniial combustible material must have a : : ST
door thal resists the passage of smoke and a The malnter}ange director will 3
closing devics. report ongoing issues to the
I Administrator who will report t
Interview, on 01/03/13 between 12:46 PM and the Committee for one yea
4-:00 PM with lhe Maintenance Director and he QA oney 1'9\'\"’_)
i Laundry/Housekeeping Supervisar, revealed they
| were aware door wedges wefe not allowad.
Further Interview revealed they were not aware
L.
Facllity 1D: 100014 il conVinuatign sheet Page 100/ 25
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K 029 | Continued From pags 10 K029

-oplion Is used, the areas ghall be separated

{6} Sqiled linen rooms

by lhe authorily having jurisdiction

1he rooms lsted above were considered
hazardous storage thus requiring a door, a
seif-closer, and separalion.

Referance: .
NFPA 101 {2000 Ediilon).

19.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrier having a
1-hou fire rasislance raling or shall be provided
with an aufonatic extinguishing system in
accordance wilh 8.4.1. The automatic
extinguishing shafl ba permilted o be in
accordance with 10.3.5.4. Where lhe sprinkler

from other spaces by smoke-resisling parlitions
and doors. The doors shall be self-closing of
antomalic-closing. Hazardous areas shall
include, but shall not be restrictad lo, the
followlng:

(1) Boiler and {uel-fired heater rooms

(2) Cenlralbulk laundries larger lhan 100 ft2
(9.3 m2).

(3) Paint shops

{4} Repair shops

{6) Trash collection rooms

(7) Rooms or spaces larger than 50 ft2 (4.6 m2),
including repair shops, used for storage of
combustible supplies

and equipment In quanlities deemad hazardous

{8) Laboratorles employing flammable or
cambustible materials In quantities less than
ihags that would be considered a severe hazard. !
Exceplion: Doors in rated enclosures shall be i
permlited to have nonraled, factory or
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K 029 | Continuad From page 11 K 029
fiald-applied

proteclive plates extending not more than
48 in. {122 cm} above the botlom of the door.
€ 066 | NFPA 101 LIFE SAFETY GCODE STANDARD i< DG6;
58=D
: Smoking regulations are adopled and include no
lass than the following provistons:

: (1) Smoking Is prohiblted in any room, ward, of
companment where flammable liquids,
combuslible gases, or oxygen is ugsed or slored
and In any other hazardous location, and such
area [s posted with signs that read NO SMOKING
or with the Internationat symbol for no smoking.

(2) Smoking by pallents classified as not
responsible is prohibited, except whan under

difect supearvision.

(3) Ashirays of noncombustible material and safe
design are provided in ell areas where smoking is
perniiltad.

(4) Metaf containers with seif-closing cover
devices into which ashirays can be emplied are
readlly available to all areas where smoking is
pormilted, 10.7.4

This STANDARD is not met as evidenced by. !
Pased on observation and interview, it was i
determined the facility failed to ensure Lhe use of
approved ashirays at an enirance, in aceordance

wilh NFPA standards. The deliciency had the -
potenlial to affect one (1) of seven (7) smoke {

FORM CHS-25a7{07-99) Prevdols Varsions Obsalete Event ID: PVX521 Facifliy iD: 100014 If conlinuation sheat Paga 12 of 25



Jan 25, 2013 10:59AM

Ne.

1142 P15

PRINTED: 01/16/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENGIES & {1 FRO\HUEWSUPP;I.JEWCI;{A X2} MULTIPLE CONSTRUCTION (%3) ESLE fé'{rﬁlyuﬁ‘f
N NO I TFIC OER; MPLETF
AND PLAN OF CORRECTION {BENTIFICATION HUW ABULDING  0f - MAIN BUILDING 01
; JWING "
185340 BAING _ 01/03/2043
NAME OF PROVIDER OR SUPPLIER STREET AQDRESS, CITY, STATE, 2IP GUDE
220 WESTWQOD 8T,
3LAS = ITATION CENTE
GLASGOW HEALTH & REHABILI JION CENTER GLASGOW, iKY 42144
X4 10 " SDMMARY STATEMENT OF DEFICIENCIES o ! FROVIDER'S, FLAN OF CORRECTION o
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1€ 066 | Conlinued From page 12 i€ 066

compartmerils, twerity-four (24} ¥asidenis, siaff
and visitors. The facilily Is certified for sixly-eight

day of the survey. Tha facillly falted to ensuré
ashtrays were provided at one (1) smoking aréa.

The findings inciude:

Observatlon, on 01/03/13 at 3:08 PM wilh the
Maintenance Direclor and Laundry/Hqusekeeping
\%upervlsor, revealed the area at (he Rorth

illowbrook exitwas being used as & smoking.
area dus 10 all the clgaretle bults on the ground.
at the drain area. The area did not provide an
approved ashtray and Is not listed as a gmoking
area at lhe faciilty.

interview; on 01/03/13 al 3:08 PM wilh (he .
Maintenance Direclor and Lattndry/Housekeeping
Supenvisor, revealed they ware not aware of thé
requirements to nake an area an approved area
for smoking..

Reference: NFPA 101 (2000 edition)

-19.7.4* Smoking. Smioking regulalions shall be
adopled and

shall Include not less than the following
provislons:

(1) Smeking shall be prohibited In any room,
ward, or comipariment

where flammable liquids, combuslible gases, or
oxygen is used or slored and in any other
hazardous location,

and such aréag shall be posted with signs Lhal
read NO SMOIING or shall be postad with the
internafional

' symbol for ho smoking.

E Exception: In health care oceupancies where

(68) beds with.a census of sixly-lhree {63)y.on the :

Staff were inserviced on 1/24/13
the area outside the Willowbroak
exit is not a designated smoking
area. Desinagied smoking areas
are defined as the Gazebo and
outside the building where staff]
enter to clock infout for work.

The facility safety committee
will montior the smoking areas
weekly for 4 weeks then monthly
to ensure staff are smoking in
designated smoking areas.

The maintenance director will
yeport ongoing issues to the
Administrator who will repott t
the QA Committee for one yeal]' :

|}

9\"] (\3

'

€
E .

e
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K 068 | Continued From page 13 K $86
smoking Is prohibited
and signs are prominently placed at all major
ontrances, secondary
slgns with language that prohibits smoking shall
] not be requirsd.
(2) Smoking by patients classified a9 not
responsible shall be
prohiblted.
Exception; The requirement of 19.7.4(2) shall not
apply where the paltent
is under direct supervision.
(3) Ashtrays of noncombuslible matertal and safe
design
shall be provided in all areas where smoking Is
permilled.
{4) Metal containers with self-closing cover
devices inlo .
which ashtrays can be emplied shall be readily
avallable
to all areas where sroking is permitted.
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K076] .
58#D
Medlcal gas storage and administration areas are
prolscted in accordarice wilh NFPA 99, Standards
jor Heallh Care Facililles.
(a) Oxygen storage locations of greater (han
3,000 cu.it. are enclosed by 2 ofie-hour
separation.
(b) Localions for supply systems of greater than
3,000 cu.il. are vented lo the oulsige. NFPASS
4.31.1.2, 19.3.24
:
I
1

FOR CMS-2667(02-90) Fravious Varslons Obsolele

Evanl ID; PVK121

Fadiity 10; 100034

If conlinuation sheel Page 14 ol 26




Jaa, 25 2013 11:00AM

DEPARTMENT OF -i'IEAL'I'H AND HUMAN SERV!CES
_GENTERS FOR MEDIGARE & MEDICAID SERVICES

No. 1142 P 1]

© PRINTED: 01/16/2013
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF PEFICIENCIES

{X1) PROVDERIGUPPLIERIGUA
{DENTIFICGATION HUMDER:

() MULTIPLE CONSTRUCTION

{%3) DATE SURVEY
COMPLETED

K 076 Carlinued From page 14
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BEFICIENCY}
" The facility installed Kobalt Firg
I 076 Proof cabinets on 1/21/13 to

This STANDARD is nof el as evidenced by:
Based on obsarvation and interview, it was
defermined the facilily failed to ensure oxygen
storage.areas were protecled in accardance wilh
NFPA slandards, The deficiency had the potential
to affect one {1) of seven (7) smoke
coinpariments, twenty-lvio (22) residents, stafl
and visftors. The faclily is certified for sixty-sighl
(6B) heds with a cansus of sixly-three (63) onthe
day of the survéy, The facliily failed lo ensure
oxygen storage over 300 cu ft. wds slored § feet
away from any combustibles and ignition solrces
tocaled five (6) feot from he floar.

The fiidings include: {

ObservalionAn 0,1103;'13@00 Pt wilh the
Maintenand® Director and aunerl_l-lousekeeping
Supervisar, revealed nineleei (19) oxygen tanks
in the oxygen storage room: The oxygen fanks
were baing slored within five (5) feet of
combuatible ilems, \ i
v ‘
Interviewyon 01/03/1 512_;00 PM with the
Malntenance Directorand Latxnhry!HoUsekeeplng
Supervisor, revealed they were unaware oxygen
{anks could not be siorad wilhin five (5) feel of
combustible materials once the slorage equals
over 300 cubic fest in a srmoke compartmant,

Relerence:

NFPA 101 (2000 sdition)

3-3.1.11.2

Storage for nonflammable gases grealér than
; 8.5 M3 (300 ft3) bul lgss han 86 M3 (3000 1t3)

i (a) Storage locallons shall be otitdoors in an

place combustible material in,

A 100% audit of tho facility will
was done on 1/21/13 by the

maintenance director to ensure
no other areas have combustible;
material stored with O2 tanks.

Staff will be inserviced on
1/24/13 by the DON in regards t
not storing combustible items
with O2.

The safety committee will audit
areas weekly for 4 weeks then
montly to ensure combustible
materials are not stored with 02
tanks.

The results of the safety
committee audits will be
reviewed quatterly at the QA-
Committee for one year.

[=)

¥\
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K 076 | Gontinued From page 16

enclosure or within an enclosed interior space of
noncombusilble or iimited-combustible
conslruction, with doors (or gates outdoors) that
_can be secured against unauthorized enlry.

{b) Oxidizing gases, auch as oxygen and nitrous
oxlde, shall not be stored with any flammable
gas, liquid, or vapor.

(¢) Oxidlzing gases such as oxygen and nitrous
oxlde shall be separated from combustibles or
materials by one of the followIng:

(1) A minlmum distance of 6.1 m (20 )

(2) A minimum distance of 1.5 m (5 ft) if the entire
storage location is protected by an automatic
sprinkler system designed in accordance with
NFPA 13, Slandard for ihe Installatlon of Sprinkler
Systems

(3) An enclosed cabinet of noncombustible
construction having a minimum fire protection
raling of % hour. An approved flammable liquid
slorage cabinel shall be permitled fo be used for
cylinder sfarage.

(d) Liquefied gas contalner storage shalt comply
with 4-3.1,1.2(b}4.

{e) Cylinder and container storage Jocations shall
mest 4-3.1.1.2{a)11e with respect t0 fempetalure
timitaticns.

{f) Electrical fixiures in storage locations shall
meset 4-3.1.1.2(a}11d,

{g) Cylinder protection from mechanical shock
shall meat 4-3.6.2,1{b)13.

{h} Cylindar or container reslraint shall meel
4-3,5.2 1(b}27.

(i) Smoking, open {lames, electric heatlng
elamenls, and other sources of ignition shall be
prohibited within storage

locations and within 20 ft (6.1 m} of outside
storage localions.

(j) Cylinder valve protection caps shall meel

Ko7
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K 076 | Continued From page 18 K076
4-1.5.2.1(b)14,
K 144! NFPA 101 LIFE SAFETY CODE STANDARD K 144
8S=F ‘

Generalors are inspectad weekly and oxorcised
under load for 30 minutas per monlh In
accordance with NFPA 89, 3,441, ' :

This STANDARD s not met as evidanced by:
Based on abservalion and inlerview, il was
determined the facilily failed to ensure emergency
generalors were maintalned in accordance wilh
NFPA slandards. The deficiency had the
potentlal to affect seven {7) of seven {7) smoke
compariments, all resldents, slaff and visilors,
The facility is certified for slxly-slght (68) heds
wilh a census of sixty-thrae (83) on Lhe day of the
survey.  The facilily fafled to ensure the
generalor anpuncialor was at a regular work
stalion.

The findings include’

Observation, on 01/03/13 at 2:10 PM with lhe
Mainlenance Direclor end Laundry/Housekeeping .
Supervisor, revealed the annuncialion panel far
the generator was localed in |he corridor across
from room #133. The area was not a regular
wark stalion and was nat a reguler work slation.

Interview, on 01/03/13 al 2:10 PM wilh the

FORM CMS.2667{02-99) Prevlous Vérslons Obsalala Event 1D: PVXI(21 Facifily 1D; 100014 If continualion sheet Page 17 of 26
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ThepumetisinaTegutarwork
K144 Conlinued From page 17 K 144 area that is occupied by
Maintenance Director arid Laundry/Housekeeping residents. Nurses, nurse aides
Supervisor, revealed they were not aware the and housekeeping staff provide
generalor nesded an annhunciation panel, at a services in that area 24 hours a
workstation monitored 24/7, lo inform staff of dav. Staff , d
alarm conditlons of Ihe smergency power source. ay. otall'was mstragtedon |
Further inlarview revezled the area was once a 1/31/13 regarding the location of
nurses statfon thal was meoenltorsd, the annunciation panc] for the
generator and the need for the
Reference: NFPA 99 (1999 Edilion). panel to be monitored,
3-4.1.1.16 + Alarm Annunciator, The facility is in the process of
Aremote annunciator, storage baltery powered, btaining bid ke the |
shall be provided to operale oulslde of the obtaining bids to to make the |
generating room In a localion readily observed by nurses station operational by
operaling personnef at a regular work slalion (aee | 2/17/13.
NFPA 70, Natlonal Electrical Code, Section
700-12)) ,
The annunciator shall indlcate alarm conditions of Staff were instructed on 1/31/13
the emergency or auxlliary power source as regarding the location of the
follows: ’ it
gt , - annuniciation panel for the
a. Individual visual signals shall indicate the c1a P L
following: generator and the needs for the
1. When the emergancy or auxiliary power source panel to e monitored,
Is operating to supply power lo load
2. When the ballery charger Is malfunctioning : o
b. Indlvidual visual signals plus a common This .change should ?011ect the
| audibla signal to warn of an engine-generator deficient area and will not need
alarm condition shall indicale the following: to be audited or reviewed.
1. Low lubricaling ol pressure R
2. Low water temperature (below those required 2
in 3-4.1.1.9)
3. Excessive waler temperalure i
4. Low fuel - when the main fuel storage tank
» conlains less than a 3-hour operaling supply
| 6. Overcrank (failed to start)
8. Overgpeed
Where a regular work station will be unattendad
FOR Fasilty 1D: 100014 If conlinuatlon sheel Page 18 of 25

FORM CMS-2567(02-68) Previous Verslons Obsolete Event [D:PVXi2E




Jan. 25, 2013 11:00AM No. 1142 P 20

PRINTED: 01/18/20138 |

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES (X1} PROVIOER/SUPPLIERICLIA
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: -
A.BUILOING 04 - MAIN RUILDING o1

{X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
GOMPLETED

185340 B, WING 01/0312013

STREETADDRESS, GITY, STATE, ZIP CODE
220 WESTWOOD 8T,

5 Ly C

GLASGOW HEALTH & REHABILITATION CENTER GLASGOW, KY 42141

o) D SUMMARY STATEMENT OFf DEFICIENGIES 2] PROVIDER'S PLAN OF CORREGTION E 5
d {(EAGH CORRECTIVE ACTION SHOULD BE i CONPLETION
‘

NAME OF PROVIDER OR SUPPLIER

PREFIX {RACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR L.3G IOENTIFYING INFORMATION) TAG CROSS-REFERENCED'TO THE APAROPRIATE DATE
DEFICIENCY)

K 144 Conlinued From page 18 K 144
porlodically, an audible and visual derangement
slgnal, appropriately labeled, shall be established
al a conlinuously monitored locaiion, This
darangement signal shall activate when any of
the condilions in 3-4.1.1.16(a) and (b) occur, hut
heed not display these conditions Individually.
[110: 3-5.5.2]

Reference: NFPA 110 (1999 Edilion),

3
!
{
1

5-3.1 The Level 1 or Level 2 EPS cquipment |
location shall be i
provided with ballery-powsred emergency
lighting. The emergency :

lighting charging system and the normai service
room

lighling shall be supplied from he load side of the
lransfer

swilch,

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147

SS=F

Electrical wiring and equipment Is in accordance
with NFPA 70, National Electrical Code, 9.1.2 :

This STANDARD is not met as evidenced by:
Based on observation and interview, itwvas
determined the lacilily failed to enaure eleclrical
wiring was maintained in accordance with NFPA
standards. The deliciency had the potantial fo
affect seven {7) of seven (7) smoke :
compartments, all residents, staff and visliors,

: The facilily fs cerlifled for sixty-eight (68) beds : -
with a census of sixty-three (63) on the day of tha i

H

L.
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SUMMARY STATEMENT OF DEFICIENGIES

ID

PROVIDER'S PLAN OF CORRECTION {X5}
GOMPLETION
DATE

survey. The facility failed elsctrical panels
maintalned three (3) feet of clearance around
them and power strips were being used properly,

The #indings include:

Observations, on 01/03/13 at 2:20 PM with the
Malntenance Director and |eundry/Housekaeping
Supervisor, revealed the eleclrical panels In the
Sprinkfer Conlrol Valve Room had storage
shelves within twelve (12) inches of the elaclrical

panels.

[nterview, on 01/03/13 at 2:20 PM with lhe
Malntenance Dlrecior and Laundry/Holsekeeping
Supervisor, revealed they are aware thare could
not be storage within threa (3) feel of an eleclrical
panel, They were unaware the shelves could not
be within three feet of the electrical panels.

Observallons, on 01/03/13 between 1:42 PM and

4:00 PM with the Maintenance Director and
Laundry/Housekeeplng Supervisor, revealed:

1) Amininebulizer was plugged into a power
sliip focated In room #10.

2) Arefrigarator was plugged into a power slrip
and power strip was plugged into another power
strip localed In room #12.

3) Abed and a refrigerator were plugged inloa
power strip located in room #16

4) Abed was plugged Into a power strip located
in room # 15.

5) A sucllon machine and a bed were plugged

504y 10 )
F"RE)F]:( (EACH DEFICIENCY MUST 95 PRECEDED 0Y FULL PREFIX (EACH GORRECYIVE ACTION SHOULD B%
TAG REGULATORY OR 1LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
OEFICIENCY)
K 1471 Continued From page 19 K147

All power strips and extension
cords to this equipment(mini
nebulizers, air conditioning units,
oxygen concentrators, feeding
pumps, lift chairs)have been
removed and afl equipment
plugged directly into the wall
outlet by 1/31/13. The extension
cord from room 116 has been

removed.

By 1&-57’13 the maintenance
director will have made rounds to
identify other improper use of

power strips or extension coxds.
Quad outlets will be ordered and
installed to allow each resident |
additional outlets.

Staff will be inserviced by
1/31/13 by maintenance directol
regarding the use of power strips.
This inservice will be repeated |
monthly for 3 months.
Compliance will be evaluated by
review of rounds completed for
quality assurance. The DON will
review reports of the rounds to
determine the need for re-
education.

241
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into a power strip located in
room # 8,

6} Aminl nebulizer and ain air maltress wers
plugged Into a powar strip  located fn room # 7.

75 Avrefrigerator and an air conditloning unil
were plugged into a power strlp located In the
med room on willowbrook.

B) An extension cord was plugged in a power
slrip located in room # 115.

8) An oxygen concentralor and a feeder were
plugged Into a power striip  located In room #

114.

10) Alift chalr was plugged into a power sirip
located in room # 101.

interview, on 01/03/13 helwean 1:42 PM and 4:00
PM with the Maintenance Diraclor and

! Laundry/Housekeeping Supervisor, revealsd they

were unaware of what could be plugged into a
power strip,

Reference; NEPA 99 (1899 edilion)

110-26. Spaces

10.26 Spaces Aboul Electrical Eguipment.
Suftlcienf access and working space shall be
providéd and malntained about all efectric
equipment to permil ready and safe operation

; @nd maintenance of such equipmeni. Enclostires

houslng elscirical apparalus that are conltrolled by
lock and key shall be considered accessible o
gualliled persons.

{A)Y Working Space. WorkIng space for

3
|
i

Maintenance director will make
rounds daily for one week,
weekly for four weeks and
monthly thereafter to check all
areas of the facility for the
improper use of power strips an
extension cords., Reports will b
submitted to the Administrator
upon completion. Administrator
will report on rounds to QA
Committee for one year.

—_
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equlpment operaling at 600 volls, nominal, or less
to ground and likely to require examinallon,
adjustment, servicing, or malntenance white
energlzed shall comply vith the dimensions of
110.28{A)1), (2), and (3) or as required or
perniitied sisewhere in this Code.

(1) Depth of Working Spaca. The dapth of the
worklng space in the direction of live parts shall
not be less than thal specified in Table 110.26(A)
{1} unless the requiremenls of 110.26(A)(1)(a),
(b}, or (c) are met. Distances shall be measured
from the exposed live parig or fram the enclosure
or opening If lhe five parts are enclosed.

Table 110.26{A)(1) Working Spacos

Nominal Voltage to Ground  Minim{im Clear

Distance

Conditlon 1 Condilion 2 Condition 3
0-160 900 mm {3{) 900mm{3) 800
mm (3 ft)

151-600 900 mm (3 1) 1 m (3%
1.2m(4 )

Nole: Where the condllions are as follows:
Condilion 1 - Exposed live parls on one side and
no live or grounded parls on (ha other side of the
working space, or exposed live paris on bolh
sides effecllvely guarded by suitable wood or
olher instiating materials. insulalad wire or
insulatad bushars operaling al not over 300 volts
to ground shall not be considered live pans.
Condition 2 - Exposed live parts on one side and
grounded pans on the other side, Concrete, briek,
or llle wails shall be considared as grounded.
Condilion 3 - Exposed liva parls oh both sides of

i the work space {not guarded as provided in

Condition 1) with the operator between,

(a) Dead-Front Assemblies, Working space shall

FORM CMS—ZES?{OZ-BB} Previows Verslons Obsotela
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not be required in |he back or sides of
assembliss, such as dead-front swilchboards or
moler conirol centers, whare all connections and
all renawable cor adjustable parts, such as fuges
or swilches, are accesslble from locations olher
than the back or sldes. Where rear access is
required to work on nonegleclirical parls on the
back of enciosed equlpment, a minimum
horizontal working space of 762 mm (30 in.) shall
be provided.

(bj Low Vollage. By spaclal permisslon, smaller
working spaces shall be permilted where afl
uninsulated parts operate at not greater than 30
Volts rms, 42 volts peak, or 60 volts de.

(c) Existing Buildings. In existing bulldings where
elactrical equipmenl is heing replaced, Condilion
2 working clearance shall be permitted beltween
dead-front swilchboards, panelboards, or motor
conlrot cenlers located across {he alsle from each
other where condilions of mainlenance and
supervision ensure thal wrillen procedures have
heen adopted to prohibil equipment on both sides
of the alsle from being open at the same {ime and
qualiiled persons who are aulhorized will service
the Installation.

{2} Width of Working Space. The width of the
working space in fronl of the eleclric squipment
shall be the width of the equipment or 760 mm
{30 in.}, whichever Is grealer. In all cases, the
work space shall permit at least a 90 degree
opening of aqulpment doors or hinged panels.

{3) Heigh! of Working Space. The work space
shall be ¢lear and extend from the grade, floor, or
platform to lhe helght required by 110.26(E).
Within the helght requirements of this section,
cllier equipment lhat {s associaled with the
electrical inslaliation and fs tocated above or
below the sleclrical sguipment shall ba parmiiled

K 147

_
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| peraonnel door(s), the door{s) shall opsn In the

hars, pressure plates, or oiher devices that are

!

to extend not more than 150 min (8 in.) heyond
the frant of (he slectrical equipment.

(B) Clear Spaces. Working space required by this
section shall not ba used for storage. When
normally enclosad live pails are exposed for
inspection or servicing, he working space, Ifin a
hassageway ar.general open space, shall bs
suilably guarded,

(C) Enlrance to Working Space,

(1) Minimum Reduired. At least ohe entrangs of
sufficient area shall be provided fo give access lo
working space about eleclrical equipment.

(2) Large Equipmenl. For equipment rated 1200
amperes or more and over 1.8 m (6 f) wide thal
contains overcurrent devices, swilching devices,
or control devices, there shall be one snlrence to
lhe required working space not less than 610 mm
{24 In.) wide and 2.0 m (6% {1) high at each end
of the working space. Where the entrance has a

dlreclion of egress and be equipped with panic

normally lalched but open under simple prassure,

A single enlrance to the requlred working space
shall be permilled where either of the conditions
in 110.26{C){2)(a) or (b} Is met,

(a) Unobstructed Exit. Whera the locatlon permils
a conlinuous and unobslructed way of exit travel,
a single enlrance to the working space shall be
permilted.

{b) Extra Working Space. Where |he depth of the
warking space Is twice that required by 110.28(A)
(1), & single entrance shall be permilted. It shaj
be localed so that the distance from the

equipment (o the nearesl edge of the snlrance js
not fess than the minimum clear distance i
specifled In Table 110.26(A)(1) for equipmant '
aperating at thal voltage and in that condillon. _f

i
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(D) Humination. fiumination shall be provided for
all working spaces about service equlpment,
switchboards, panelboards, or motor confrol
cenlers installed indoors. Additional lighting
outlets shall not ba required where the work
space is ilumialed by an adjacent light source or
as permitted by 210.70(A)(1). Exceplion No. 1, for
swilched receptacles. In eleclrical equipment
reoms, the illumination shalf not be conirolled by
automalle means only,

: Reference: NFPA 89 (1989 edition)

3-3.2.1.2D

Minimum Number of Receptacles. The number of
receplacles shall be determined by the intended
use of the palient care area. There shall be
sufficient raceplacles located so as lo avoid the
heed for extension cords or mulliple outlet
adaplers,
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