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F 000 JI INITIAL COMMENTS F 000 This Plan of Correction
f constitutes the written
| A Standard Health Survey was initlated on allegation of compliance for
1 02/25/14 and concluded on 02/27/14 with 5 gt g o
| deficiencies cited at the highest scope and the deficiencies ¢ ufed, h
| severity of an "E". A Life Safety Code survey was However, submission. of the
{-’ initiated and concluded on 02/26/14 with Plan of Correction is not an
, daﬂg:t';c;?saﬁtfg‘at the highest scope and admission that a deficiency
| Saw . R .
F 263 | 483 15(h)(2) HOUSEKEEPING & F2s3  eXists or that one was cited
8= | MAINTENANCE SERVICES correctly. This Plan of
Correction is submitted to
The ftaeﬁmty must provide housekeeping and meet requirements established
maintenance services necessary to maintain a
sanitary, orderly, and comfortabie interior, by State and Federal Law.
! This REQUIREMENT is not met as evidenced
by: ] ) F253
Based on observation and interview, it was
| determined the facility failed to maintain a | 3/27/14.
- sanitary, and in good repair, environment during . s . |
two (2) of two (2) maal Observations. During ! The fac:hty mamtalrrls that it
breakfast and lunch meals and tray pass, ’ provides housekeeping and
Housekeeping carts and services and maintenance services necessary to
| Maintenance carts and services occurred. in intain a sanitary, orderly and
.’ addition, dresser drawers were in disrepair for mau;tambls it ¥ N i dent
| nine (9) of fifty-one (51) residents. ; comcortable interiar. No residents
; ; were injured and no residents
| The findings include: ’ reported negative outcomes related
The facility did not provide a policy for to the alleged deficient p racncfe.f;. All
housekeeping or maintenance services. housekeepers and floor technicians
,I received re-education and
t‘lr;ogzewaﬁon, on nz;zsgtt at 12:50 PM, rovealed acknowledged in writing that they
@ tray cart was on the hall for rooms 237 13
through 252 during the lunch meal. Housekeeper rm‘,i and understoctd the fa.cmty
#1 had the housekeeping cart out in the hall and policy to cease services during meals.
was cleaning in a resident's room, Room 245. !
5 |
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F 253 | Continued From page 1 . F283
- The Floor Technician was also observed using Re-education conducted by the
the floor buffing machine (buffer) during the meal Director of Environmental Services.

tray pass. Residents were observed in the main

dining room, near room 252, eating their meal. The Director of Maintenance and

Additional observation of the breakfast meal Maintenance Technicians were re-

iional observation of the breakfast meal, on ; .

02/26/14 at 8:06 AM, revealed Maintenance educated ?" Administrator on the

Technician #2 and the Maintenance Director were | practice of ceasing operations

on the hall by rooms 237 through 252 with the during meal services. Re-education
completed March 19, 2014. :

1
maintgnance cart_ and drilfing a door closure on ;

the hallway. Continued observation, at 8:13 AM, | Systematic changes implemented to i
ensure that the deficient practices do

reveaied Housekeeper #2 spraying CD10
cleaning solution on the nurse's station counter.

additionany, observation, at 8:16 AM, revealed not recur include: Administrator,

aintenance Technician #1 changing cailing tiles Di - i i

on the hall by room 275. Observation, at 8:35 AM, 1;e§9r ;fEn?;m?;nta? Semctes
revealed the Floor Technician dust mopping and Liireclor o Food services me
resident rcoms and hallways nesr room 237. regarding the coordination of

! ) dietary practices with housekeeping/
Interview, an 02/27/14 at 11:10 AM, with the Floor maintenance services on, 3/17/14

Technician revealed the floor could be dusted,

mopped, and buffed when the tray carts were not Housekeeping and maintenance

on the floor. He stated the buffer could spiatter | services are not to be performed
dust and chemicals and was a risk to get onto the during meal pass delivery or meal
resident's food. . e 4

times which includes the hours from
On 02/27/14 at 11:18 AM, interview with 7:30 am until 9:00 am, 11:30 am
H:ue;gkeetp:r #1 tr:veﬂaied the housekeeping cart until 1:00 pm and 4:30 pm until 6:00
snouid not be on the floor during meals and tra ili i i
pass. She stated during meals, cleaning shouicr pra. 'I*_he f"““lf"’ wﬂ% jinomt(?r.
not be conducted unless there was a spill, The | - compliance with facility policies as
housekeeper indicated as soon as the tray cart | follows: Director of Environmental
came to the floor housekeeping carts should be Services, Director of Maintenance,
put away, however, if she was in a room cleaning Administrator and the Weekend

and did not see the tray cart, someone would R .

need to inform her meal service had begun. Manager on Duty will monitor one

Qfdd‘iﬁunaﬂg, Housekeeper #1 stated the purpose meal/day for compliance with
placing housekeeping carts away during meai ili i

service was to keep the sprays and chemicals ] J facility practices for 14 days. !

'ORM CMS-2567(02-50) Provious Viersiona Obsolete Event 10: 3GBR11 Facliity ID: 100548 I cantinuation sheet Page 2 of 14
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F 253 } Continued From page 2 F 253
| from the resident's food, If compliance is achieved, one meal
| inte ith Housek o per week will be monitored by the
| Interview with Housekeeper #2, on 02/27/14 at i i irector of
 11:28 AM, revealed she should stop cleaning any i gxrgctor ofM:;nSlten.a nce;qDl Ur,
 ime the tray cart came to the fioor for meals. She nvironmental Services, Nurse Unit
| stated housekeeping services should not oceur Manager and Administrator for 4
w.rh':le f1‘«:~¢:.~d was on the ﬂo!gr due to the hazardous weeks. If compliance is achieved,
rsk of spraying chemicals onto resident food. i : :
. Bhe indicated she had been trained to put the each ‘ofthe 3 daily meals wﬂl be
hausek%pmg cart away duer masl, monitored mﬂnthl}" b}’ Director of
On 0212711 Maintenance, Director of
n 4 at 11:38 AM, interview with Certified Environmental Services, Nurse Unit
Nursing Aide (CNA) #1 revealed housekeeping o e )
carts should be removed from the floor during Manager and Admmfstramf. The
resident meals. She stated with the housekeeping results of all observations will be
ﬂt:grts. ;nr? house!tceeping ser:ic?s oceurring on the reported to the Administrator who
Or during meals was a risk of contamination of : i
the food by the cleaning chemicals, will rel?ort ﬁndmgs fo the QA
; committee monthly, |
lnteru{iaw, on 02/27/14 at 12:50 PM, with Licensad‘ The facility maintains that it has a
! F‘raqtrcal Nurse (LPN) #1 revealed during meal f system of evidencing requested and
gervice all housekeeping cartz should be put | completed work ord lated t :
J away, including the floor buffer, The LPN stated . P wa or. TS re e- N
 housekeeping services should stop during meals maintenance of resident furniture.
’ and bltaglv; agﬁm ager hall trays had been ! All defective furniture identified
| cCompleted. She indicated cleaning could result in ing i i i
i tontaminants being airborne and could crogs ) durmg licensure review was repaired
| contaminate the residents’ food, ! by maintenance staff members on
[ | 2/27/14. An audit of all resident
, Intarview with Maintenance Technician #1, on furniture was completed by the
# 02/27/14 at 2:20 PM, revealed he had replaced ‘ ini i
| cailing tiles on the floor during a meal servics. He | Administrator with work orders for
; stated maintenance services should not oceur | defective pieces placed by
!f duﬁ'r:% resident meals. He indicated maintenance ? Administrator on 3/18/14. All
work during meals could be distuptive to X i
: residents. Maintenance Technician #1 further brc{ke{n dresser drav-v«?rs repaired by
indicated having maintenance equipment out muaintenance technicians on or
during meals could be a risk to residents fora before 3/26/14.
potential to trip and fall. | i |
IRM CMS-2567(02-60) Previous Varaions Obuolste Event ID: 3GBR M Facility 1D: 100548 If continustion sheat Page 3 of 14
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Interview with Maintenance Technician #2, also
on 02/27/14 at 2:20 PM, revealed he replaced g
door closure with a cordless powered screwdriver
during meal service. He stated maintenance
services should not be conducted during meals

; du% to a risk of dust and dirt getting into resident
food.

On 02/27/14 at 2:33 PM, interview with the
Maintenance Coordinator revealad maintenance
equipment should not be on the fioor during
resident meals. He stated maintenance services
should not occur during meals as there was 3 risk
of getting dust into the resident's fond. The
Maintenance Coordinator stated the Maintenance
Director monitored the maintenance department

was out of the facility on this day.

1'
l

)

Interview, on 02/27/14 at 2:54 PM. with the

| Director of Nursing (DON) revealed

| housekeeping should be off the unit during

f resident meal service. She stated a resident

| could fall over & cord and was a safety issue for
| the DON indicated while residents were eating,
the time should be relaxing and residents should
be allowed to enjoy the meal. She furthar
indicated housekesping services was noisy and a |
l distraction to the meal.

Interview with the Director of Environmental
Services (DES), on 02/27/14 at 3:10 PM,
revealed when tray carts were on the floor tha

and services; however, the Maintenance Diractor

hougekeeping to work during meals, Additionally, |

hougekeeping carts should be removed. He

stated housekeaping staff was trained to take the |
housekeeping carts off the fioor during meals, |
The DES indicated he would walk the fioor when f
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Systematic changes implemented to
'ensure an effective work order system
is sustained include the following:
Administrator initiated on 3/24/14 a
HCC Work Order Log Book
maintained at the nurse unit desk. A |
Maintenance Technician will review
the log book for work orders daily and
make necessary repairs. The facility
procedure for placing a work order
via the log book will be incorporated
into the new employee orientation
process conducted by the Director of
Human Resources for all new !
employees. All existing staff members |
| received in service education on the
' HCC Work Order Log Book. In
service education completed 3/26/14
by Administrator through written
notification. Monitoring steps to
. ensure that work orders are logged
and repairs of broken furniture are
made timely include the following:
| Director of Maintenance or Assjstant
| Ditector of Maintenance will review
the Log Book 2 times per week for 14
days for timely completion of
submitted work orders. Maintenance
Director or Assistant Director of
Maintenance will verify repairs by

IRM CMS—?SB?(O}.‘-%] Provious Viarsions Obsolste Evamt ID: 3GBR11

Facility T 100548 If continuation sheet Page 4 of 14
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1

F 253 f Continued From page 4

1 tray carts were out to monitor housekeeping
 services. Ha further indicated he completed

| rounds every two (2) hours; however, did not

: keep a record of monitoring. The DES stated

. housekeeping services during resident meals

| could be a problem for rasidents who wish to be
aione while eating.

f 2.The facility did not provide evidence of work ;
orders requested or completed refated to resident
dresser drawers.

Observation, on 02/26/14 at 8:49 am, 11:52 am,
and 3:27 PM, revealed rooms 252, 273A, 2738,
271A, and 279A had broken dresser drawers off

; track. Additionally, rooms 2478, 2674, 2678, and
f 269A had a missing handle on the bottorn dresser
i drawer,

|

i

! Interview with LPN #1 revealed any staff at the
J facility couid complete a work order for

maintenance of equipment; however, usually the |
( nurse was notified by the Certified Nursing

Assistants (CNAs). She stated she had been
trained to call work erders and maintenance |
requests to the raception area; however, she was |
| Unaware how the information was then forwarded
to the Maintenance Department. The nurse
indicated if drawers were broken or had missing |
handles, then it was possible residents could not
get into the drawers for needed items,

! Interview with Maintenance Technician #1, on

I 02/27/14 at 2:20 PM, revealed work orders were |

| called into the front desk by facility staff. He I‘

J stated he was the primary Maintenance |
Techniclan responsible to check the front desk for |

| work order requests and completion of the work |

| orders. Maintenance Technician #1 indicated he

F 253;

physical inspection. The results of
the Maintenance Director’s log book
review and repairs verification will
be reported to the Administrator. If
compliance of timely repairs to
submitted work orders is achieved,
monitoring of the HCC log book
will reduce to 1 time per week for |
the next 30 days and ongoing. The
weekly monitoring will be
completed by the Director of
Maintenance or the Assistant
Director of Maintenance. In
addition to the monitoring of the log
book, Maintenance Technician will
audit the unit’s furniture weekly for
the next 30 days. Maintenance !
Technician will compare findings of
defective furniture against the log
1 book. When the Maintenance
Technician identifies the presence of
' defective furniture not recorded in
. the Iog book, findings will be
reported to the Administrator for
investigation into causes. The results |
of the monitoring by the Director of |
Maintenance, Assistant Director of |
Maintenance, Maintenance Tech }
and Administrator’s investigations
will be documented and reported to

i
1

IRM CMS-2867(03-06) Pravious Versiona Onsolete Event ID: 3GBR 11
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F 263 | Continued From page 5 Faga| HeQa e b,V; ﬁ:"fwame
| could not recall any recent work order requests  Director an 1118
| related to dresser drawers for room 252. He ] | monthly,
further indicated he had worked on the botiom | !
drawer in room 252 two (2) to three {3) weeks i ;
. 8g0; however, did not keep a racord of completed
repairs,
On 02/27/14 at 2:33 PM, interview with the
Maintenance Coordinator revealed the nurses ;
called the front desk to request a maintenance
work order. He stated the Maintenance Direcior
filed the work orders after the orders were
compieted. The Maintenance Coordinator
indicated he could not recall work orders for
dresser drawers. He stated if the drawers were
not repaired residents could have their fingers
pinched or the drawer could fall to the floor.
Interview, on 02/27/14 at 2:54 PM, with the DON
revealed sha had called in maintenance work
orders the previous week for dresser drawers and
ceiling tiles. She stated she noticed broken
drawers during unft rounds; however, did not
have record of the rounds or work orders
requested. The DON indicated broken drawers
were a potential for injury to residents.
F 431, 483.60(b), (d), (¢) DRUG RECORDS, F431) F431 3/19/14
8s=D | LABEL/STORE DRUGS & BIOLOGICALS f . .
| This facility maintains that it stores all
Tf'{ge facﬂi&y TUWP;OYhOF Obgél; tge Samcsiz of " drugs and biologicals in locked
a licensed pharmacist who establishes a system | .
of records of receipt and disposition of all ! compartments under proper
controlled drugs in sufficient detail to enable an } temperature control, and permits only
accurate reconciliation; and determines that drug | { authorized personnel access to the
i records are in order and that an account of ail | : compartments. Potentially all
.[ f::;ﬂg%émgs Is maintained and periodically ! residents could have been but none
! f were affected by this deficient
! {
; ) |
IRM CME-2667(02-90) Previous Verslons Obsolsta Event ID: 3GBR14 Facliity Ity 100845 If continuation sheet Page 8of 14
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policy review, it was determined the facility failed
| 1o ensure one (1) of two (2) medication carts
J were locked when not under the direct
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1 .
F 43 j Continued From page 6 ' ~ F431 practice. CMT #1 was counseled
Drugs and biclogicals used in the facility must be . diatel fificati £
labeled in accordance with currently accepted ‘mmediately upon nofification o
| professional principles, and include the | deficient practice with a review of
appropriate accessory and cautionary | practice standards pertaining to the
instructions, and the expiration date when storage of drugs and biologicals. All
applicable. 5 . X
; CMT’s and licensed nursing staff have :
In accordance with State and Federal laws, the | been re-educated on the practice
facility must store all drugs and biclogicals in E standards related to the storage of
' locked compartments under proper temperature J dt d biologicals by th S ' ¢
| controls, and permit only authorized personne! to Fugs and biologicals by the Director
have access to the keys. of Staff Development on 3/19/14.
The facility must provid - Post-tests were completed by all
e 1aciity must provide separately locked, it i
| permanently affixed compartments for storage of particip -a nts demor;straﬁng knowledge
| controlied drugs listed in Schedule I of the of practice standards.
f Comprehensive Drug Abuse Pravention and Monitoring steps taken to ensure
i gg:ﬁ_’f‘;‘" :‘x';*e‘:; Iﬁ’ggﬂaﬂ'}; ?amﬁwz-;i Sgl_lbi?ﬂ m‘t | ongoing compliance with practice
j ' ci ingle uni i X ] o
| package drug distribution systems in which the standard‘s mclu'de. Medication Pass
| Quantity stored is minimat and & missing dose can observations will be completed by
be readily detected. Licensed Nurse Supervisor, Director
I of Staff Development-RN, DON,
f Administrator and Pharmacy
| This REQUIREMENT is not met as evidenced | Consultant. Each day and on each
| by: shift for 14 days, a medication pass

is achieved with daily observations,
observations will occur for each shift,
two times per week for 2 weeks.
Medication Pass observations will be
conducted Licensed Nurse Supervisor,
Director of Staff Development-RN,
DON and Administrator, If
compliance is achieved, observations

|
5
|
|
ased on observation, interview, record and IT observation will occur. If compliance
|
1

observation of the Certified Medication Technician
| (CMT) administering medications during the
marning medication pass on 02/26/14.

{
|
The findings include: f

.f
| Review of the facility's policy titled Storage of

| Medicatione (Revised April 2007), revealed | |
ORM CMS-2567(02-99) Pravious Versions Clbsolate Evart ID: 3GBR14 Facliity Itx 100548 if continuation shest Page 7 of 14
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431 ) will be conducted monthly and will
F Cot:t:;:ed F::T&:?g; 7 but not fimited o Fda31 be rotated by shifts, such that each
| €O ments (including, ot lim o
f drawers, cabinets, rooms, refrigerators, carts, quarter every shift :wﬂl be .observed
: and boxes) containing drugs and biologicals shall one time. Observations will be
| be locked when not in use. Trays or carts used to conducted by Licensed Nurse
 transport such itams shall not be left unattended | | Supetvisor, Di fStaff
) h : . pervisor, Director of Sta
g‘ ﬂc:zergad or otherwise potentially available to ; Development-RN and the weekend
| RN Supervisor, The results of all
Observation, on 02/26/14 at 8:55 AM, revealed observations will be documented
CMT #1 left a medication cart (med cartyinthe | turned i i
unit's hallway, unlocked and unattended, while and ed into DON who wm,
she administered medications to Resident #7, report results to the QA committee
who was in bed #2 (the bed farthest from the monthly.
doorway of the room). The med cart was
stationed just outside the resident's doarway. The
unlacked cart was not in the direct view of CMT
#1 as she was facing the resident when
| administering his/her medications. After
. administering the medication, CMT #1 returned to
the med cart to pick up another item for Resident

#7 and still did nat lock the cart bafore she
returned to Resident #7's badside,

Observation, on 02/26/14 at 9:22 AM, revealed
CMT #1s med cart was again left unlocked and
unattended in the hallway while she was in
Resident #1's room, measuring the resident's
vital signs.

Observation, on 02/26/14 at 11:35 AM, revealed |
; CMT #1 entered resident Room #246 and left the
. med cartin the hallway unattended and unlocked.

Interview, on 02/26/14 at 2:45 PM with CMT #1,
revealed she was instructad by the facility that it
was acceptable to leave the med cart unlocked

provided the drawer side of the cart was facing |
toward the room where she would be praviding
regident care. CMT #1 further atated while she |

H
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' administering medications because she would
 have wanted to make sure the resident took all of

“unattended and unlocked in the hallway because

i

|
|

| conducting daily hallway rounds.

Continued From page 8

was watching a resident take hisfher medications,
she was always looking back at her cart.
Howaver, she indicated she wasg probably not
constantly looking at the med cart while

his/her medication. CMT #1 further indicated it
was not the best practice to leave the med cart

there was the potential that another resident or
visitor could have access to the medications in
the cart, and it was not possibla for her 1o keep a
constant eye on the unlocked cart while
administering medications in the residents’
rooms,

Interview, on 02/27/14 at 10:50 AM, with
Registerad Nurse (RN) Supervigor #2 revealed
the med cart should be Iocked unless the CMT or
nurse was standing directly beside it She stated
the cart should be locked even if the med cart
drawers were facing toward a resident's room.
The RN Supervisor #2 indicated the problem with
an unattended and unlocked med cart stationad
on the unit hallway, would be the potantial for
residents and visitors to have unauthorized |
dccess to the medications in the cart. RN
Supervisor #2 revealed the facility's contracted
pharmacy staff conducted unannounced med
pass observations and in-service education which
covered keeping the cart locked when not
attended by staff sssigned to the med pass. In
addition she revealed the Director of Nursing.
(DQN) provided in-service education on keeping
the med carts locked when unattended. RN
Supervisor #2 stated she monftored the med
carts and staff assigned to the carts by

;

F 431

|

i

RM CMS-2567(02-09) Pravious Varsions Chzolele Event ID; 3GBR11

Facllity 10, 100548 If continustion sheat Page 9 of 14




g4/81/2814 BB: 85 5B25897263 TREYTON D&k TOWERS FAGE 12738

PRINTED: 03/11/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID ERVICES OMB NQ.
STATEMENT OF DEFICIENCGIES X1y PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONBTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: A BUILDING COMPLETED
185175 B WING 0212712014
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, OITY, STATE, ZIF CODE
YTO OWE 211 WEST OAK STREET
TRE NOAKT RS LOUISVILLE, KY 40203
(%4) ID SUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION b )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! compLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |.  CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 431 | Continusd From page 9 F431)
" Interview, on 02/27/14 at 2:07 PM, with the DON }
i revealed any time a staff person was beside the
: med cart or it was not in tha staff parson's direct
view, it should be locked. She stated when a CMT
or nursa had his/her back to the cart while
i administering medications to a resident, the cart
- should be locked. The DON revealed keaping
med carts lockad when unattended was
addressed during crientation of newly hired
nurses and CMTs, and at least annually through
| in-gervice education conducted by the facility's |
staff development personnel, The DON indicated
she and the Nurse Supervisor made informal
) rounds during med pass times to observe
| whether or not med carts were locked and safely |
 stationed on the units. She revealed if med carts
| were discovered unlocked during those rounds it |
would be addressed via an-the-spot re-education
of the staff member responsible for the violation. A
F 441 483.65 INFECTION CONTROL, PREVENT F 441, F44l 3/20/14
$8=D l SPREAD, LINENS The facility maintains that is has
| The facilty must establish and maintain an established a program that controls
. Infection Control Program designed to provide a | and prevents the transmission of
i safe, sanitary and comfortable environment and | infections. Sampled resident #3 did
; to help prevent the development and transmission ! .
| of disease and infection. not have any negative outcomes
* | related to C.N.A. #1’s failure to
(2) Infection Control Program ) . follow contact isolation
;?ggiaaﬁngng:fsvﬁgb‘ﬁh an Infection Control precautions. No other residents
(1) Investigates, contrals, and prevents infections | within the unit were under
in the facility; isolation protocols during the time
g%)ooacbid;eg pbw?:fi ptsg::ﬁdg;asd sg?t;e zgdisot!aﬁog‘ s of the licensure survey. No other |
L i indivichs ident; an ) . *
(3) Maintains a record of incidents and corrective residents developed negative
actions related to infactions, outcomes, including newly
f
i |
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' (b) Preventing Spread of Infection

l’ (1) When the Infection Control Program

v determines that a resident needs isolation to

| prevent the spread of infection, the facility must
Visolate the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, i

! direct contact will transmit the disease,
: (3) The facility must require staff to wash their
for which |

hands after each direct resident contact
hand washing is indicated by accepted

profesgional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection,

This REQUIREMENT is not met as avidenced
by:

Based on obszervation, interview, and review of
the facility's policy, it was determined the factiity

failed to maintain infection control practice for one
(1) of fiftaen (15) sampled residents, Resident #3.
A Certified Nurging Assistant {CNA) failed to use
personal protective equipment (PPE) upon
entering Resident #3's room during the lunch

resident's room:.
The findings include:
Review of the facility's policy, Handwashing/

Hand Hygiene, revised December 2007, revealed |

meal tray pass; who was also in contact isolation. ;
Additionally, the CNA failed to use appropriate |
- hand hygiene and washed her hands in another

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A. BUILDING COMPLETED
185178 B WING 0212712014
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X ID | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5
FREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIN {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG ’ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! ; DEFICIENCYY
! {
{
F 441 f Continued From page 10 £ 441| diagnosed C-Difficile (C-Diff)

| residents have developed conditions
_‘warranting contact isolation

» been re-educated on practice

. including the application and disposal

. include the following measures:

infections, related to CN.A. #1s ,
failure to follow contact isolation ;
precautions. No staff persons have
developed negative outcomes related
to C.N.A. #1’s deficient practice.
C.N.A. #1 was counseled immediately
upon identification of the deficient
practice for retraining and re-
education. Since the annual
inspection’s completion, no other

precautions. All staff members have

standards which prevent the
transmission of infections or diseases

of Personal Protective Equipment
(PPE) and Hand Hygiene. In service
education with post-tests and return
demonstration on hand hygiene
completed by Director of Staff
Development/Infection Control on
3/19/14. Systematic changes
implemented to ensure that the
deficient practice does not return

Direct care staff members will sign the “
Change in Condition log book
(located at the

|
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F 441 § Continued From page 11 F 441| nurse station) every shift for |
- employees must wash their hands before and { residents needing isolation !
| after direct contact with residents, and when there | precautions acknowledging that they

was a likely exposure to spores such as C.
Difficile (C. Diff). Additionally, hand hygiene using
an alcohol-based hand rub should be used after |
contact with objects in the immediate vicinity of |
the resident. Hand hygiene shouid be the final
step after removing and disposing of PPE,

Review of the facility's policy, Standard

: Precautions, not dated, revesled Contact
Precautions would be used for residents who had
an infection which could be transmitted by indirect
coentact, by touching the resident or by touching
environmental surfaces or other items in the
resident’s environment. Gloves and a gown i
should be worn when entering the room. Gloves
should be removed before leaving the resident's
room and hands washed immediately.

Observation, on 02/26/14 at 12:08 PM, revealad
CNA #1 passing lunch trays 1o regident rooms,
CNA #1 entered Resident #3's room, moved the
overbed table closer to the resident and assisted
with fray set up. CNA #1 was then observed to !
leave the resident's room with the plate cover and |
! placed the plate cover on the top of the tray cart
CNA#1 then entered the next resident's room
and washed her hands. Observation at that fime
revealed an orange sign posted at Resident #3's
door which indicated contact precautions were to
be observed and in addition, a PPE cart with
gowns and gloves was located by the door

| Interview with CNA#1, on 02/27/14 at 11:39 AM, |
revealed she should have used PPE for Resident |
#3's tray pass as the resident was in contact

! isolation, The CNA indicated she was unaware of
- the reason for Resident #3's contact precautions, |

. have read and understood the need
for isolation and the steps necessary
to prevent the transmission of }
. infections or disease. The MDS
Coordinator will update the C.N.A.
care plan and the resident’s care plan
upon notification of the status change
through the Change in Status
Notification process. The following
monitoring steps will be
implemented to ensure facility
compliance with isolation
precautions and PPE application/
disposal: Observations of C.N.A.s,
C.M.T.’s and licensed nursing
personnel will be conducted by:
Director of Staff Development,
Administrator, DON, Social Services |
Director and MDS Coordinator. Each
day and each shift for 14 days, an
- observation of direct care staff will
occur. If compliance is achieved with
daily observations, one observation
for each shift will occur weekly for 14
days. If compliance is achieved, one
observation for each shift will occur | -
monthly through the individual !
resident’s discharge from isolation

i

j
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F 441 ! Continued From page 12 F 441| Precautions by physician order. The
| The aide stated she had been trained on the use results of all observations will be
| of PPE and contact precautions. The CNA documented and reported to the |

. trying to get all the trays completed. She stated

| not wearing PPE and washing hands in another
resident's room could lead to cross contamination
and transfer the infection to other regidents.

committee.

On 02/27/14 12:50 PM, interview with Licensed
Practical Nurse (LPN) #1 revealed Resident #3
was in contact isolation for C. Diff. The LPN
stated PPE should be used when entering the
resident's room and hands wasghed with soap and
water before leaving the room, She indicated she
had been trained on the use of PPE by the
! facility. The nurse further indicated if PPE was not
g used and hands were washed in another
| resident's room there was & risk of cross
contamination to other residents.

Interview, on 02/27/14 at 2:45 PM, with the Staff |
Development/ Infection Control Nurse (SD/IC)
revealed Resident #3 was in contact isolation for
C. Diff. She stated both gown and gloves should ' ;
have been used prior to entering the resident's |

room for protection of the staff and residents. The
SDAC indicated hands should be washed with
soap and water when entering and leaving the |
resident's room. She further indicated not using |
PPE, or washing hands before leaving the !
resident's room was a risk of cross contamination
to others, The nurse stated she had been in the

' role of the SDAC far about a month. She

| indicated staff were trainad on hand hygiene
during orientation and she had conducted an
informai training recently; however, did not
ramember whet the training occurred.

On 02/27/14 at 2:54 PM, interview with the ;
'ORM CMS-2587(02-09) Pravious Varsions Obsolete Evert ID: 3GBRNM Facifity 1D 100548 If continuation shest Page 13 0of 14
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: Director of Nursing (DON) revealed PPE should

' have been wom before entering Resident #3's

1’ room for tray pass as the resident was in contact
|
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)
| /
F 441 | Continued From page 13 J F 441 )
5
1

isolation. She stated the aide should have also :
washed her hands when entering and before
leaving the resident's room. The DON Indicated
there was a risk of contamination and spread of
infection if these things were not done. She
further indicated a hand washing inservice had i
been conducted by the SDNC on 02/20/14 with ; '
return demonstration. The DON ststed she .

! complsted random unit inspections and hand
hygiene inspections; however, she did not keep a
record of the unit ingpections.

| i
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) H
] ‘
K000 ’ INITIAL COMMENTS K 000
f CFR: 42 CFR 483.70(a) ‘ This Plan of Correction constitutes
L ! | the written allegation of compliance
| Building: 01 . for the deficiencies cited. However,

submission of the Plan of Correction
i is not an admission that a deficiency

Survey under: 2000 existing exists or that one was cited correctly.
' This Plan of Correction is submitted
to meet requirements established by
State and Federal Law.

i; Plan Approvat: 1983

Facilty type: S/NF DP on the second floor of a
. Health Care facility.

Type of structure: Eleven (11) stories, Type Il
protected construction. |

Smoke Compartment: Six (6) smoke
compartments on the second floor skilled nursing
unit,

Fire Alarm: Complete fire alarm system with heat
and smoke detectors,

| Sprinkler System: Complete automatic (wet) |
' sprinkler system, hydraulically designed, i

Generator: Type I, 275 KW generator, fuel

! source is diesel. i

| |

. A standard Life Safety Code survey was

) conducted on 02/26/14. The skilled nursing
facility located on the second floor of Treyton Oak
Towers was found not to be in compliance with
the Requirements for Participation in Medicare

| and Medicaid.

The findings that follow dernonstrate ,
| noncompliance with Title 42, Code of Federal |

{X5) DATE

t
KBORATDR+ 3] OR'S OR PROV!DER:‘ IPPLIER REPRESENTATIVE'S SIGPilATURE TITLE
X W*EL“" w"LY"WW X AsMdwpatgn. A Y- [-1Y

ny deficancy staternant ending with an asisrisk ('} denotes a deficiency which the instituticn may be excused from comecting providing it is determined that
her safaguards provide sufficlant protection to the patients, (See Instructions.} Except for nursing homes, the findings stated above are disciosabls 90 days
fiowing the date of survay whether or not a plan of cormection is provided. For nursing homes, the above findings and plans of cornaction-are disclosabie
ays following the dats these documents are made available to the facility, If deficiencies are cited, an approved plan of comaction i requisite to contin
‘ogram participation.
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o9 1D SUMMARY STATEMENT OF DEFICIENCIES ! ) FROVIDER'S PLAN OF CORREGTION | (%5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i :
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) § "?—E&"‘ &%%&%32&53@2’5 #é% ?,.?S f.l:,%‘{;’?ﬁ?ﬁg oo o
| DEFICIENGY)
K 000 ! Continued From page 1 K 000
| Regulations, 483.70 (a) et saq. (Life Safety from :
“ Fire),
i
i Deficiencies were cited with the highest 5
i deficiency identified at F leval, i
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046
§8=F
Emergency fighting of at least 1%4 hour duration is
i provided in accordance with 7.9.  19.2.9.1.
This STANDARD is not met as evidenced by: The facility maintains that all 3/31/14
~ Based on record review and interview, it was battery-powered emergency light
| determined the facility failed to provide testing of fixtures within the facility were
: emergency lighting in accordance with NFPA ; R the
standards The deficiency had the potential to | tested for 1-1/2 hours over th

affect each of the (6) smoke compartments on
{ the second floor, residents, staff and visitors.
| The facility has sixty (60) certified beds and the

i‘ census was fifty-one (61) on the day of the
‘: survey.

- The findings include:

Record review, on 02/26/14 at 9:01 AM, with the
Director of Plant Operations and the Maintenance
Assistant revealed the facility failed to conduct
annual tests on all of the battery-powered
emergency light fixtures within the facility, for
1-1/2 hours of continuous illumination, The facility
tested each of the battery-powerad emergency
| light fixtures for ten (10) to fifteen (15) minutes
. each month to accumulate a minimum of 1-172
~hours annually, ingtead of being illuminated for a
continuous 1-1/2 hour test.

! Interview, on D2/26/14 at 9:01 AM, with the

! course of a year. Beginning March,
| 2014, the Assistant Director of

| Maintenance will implement a

| schedule in which all battery-
powered emergency light fixtures

- within the facility are tested for 1-1/2 |
hours of continuous operation
annually. Testing of emergency light
fixtures will be completed according
to protocal which includes the
turning off of the power source to
the light fixture which causes the
emergency power source for the
lighting to come on. The Assistant
Director of Maintenance will
document the testing of all battery-

i powered emergency light fixtures
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K 048 | Continued From page 2 K 048
i Director of Plant Operations and the Maintenance . |
| Assistant revealed they were not aware of the for 1‘1,& hours continuous |
, battery-powered emergency light fixtures operation annually on departmental |
| requirement to be tested annually for 1-1/2 hours log sheet. The Director of ;
| of continuous illumination. Maintenance will monitor the ]
Interview, on 02/26/14 at 1:22 PM, with the Assistant Director of Maintenance’s
I Administrator revealed he had been employed as | status with respect to testing all
I the new Administrator for two (2) weeks and was  battery-powered emergency light
| not aware of the requirement for battery-powered | | iewing 1
emergency fight fixtures to be tested annually for fixtures by rfzmev%?ggg £
1-1/2 hours of continuous illumination, documentation. The Director o
Maintenance will report findings of
Reference: NFPA 101 (2000 adition) documentation reviews to the QA
7.9.2.1* Emergency illumination shall be provided : | committee quarterly for review.
for not less than 11/2 hours in the avent of failure
} of normal lighting. Emergency lighting facilities
: shall be arranged to provide initial ilumination
 that is not less than an average of 1 fi-candle (10
1 lux) and, at any point, not less than 0.1 ft-candie
{1 lux), measured along the path of egress at ;
floor level. lllumination levels shall be parmitted to ‘
decline to not less than an average of 0.8
fi-candle (6 lux) and, at any point, not less than
0.06 ft-candie (0.6
lux) at the end of the 11/2 hours, A
maximum-to-minimum illurmination uniformity
| ratio of 40 to 1 shall not be exceeded. |
7.9.3 Periodic Testing of Emergency Lighting ‘
Equipment. A functional test shall be conducted |
on every required emergency lighting system at
30-day intervals for not less than 30 seconds. An
annusl test shall be conducted on every required
battery-powerad emergency lighting system for
not less than
t 11£2 hours. Equipment shall be fully operational
| for the duration of the test. Written reconds of .
IRM CMS-2567(02-8H) Previous Verslone Obsolets Evart 10! 3GER21 Facliity 1£: 100548 If continuation sheat Page 3 of 10
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K046 l Continued From page 3 K 046
' visual inspections and tests shall be kept by the
owner for inspection by the authority having f
! jurisdiction. ;
i Exception: Self-testing/self-diagnostic, i ’
- battery-operated emergency lighting equipment !
 that automatically performs a test for not less ‘
| than 30 seconds and diagnostic routine not less
; than ance every 30 days and indicates fallures by i
& status indicator shall be exempt from the |
30-day functional test, provided that a visual i
! inspaction is performed at 30-day intervals. !
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
85=0 Kos6 3/4/14
If there is an automatic sprinkler system, it is s . . -
linstalled in accordance with NFPA 13, Standard  The facility maintains that it has an
for the Instaliation of Sprinkier Systems, to | automatic sprinkler system providing
provide con':plete coverage for all portions of the complete coverage for all portions of
| building. The system is properly maintained in ; ad; includi
accordance with NFPA 26, Standard for the the buﬂdlmg' All rooms, eetod fo
Inspection, Testing, and Maintenance of ! storage closets Were inspected for
Water-Based Fire Protection Systems. It is fully E sprinkler heads during the annual
SUDE{V;?JE% The"? 8 a&eﬁab’lea adegu'gte water | licensure inspection and except for the
supply for the system. Required sprinkler . -
systems are equipped with water flow and tamper closet 1dent1ﬁed 1 Ro?m 252, 4ll
switches, which are electrically connected to the rooms contained a sprinkler head.
building fire alarm system.  19.3.5 Midwest Sprinkler Company installed
; : ! a sprinkler head within the storage
: ‘ closet for room 252 on 3/4/14.
‘ ' Monitoring for the presence of
This STANDARD is not met as evidencad by: - sprinkler heads in all rooms, including
Based on observation and interview, it was . ;
( determined the facility failed to ensure the storage closej:s, will occur monthly ;
building had a complete sprinkler systern in through environmental rounds |
| 2coordance with NFPA Standards. The deficiency | conducted by Maintenance
i had the potential to affect one (1) of six {6) smoke | Technician. The presence of sprinkler
| compartments on the second floor, residents, heads in all £ the facility will
| staff and visitors. The facility has sixty (50) _ , eadsmallrooms of the facility will |
% [ f i
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K 056 | Continued From page 4 f K DSB? ;

' certified beds and the census was fity-one (51)
 on the day of the survey.

1' The findings include:

| Observation, on 02/26/14 at 10:04 AM, with the

: Director of Plant Operations and the Maintenance
Assistant revealed the storage closet located in
Resident Room 252, was not protected by
automatic sprinkier coverage.

| Interview, on 02/26/14 at 10:04 AM, with the

Assistant revealed they were not aware of the
storage closet not being protected by automatic
sprinkler coverage. The room had previously
been used for Staff before being convarted to &
private resident room.

Interview, on 02/26/14 at 1:22 PM, with the

| Admtinistrator revealed he had been employed as

| the new Administrator for two (2) woeks and was

| aware of the requirement for complete sprinkler

I coverage for alf parts of the building, but was not
aware of the storage closet in Resident Room

!' 252 not being protected by automnatic sprinkler

| coverage.

|

f Reference: NFPA 101 (2000 Edition)
?

|

| 19.3.5.1. Where required by 19.1.6, health care
l- facilities shall be protected throughout by an

approved, supervised automatic sprinkler systern

| in accordance with Section 9.7,

§ .

1 9.7.1.1. Each autornatic sprinkler system required
- by another section of this Code shall ba in

| accordance with NFPA 13, Standard for the

. Director of Plant Operations and the Maintenance |

|
|
|
|
|

|
|
|

be documented on the environmental
rounds log sheet and the results of the
rounds will be reported to the
Director of Maintenance. The
Director of Maintenance will report
findings to the QA committee
quarterly.
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K 056 | Continued From page 5 K 056
| Installation of Sprinkler Systems.
i Reference: NFPA 13 (1939 Edition)
|
1 6-1.1. The requirements for spacing, location,
. and position of sprinkiers shall be based on the
| following principles:
| (1) Sprinklers installed throughout the premises |
| (2) Sprinklers located so as not to exceed
! maximum protection area per sprinkler
] (3) Sprinklers positioned and located so as to
provide satisfactory performance with respect to
| activation time and distribution,
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD Kos2
S8=D Required automatic sprinkler systems are K062 3/4/14
uire: ics systems . . » 4/14,
| continuously maintained in reliable operating | The ﬁm’l‘lty maintains that it has‘m
{ condition and are inspected and tested !  automatic sprinkler system that is !
! periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25, continuously maintained in reliable |
; 97.5 operating condition. All roomsand !
! storage closets within the facility ;
| were inspected for the presence of
! This STANDARD is. not met as evidqnced by: intact sprinkler heads including
Based on observation and interview it wag escutcheon plates and except for the

| determined the facility failed to maintain the | ) . .
: sprinkler system in accordance with NFPA | two identified a5 missing, all plates
| standards. The deficiency had the potential to | were present. Midwest Sprinkler
 affect two (2) of six (6) smoke compartments on | Company installed escutcheon

the second floor, residents, staff and visitors. [ ) 3/4/14. Monitoring for th
The facility has sixty (60) certified beds and the - plates on - Lonttoring for the
census was fifty-one (51) on the day of the J presence of escutcheon plates in all
survey. The facility failed to ensure escutcheon

rooms of the facility, including

plates were installad at 5| sprinkler heads. ?

The findings Include: J

Observations, on 02/26/14 between 10:12 AM i
| :

/
J storage closets, will occur monthly
| through environmental rounds by
{ maintenance technician.

|

i
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K062 J Continued From page & . K 0612I
- and 10:52 AM, with the Director of Plant The presence of escutcheon plates
1! Operations and the Maintenance Assistant will be documented on the 5
: revealed there were escutcheon plates missing at . , \
{ W0 (2) sprinkler heads located in the storage | environmental rounds log sheet with
| closet in Resident Room 244 and in the cipset ] results reported to the Director of
: located in the Dentist Office. ; Maintenance. The Director of ;'
Interview, on 02/26/14 between 10:12 AMand | | Maintenance will report dﬁndl%gs 01 ;
| 10:52 AM, with the Director of Plant Operations the environmental rounds to the Q |
| and the Maintenance Assistant revesied they ‘ committee quarterly. |

- were unaware of the escutcheon plates missing
: at the sprinkler heads.

! Interview, on 02/26/14 at 1:22 PM, with the
Administrator revealed he had been employeed i

} as the new Administrator for two (2) weeks and )

J was not aware of the escutcheon plates missing

| &t the two (2) sprinkler heads.

|

f Reference: NFPA 101 (2000 Edition)

. 4.6.12.1, Every required sprinkler system shall
be continuously maintained in proper operating

: condition.

l

 Reference: NFPA 13 (1999 Edition) ;

2-2.1.1* Sprinklers shall b inspected from the

floor level annually, Sprinklers shall be free of
. corrosion, foreign materials, paint, and physical |
| damage and shall be installed in the proper
| orientation (e.g., upright, pendant, or sidewal).
. Any sprinkier shall be replaced that is painted,
E corroded, damaged, loaded, or in the improper |
i prientation. |

hydraulic design basis, the system area of ;
! operation shall be I
| permitted to be reduced without revising the i

RM CMS.2567(02-99) Pravipue Versions Obwmolmte Evert [y 3GRR21 Facility |D: 100545 If continuation sheet Page 7 of 10
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K 062 ' Continued From page 7

| density as indicated

!in Figure 7-2.3.2.4 when all of the following

. conditions

| are satisfied,

- {1) Wet pipe system

$ (2) Light hazard or ordinary hazard oecupancy
* (3) 20t (6.1-m) maximum ceiling hesight

| The number of sprinklers in the design area shall ;

[ never be

! less than five. Where
| are used on a

! sloped ceiling, the maximum ceiling height shall
i be used for

quick-response sprinklers

!
i Where

| Quick-respongse sprinklers are installed, all
| sprinkiers within a

| of other than ordinary

sprinkiers shall ba
permitted to be used,
K147 | NFPA 101 LIFE SAFETY CODE STANDARD

S8=D

{ with NFPA 70, National Electrical Code. 9.1.2
|

|

| This STANDARD is not met as evidenced by:

- Based on observation and interview, it was

E determined the facility failed to enzure slectrical
| wiring and devices were maintained in

1“ accordance with NFPA standards. The

 deficiencies had the potential to affect one {1) of

determining the percent reduction in design area.

compartment shall be of the quick response type.
i Exception: Where circumstances require the use

temperature-rated sprinkiers, standard rasponss

Electrical wiring and equipment is in accordance

|
|
|

K (g2

K 147

K147 3/18/14

The facility maintains that it
maintains electrical wiring and
equipment in accordance with NFPA |
70, National Electrical Code. The '
identified electrical panel had the
potential for affecting the residents |
within the particular smoke ;
compartment of the facility. No
residents were affected by the
electrical panel identified as lacking

|
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K 147 | Continued From page 8 L K14y ‘

. $IX {6) smoke compartments on the secand floor, | the secured cover and labeling. An |

; residents, staff, and visitors. The facility has sixty . audit of the facility’s electrical panels

 (80) certified beds and the census was fity-one ' resulted in the location of an g

(51) on the day of the survay, o . :

! additional panel in the therapy gym I

. The findings include: ? that was not secured according to
NFPA 70, National Electrical Code.

. Observation, on 02/26/14 at 11:02 AM, with the Custom made panel covers with locks !

| Director of Plant Operations and the Maintenance

| Assistant revealed an electrical panel located were purchased and were installed on
| within Resident Room 235 was unlocked and both electrical panels on 3/17/14 by
« permitied unauthorized access to electrical , the Director of Maintenance. The

i circuits. The panel directory was not labeled to

identify the locations of the circuit power labeling of the electrical circuits in the |

; distribution, - panel located within room 235 was |
 Intervi 02126114 at 11-02 AM. with th | completed by the Assistant Director
nterview, on at 11: , Wi e FAA ;

Director of Plant Operations and the Mainternance ofMamt:enance on‘ 3/4/14. Hlectrical
Assistant revealed they were not aware of the ! panels will be monitored by the
requirement that electrical panels, located in the | Maintenance Technician for the
resident accessible areas, were to be locked and ; presence of locked covers and

] panef directories to be fabeled. f [ labeling of all circuitry. The presence

| Interview, on 02/26/14 at 1:22 PM, with the : - of both locked panels and labeled
Administrator revealed he had been employed ag { circuitry will be logged on the |

. the new Administrator and was not aware of the i monthly" environmental rounds I

{ electrical panel located in Resident Room 235
| nat being lockable and the panel directory not
being labeled.

tracking system. The Director of
Maintenance will report the results of

| E
| - |
f ‘ : tal rounds

| Reference: NFPA 70 (1999 edition) | | the environmental ro [
| |
} |

‘ - monitoring to the QA committee
110-26. Spaces © quarterly.

| About Electrical Equipment. Sufficiant ] ]
- access and working space shall be provided ; i
 and maintained about all electric equipment to } " {
| permit ready and safe operation and maintenance J i
| of such equipment, Enclosures housing electrical | ,v J
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K 147 | Continued From page | K147
| apparatus that are controlled by lock and key E
| shall be considered accessible to qualified f ,

| persons.

|

|
5

|
! i
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