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An onsite revisit was conducted on 10/10/13 and
the deficiencies were corrected as of 08/27/13, as
alleged in the acceptable PoC.
|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

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

The faciily must provide a sale. clean,
comforiabte and hemelke environment, allowing
the reswdent 1o use s or her personal belongings
to the extent possible

This REQUIREMENT s not miet as evidenced
by

Based on observalion, interview and facility
policy review it was determined the facility farted
to provide a sale, clean and comfariable
environment refaled to cigaretie butts observed
on the ground in the designated smoking areas
Addwionally bird droppings were observed
covenng the side walk residents’ cutdoor seating
and activity equipmant in the facihily sutside
couryard area

The hindings include

HAID SUKMARY STATEMENT OF DEFIGICNCIES 10 PROVIDER'S PLAN OF GORRECTION O
FRETIA EACH DEFICIENC Y MUST G PRECFDF 0 OY Ll PREFIX TEAGH CORRTGTIVE ACTION SHOULD BE ST E YN
1A REGULATORY ONR LSC IDENTF YING INFOHIATION} TAG CROSS-REFERFNCEQ TO THLE APPROFRIATF Uaie
BEFICIENCY)
. 913713 through 9726/13 After 9/26/13 no
F 241 Continued From page 1 F 241 quesing staff member will be allowed to
coninected to the bed frame facing the hallway work until they receive this education
vathoul a dignity bag cavering
Unit Manaeers witl monitor the residents on
"L“g"f'e“' with the Licensed Practical Nurse their units daily for the use of dignity covers,
(R‘ Ndj o?#02l§1;13 al ’l?l? EMi ‘evea!"-’(: heal Any concerns identified wilt be correeted ot
Feidem ® o fad a rectal wive o promote haaling that time.  The DNS and/or ADNS will
of a sacral decubitus The LPN stated a dignity . . ) )
ohserve for the use of digniy covers in then
bag was not covenng the rectal drainage bag . N
because “we could not find one” weekly rounds. The resubt of those rounds
’ will be presented 1o the Performance
Further interview with the DON. on 08/2 /13 at Emprovement Commitiee each month for 3
3 20 PM. revealed this was the first tme the manths 1o enstire continued compliance or
facjmy had pfoi‘qded care to a resident with a UI!E“ thc CUIﬂfniuC{.’ dc{(‘“ﬂi]lt‘s L'Ulnplianck'
recial tube and the drainage bag should be has been sustained.
covered to maintain Resident #5 dignity
F 252 483.15(h) 1) F252 Date of Compliance: 9/27/13
58=¢ SAFE/CLEAN/COMFORTABLE/HOMELIKE

F252

Rosewood will continue to provide a safe,
clean, comtortable and hometike
envionment, allowng the restdent 1o use his
ar her personal belongimngs 1o the extent
possible.

On 872311 the smoking arca was cleaned by
Houscheepmg 1o ensure the cigwetie butr
were remnoved and the area was clean On
8723713 the maintenance assistant pressure
washed the sidewalks and tables and benches
tn the courtyard to clean the arca and remove
bird droppings from the sidewalks and
outdoor furnishings.

All residents who smoke or who use the
cowrtyard are atfected by this pracuce
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b 252 Contnued From page 2

Review of a faciity policy, litted "SMOKING”,
dated 07/22/11, revealed to educate patients
and/or fegal representative on smaoking policy,
smoking lecations and smaoking limes, educate
staff on smoking policy, smoking focations and
smoking times, plan, schedule and post smoking
umes and monitor smoking patients, and assign
stafl to supervise patients smoking in designated
smoking areas at the appropnale ime frames
Addiionally, the policy stated safety ash lrays
shouid be used and the ash trays are emplied in
covered metas conlainers

Beview of a facibty palicy tilled "GENERAL
ENVIRONMENTAL CONDITIONS", dated
10/31110 revealed a safe, funclionad, sanitary and
comfarlable environment 1s provided for pahents,
stafl and the public. The polcy stated the
physicat plant and equipment are monitored
through Perfornance Improvement (Preventalive
Maintenance Programs) for polential hazards
The policy did not address mamtenance of
resident actinty equipment or sealing areas.

An observation. on 08/22/13 at 945 AM reveaied
Actiety Staff #1 and one resident was in the
designaled simoking area The residend had a
sioking apron on and was smoking as Activity
Staff #1 was standing by The resident finished
smoking and was assisted hack inie the balding
by Actwvily Stalf 1 Adour of the adjoining
courlyard area was conducted vath the Aclivily
Staff #1 at this ime  Qbservatian revealed the
sidewalk area covered m bird droppings with one
area 0 thickly covered in the droppings there
was a crunching sound when walked on
Hesident chaws and a basket ball and haske! bait
goal were atso observed coated with bird

£ ogp  Fhe smoking area will be cleaned twice
datly by the housckeeping department, once
i the momning as they begin their shifi and
once in the afternoon just before they leave
for the day. Between times, staff who tuke
residents out 1o smoke will be responsible
for ensuring the smoking area 1s ¢leaned up
and lefl clean for the next smoke break
Housekeeping stafl will be educated by the
Housekeeping Supervisor by 9:13/13
egarding their role in keeping the resident
smoking area clean Facuity staff will be
educated by the Staff Developraent
Cooedinator and’or the Director of Nursing
beginning 978313 10 920713 revarding the
role in ensuriag the cleandiness of the
smoRing arca. Afier 926743 staff who have
not veeived this education will not be
aHowed to work until they receive it The
tleanfiness of the courtyard is the
responsibility ol the Maintenance Supervisor
andior Maintenance Assistant, They will
pressure wash the outdeor furmshings and
sidewalhs i the courtvard 1wice n week in
the spring and summer months and weekhy
in the fall and winter months. When the
Actevities staff have a planned event i the
courtyard, they will casure the arca s clean
and subable for their event. 1 the courtyard

“needs Lo be cleaned. they will potity

maintenance that the arey needs to be
cleaned in thme for their event. Fhe
Faceutive Director will educate the
maintenance department and the Activity
staft as to this process on 941 3/13,
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droppings

Annterview with Activity Staff #1, at the tme of
the observalion revealed all smoking malenat
was kept secured and whoever was assigned {o
supervise and moantor residents smoking was to
keep cigaretle bults off the ground and i the ash
trays  Achwity Statf #1 also stated dunng outside
actreibes she covered the two chairs with sheets
50 residents could sit on the chairs withaut getting
tird drappings on them when the residents
participated in outside activities In the courtyard
ared

An observation, on 08/23/13 at 10.00 AM with the
Maintenance Direclor, revealed the smoking area
had a large number {14; of cigarelte butls on the
grournd  The Maintenance Direcior stated at the
e the cigarette butls "shouldn't be there and
whogver was supervising residents (o smoke was
responsible to ensure fhe cigaretle butts were put
in the proper receptacle”

Ananterview conducted on 08/23/13 at 10 30 AM
with Activities Staff #2. revealed she had
supenised the scheduled 9 30 AM smoking
activity with residents but had not noticed the
cigaretle butts on the ground and would normally
keep the cigaretite bulls off the ground in the the
ash contamer

Addticnal cbservation of the courtyard area
adjoining the designated smoking area revealed a
thick covenng of bied droppings on the sidewalk
and on two reswdent chairs, a basket hall and
basket bail goat  Interview with the Mamtenance
[2recton 3t the bmo of the observation revealed
he does pressure wash the coutyard aren at
lunes but had no set schedule 1o momtor the area

Director will include tooking at the
cleanliness of the resident smoking area and
the courtyard, Any klentiled concern will
be addressed a1 thal time. The result of these
etviromnental rounds will be taken to the
monthly Performance lmprovemen
Committee meeting for 3 months o cnsine
cantimued compliance or untl the
Committee determines that comphance has
been sustained.

Date of Compliance; 97713
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for necessiy of cleaning  There was no log
maintained to venfy when the residents’ courtyard
area was monitored and cleaned

Aninterview with Resident #28, notin the
selecled sample of twenty four {24} residents, on
08/23/13 at 10:20 AM, revealed he/she had
participated in achivities in the courlyard area on
multiple occasions and did see the bird droppings
on the chairs, equspment and sidewalk Resident
#28 stated the bird droppings were dned and
hefshe "just sat on "

Interviews with Residents #29 and #30 also not
the selected sample of 24 residents. on 08/23/13
at 10 25 AM. revealed they had utihzed the
courtyard area i the past when the weather was
gocd and had seen a large ameunt of bird
droppings Residenis #29 and #30 both slated
residents that did not sit in a wheelchair did sit on
the chairs

An inferview wilh the Direclor of Nursing (DON}.
on 08/23/13 a1 11"AM. revealed the thick covering
of bird droppings on the residents’ courtyard area
including the chairs and achivity equipment was a
conceirn She was unaware if there was a
montering and cleaning schedule n place and
that f would be the responsiility of the
Maintenance Depariment The DON addiionally
stated there was a smoking policy and staff were
to ensure cigaredie bults were nol be left on the
ground

An interview with the Staff Development
Coordmalor {SDC), on 08/23/13 11 15 AM,
reveated she was responsible for the faciity
tnfection Controt Program. The SDC stated birg
droppings were a heallh risk to anyone and
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The faciiity must establish and maintain an
fnfection Conirol Program designed lo provide a
safe, sanitary and comforlable environment and
to help prevent the development and transmission
of disease and infection

{a) Infection Controf Program

The {acilily must establish an Infection Control
Program under which i -

(1) Investigates controls, and prevents infections
in the tacility,

2y Decides what procedures. such as isolation,
should e appled to an individual resident, and
(3 Maintains a record of incidents and correclive
actiens refated lo infections

() Preventing Spread of Infection

(1Y When fhe Infection Control Program
delermines that a resident needs isolation to
prevent the spread of infection, the facility must
iselate the resident

£2) The facility must prohibit empioyees vath a
cornmunicable disease or infected skin lesions
from direct contact with residents or their laod, if
direct contact will transmi¢ the disease

13y The facibly must require stalf lo wash ther
hands atter each direct restdent contact for which
hand wastung 1s indicated by accepted
profossional practice

{C; Linens
Persannel must handle, store, process and
iranspoit inens sG as to prevent the spread of

1850489 HoANG [, 08i23/2043
NAML D0 PROVIDE 1 0 SUPPLIER - STREET ADDRESS. GITY STATE. QP COUE
550 HIGH §T
KINDRED TRANSITIONAL CARE AND REHABILITATION ROSEW
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X910 SUKMARY STALERENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORREC TION
PREFIX TEACH DUFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORAEC TIVE AGTION SHOGULD BY CEMLE TN
140 REGUEATORY DR SC IDENTIFYING INFORMATION} TG CROSS-REFERENCED 10 THE APPROPRIAIE [
REFICIENCY)
F 252 Contnued From page 5 F 252
especially any resident with any respiratory 1ssues
and that Histocplasmosis was a concern
Fdd41 483 65 INFECTION CONTROL.. PREVENT Faat F sl
55-00 SPREAD LINENS Rosewaood has established and wilf maintain

an Infection Contrel Program designed to
provide a safe, sanitary and comfortable
enviromment and to help prevent the
development and transnnssion of disease and
insfection

Resudents #25 and #26 were not adversely
affecied by improper hand hypiene
techmiguies.

All residents in the facifity lave the potentiat
of being alfected by this practice

EPN &1 was recducated regardmy intection
controb and hund hygiene ducing medication
administration on 913713 by the DNS,

All icensed staft have been inserviced
regarding infection control practices during
medication administration, inchudmg hand
hygiene, Other staff have been inservived
reparding hand hygiene and other infection
control practices. "Fhis education was
completed by the Staff Development
Coordinator on 9/13/13 through 426. 13,
After 9220713, staft will not be allowed to
work untel they recedye this education

Past Managers will randomb observe daily
1o ensure idection vantrol practices, such as

SR
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on 0B/23413 at 11.40 AM, revealed she would
have expecied a nurse who was passing
medications 1o sanitize their hands In between
medication passes lor each resident
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A onsite revisit was conducted on 10/10/13 and
the facility was deemed back in compliance on
09/30/13, as alleged in the acceptable PoC.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (8) DATE

Any deficiency statement ending with an asterisk {*) denates a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. Far nursing homes, the above findings and ptans of correction are disclosable 14
days following the date these documents are made available to the facility. I deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Door openings in smoke barriers have at least a

. 20-minute fire protection rating or are at least
1%4-inch thick solid bonded wood core. Non-rated

| protective plates that do not exceed 48 inches

i fram the bottom of the door are permitted.

* Horizontai sliding doors comply with 7.2.1.14,

‘ Doors are self-closing or automatic closing in

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

. not required to swing with egress and positive
fatching is not required.  19.3.7.5, 19.3.7.6,
19.3.7.7

" This STANDARD is not met as evidenced by:

| Based on observation and interview, it was
determined the facility failed to ensure doors

t located in a smoke barrier would resist the

- passage of smoke in accordance with NFPA

" standards. The deficiency had the potential to
affect two (2) of ten (10} smoke compartments,
residents, staff and visitors. The facility is certified
for one hundred seventy six {176} beds with a
census of one hundred thirty three {133) on the
day of the survey. The facility failed to ensure
doors located in a smoke barrier would resist the
passage of smoke,

The findings include:

‘ Observation, on 08/22/13 at 1:15 PM, with the
| Maintenance Supervisor revealed the cross

[

]

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2) MULTSPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 61 - MAIN BUILDING 04 COMPLETED
185089 B. WING 08/22/2013
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
550 HIGH ST.
KINDRED TRANSITIONAL CARE AND REHABILITATION ROSEW
BOWLING GREEN, KY 42101
T
X4y 10 i SUMMARY STATEMENT OF DEFICIENCIES I s} : PROVIDER'S PLAN OF CORRECTION (X5
PREFIX f {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX | {EACH CORRECTIVE ACTION SHQULD BE . COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) l TAG l CROSS-REFERENCED TQ THE APPROPRIATE DATE
i | ! DEFICIENCY}
: i .
. , ! This Plan of Correction is the center's credible
K 000 Continued From page 1 : K 000! allegation of compliance.
Fire) . . : ;
Preparation andlor execution of this plan af carrection
. . . . . does not constilute admission or agreemient by the
Deﬁ§|encl§s were cited with the highest providzr of the truth of the facis alleged or conclisions
deficiency identified at "F" level. set forth n the statement of defiviencies. The plan of
K 027 NFPA 101 LIFE SAFETY CODE STANDARD K Q27 correction is prepared and/or executed solely because
§5=D it is required by the provisions of federal and state fenw.

K027

. Rosewood will continue to ensure doors
intended to be smoke barriers will resist the
. passage of smoke in accordance with NFPA
. standards.

{ The smoke barrier door focated in D hatl
" (#2) was repaired by Western Kentucky
Door on 9/17/13.

On 8/22/13 the Maintenance Director
inspected ail other smoke barrier doors along
with Life Safety Surveyor Robert Welch and
no other concerns were identified.

As a routine part of the weekly preventative

' maintenance program, the Maintenance
Supervisor and/or the Maintenance Assistant
will examine all doors intended to be smoke .
barriers to ensure they perform according to
code. :

The Executive Director will take the result
of these findings to the monthly Performance
Improvement Committee meeting for three

' months to ensure future compliance or until
the Committee determines compliance has
been sustained.

Date of Comphiance: 9/30/13
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K027 Continued From page 2 K 027

corridor doors located in D Hall had a gap larger
than an eighth of an inch and would not resist the
passage of smoke when closed.

- Interview, on 08/22/13 at 1:15 PM, with the

' Maintenance Supervisor revealed he was not

‘ aware the doors had too large of a gap to resist
! smoke.

\
|
i Reference: NFPA 101 (2000 edition)

' 19.3.7.6*. Requires doors in smoke barriers to
be self-closing and resist the passage of smoke.

* Reference: NFPA 101 (2000 edition)

. 8.3.4.1* Doors in smoke barriers shall close the

. opening leaving

| only the minimum clearance necessary for proper
! operation

! and shall be without undercuts, louvers, or grilles.

Reference: NFPA 80 (1999 Edition)

Standard for Fire Doors 2-3.1.7

The clearance between the edge of the door on
the pull side shall be 1/8 in. {3/-) ¥/16in. (3.18
mm (+/-} 1.59 mm) for stee! doors and shall not
exceed 1/8 in. (3.18mm) for wood doors.
Reference: NFPA 80 (1989 Edition}

2-4.1 Closing Devices.
: 2-4.1.1 Where there is an asiragal or projecling
latch bolt that
prevanis the inactive door from closing and
latching before
" the active door closes and lalches, a coordinating
device shall
be used. A coordinating device shall not be
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required where i
each door closes and laiches independently of
 the other.
K 050 NFPA 101 LIFE SAFETY CODE STANDARD

§S=F
: Fire drills are held at unexpected times under

| varying conditions, at least quarlerly on each shift.

! The staff is familiar with procedures and is aware
that drills are parl of established routine.

| Responsibility for planning and conducting diills is

i assigned oniy to competent persons who are

! qualified to exercise leadership. Where drilis are
conducted between 8 PM and 6 AM a coded

" announcement may be used instead of audible
alarms.  19.7.1.2

! This STANDARD is not met as evidenced by:
Based on interview and fire drill record review, it
was determined the facility failed to ensure fire
drills were conducted quarierly on each shift at

| unexpected times, in accordance with NFPA

standards. The deficiency had the potential to

! affect ten (10} of ten (10} smoke companments,
residents, staff and visitors, The facility is certified
for one hundred seventy six (176} beds with a
census of one hundred thirty three (133) on the

" day of the survey. The facility failed to ensure the
fire drills were conducted quarterly at unexpected
times.

The findings inciude:

Fire Drifi record review, on 08/22/13 at 12:00 PM,
with Maintenance Supervisor revealed the facility
i failed to conduct fire drills ai unexpected times

KOEOi
T K50

It is the practice of this facility to assure fire
drills are conducted at random times to ‘

educate staff regarding proper fire response -

procedures to maintain compliance at all
times to include: fire drills held at

" unexpected times at feast guarterly on each
- shift.

The Maintenance Supervisor will schedule
and document Fire Drills at unexpected, .
random times and 2 hours apart from
previous quarter’s drills.

An annual inservice will be conducted ‘
regarding Fire Response Procedures.The ¢
Maintenance Supervisor’s Fire Drill reports -
will be reviewed monthly for three months
and then quarterly by the Performance
Improvement Committee to ensure future
compliance or until the Committee
determines compliance has been sustained.

The Executive Director will monitor for
continued compliance.

Date of compliance: 9/30/13
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under varied conditions on all three shifis,

Interview, on 08/22/13 at 12:00 PM, with the

Maintenance Supervisor revealed he was

unaware the fire drills were not being conducted
_as required.

Reference: NFPA 101 Life Safety Code (2000
edition}

- 19.7.1.2. i
Fire drills shall be conducted at least quarterly en
each shift and at unexpected times under varied
conditions on all shifts.

Reference: NFPA 101 Life Safety Code (2000
Edition).
19.7* OPERATING FEATURES

. 18.7.1 Evacuation and Relocation Plan and Fire

* Drifts.

1 19.7.1.1 .
The administration of every health care ; i
occupancy shall have, in effect and available to
all supervisory personnel, written copies of a plan ‘ i
for the protection of all persons in the event of : |
fire, for their evacuation to areas of refuge, and ‘
for their evacuation from the building when
necessary. All employees shall be periodically
instructed and kept informed with respect to their
duties under the plan. A copy of the plan shalf be
readily avaitable at all times in the telephone
operator ' s position or al the securily center.
The provisions of 19.7.1.2 through 12.7.2.3 shall

| apply.

119.7.1.2* |

| Fire drills in heaith care occupancies shall include |

! the transmission of a fire alarm signal and

" simulation of emergency fire conditions. Drills
shall be conducted quarterly on each shift to
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' familiarize facility personnel (nurses, interns,

. maintenance engineers, and administrative staff}
- with the signals and emergency action required

" under varied conditions. When drills are

conducted between 9:00 p.m. (2100 hours) and
6:00 a.m. (0600 hours}), a coded announcament
shall be pemitted to be used instead of audible
alarms.

Exception: Infirm or bedridden patients shall not
be required ta be moved during drills to safe
areas or to the exterior of the building.
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