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F 0G0 | IMITIAL COMMENTS F000; Fair Oaks Health System
Plan of Action
A standard heaith survey was conducted on - Standard Survey 7/18/13
0U7/16-18/M13. Deficientpractice was identiflied :
with the highest scopefand saverity at "E” levei. Preparation and execution of this
F 3151 483.25(d) NO CATHETER, PREVENT UTI, F315 plan of correction does not
s5=c | RESTORE BLADDER, -constitute admjssion or agreement
by the provider of the truth of the
Based on the resident} comprehensive facts alleged or conclusions set forth
agzessment, the faciiity inust ensure that a in the statement of deficlency. This
resident who enters the facilify without an plan of correction is prepared and
indwelling cgtheter is ot catheterized unless the executed solely because it is reqaired
mmdent'.s cl'inicaf condtitn demonstrates‘lhat by federal and state law.
catheterization was negdssary; and a resident ]
who is incontinant cf biadder receives appropriata .
treatmient and services{to prevent urinary tract F315 Urinary lncontinence
infections &nd to restode [as much normal bladder Based on the resident’s
function as possible. comprehensive assessment, the
Iacility must enxsure that a resident
: wheo enters the facility without an
This REQUIREMENT |z nof mat as evidenced indwelling catheter is not
by: catheterized unless the resident’s
Based on cbeervation) interview, record review, clinical condition demonstrates that
and facility policy reviepy| it was determired the catheterization was necessary; and a
Tacility faifed to ensure thres of twenty-threa resident who is incontinent of
sampled residents (Repidents #8, #15, and #17) biadder receives appropriate
reoe?ved a_ppmpriate atment and services to treatment and services to prevent
previent urinary fract infectlons and to restoro as wrinary tract infections and to
much normat bladder flnction as possible. A
review of the faciftty's golicy for indwslling urinary resifort'-e as much.norma! bladder
catheters revealed indWelling uinary catheters function as possible.
would be secured with pleg sfrap or anchor
device. Observation of datheter care for Criteria 1: Administrative nursing
Residents #8, #15, anq #17 revealed the } observations conducted on 8/5/13
residents' indwaelling urjnary catheters wers not indicate that residents #8, 15, and 17
secured anfi were_dra ed over the regi_dents‘ I‘egs have the catheter anchored and are.
ta tha i?edsud_e drainag éags. in addmc':m. while provided catheter care in sccordande
observing urinery cathgter care for Resident #15, oy s .
staff was observed to rpmove soiled gloves and with ]nfecnon control standards of
i practice.
BRLIER . (48) DATE

LABORATORY DIRECTOR'S OR PROVID
/l
7

REPRE%TATIVE‘S SIGNATURE

Q}Vf:l?/%mhf )AI{V

Any deficiency statemant endmg@'rim/aprast gk (7) denolhs a deflclency which tho instiutlon may be excused from coneding providing i is detormined that
other safeguards provide eufficient protection t£ the pstighte . (See inatructions.) Exceptfor nureing homes, the findings statsd abave ary dizclosuble 90 days
n of copection la provided, For nursing hemes, the above ndings and plans of cafrection are disclasable 14

fellowing the date of survey whather or not 3
days following the dete these docurments aed
program participation.

pi

made avéiimble to the faciilty, I deficiencles are clied, an spproved plan of correctian ke requisite to contineed
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wipe perspiration from the staff person's own face
prior t¢ washing/sanitizing her hands.

The findings mclude;

A review of the facility's|policy titled, "Care of
Indwelling Catheter,” urldatad, revealed catheter
care would be provided|every shift and after every
bowel movement. The policy revealed the facility
would provide care to residents with indwelling
catheters while maintaijing proper infection
control practices. The palicy also stafed staff was
required 1o remove theif gloves and wash/zanitize
their hands after providing urinary catheter eare.

A review of the faclity's|p
Retention Catheter," u
cathgter would be sacu
anchor device such as

licy titled, "Insorting A
atad, revealed a urinary
d with a leg strap or

A review of the facility'spplicy titled, “Catheter
Care,” undated, revealad staff was to ensure
indwelling catheters wele!secured properly during
catheter care,

1. Areview of the medi
revealed the facility adn
06728/09 with diagnaoses

and Neurogenic Bladdef.

gl record for Resident #8
itted the resident on
including Cerebral Palsy

Areview of the most re
(MDS) quartery assess
dated 06/16/13 revealec

with a Brief Interview fo
score of 3. The fadility
to require total support
transfers, locomotion, d
hygiene, bathing, and t

{ Minimum Data Set

nt for Residant #8

the resident had been
impaired cognition
ental Status (BIMS)

ad assessed the rasident
am staff for bed mobility,
55INg, eating, personal
3t use {(which includes

Criteria 2: Administrative nursing
obiservations condncted on 8/6/13
indicats that residents with indwelling
Foley catheters have the catheter
anchored and are provided catheter
care in accordance with infection
control standards of practice.

Criteria 3; LPN #1, RN#1, and
RIN#2 have received inservice
education o 8/5/13 as provided by the
DON (Director of Nursing),
Administrator, and Director of
Clinical Services on the securing of
Foley catheters with anchoring devices
m zccordance with standards of
practice.

The licensed nursing staff
have received inservice education on
8/7/13 as provided hy the DON and
Facjlity Consultant Nurse on the
securing of Foley catheters with
anchoring devices in accordance with
standards of practice.

State Registered Nursing
Assistants (SRNA) have received
mservice education on the provision of
cathieter care, and '
handwashing/changing of gloves in
accordance with jnfection control
standards of practice as provided by
the DON and Director of Clinical
Services on 8/1/13, :

SRNA #1, SRNA #2_ and
SRNA#3 have received inservice
education on the provision of catheter
care, and handwashing/changing of
gloves in accordance with infection
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F 315 | Continued From page 2| F 315  control standards of practice as

menaging a catheter).

A review of the physiciag' s orders for Resident #8

dated 07/01/13, reveale

an order for the resident

to have an indwelling urnary catheter to bedside

drainage.

A roview of the compre
Residant #8 rovealed a

04/26/11 stating staff wq
catheter care.

Observation on 07/16/1

State Registered Nursing
provided urinary cathetey

The SRNA was observe

tubing over Resident #8k

urinary catheter tubing

An interview conducted
Q07118/13, at 1:35 PM,

have either used tape oj
urinary catheter and did
not.

An inferview conducted
Nurse (LPN) #1 on 07/1

revoaled she was the Uit

D Wings of the facitity,
times daily fo enzure std
residents to meet their n
she had not monitored
because the SRNAs hag
observation of their skills

ahsive plan of care for
intervention dated
uld provide urinary -

£, 18t 4:10 PM, revealed
Assistant {SRNA) #1
pare for Resident #38,

o position the catheter
loft log and attach the
he side of the bed. The
fo place a brief on the

BRNA failed to secure the

th tape or a leg strap.

th SRNA #1 on

vealed she had beon
trained regarding cathetp
The SENA stated she whs

care by the facility.
aware she should

leg sfrap to secure the
npt know why she had

pith Licensed Practical
B3, at 2:15 PM,
Manager for the C and

and made rounds several

flprovided care to

ads. The LPN. stated
Finary catheter care
uccessfully completed
, Including catheter cars,

8/19/13,

supervision of the DON,

provided by the DON and Director of
" Clinical Services on 8/1/13 and 8/6/13,
Catheter care competency
evaluations have been conducted on all
State Registered Nursing Assistants
(SRNA) by the DON/Administrative
Nurses on 8/5/13, 8/6/13, 8/7/13,
§/11/13, §/13/13, 8/14/13, 8/15/13, and

Catheter care competency
evaluations will be conducted by the
DON/Administrative Nurses annually
for all State Registered Nursing
Assistants (SRNA) as part of their
yearly evaluation, and as chosen
randomly on a quarterly basis,

Criteris 4: The CQI indicator for the
monitoring of catheter care and
anchoring of the catheter will be
utilized monthly X 2 morths and then
quarterly in accordance with the
established CQI calendar under the

** See Aftachments 1A & 1B

Criteria 5: August 20, 2013

8/20/13
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" | Liver Cancer and Urinars

@ the urinary catheter
leg, ensure urlne was
lig to the resident's
bottom sheet. The LPN|stated the facility did not
@ urinary catheter ta the

afions, insluding urinary
As. The RN stated staff
strap or tape to secure

th the Director of .
{3, at 4:30 PM, revealed
uridnary catheter

tubing with & teg strap o
stated she made rounds{every day throughout the
facillty to ensure care ardiservices were provided
and had not identified ary; concems with Ucinary
catheter care.

record for Resident
dmitted the resident on
Including End Stage
Retention. The medical
dent #18 was receiving

2. Areview of the medi
#15 rovealed the faciiftyF
06/24/13, with diagnose
record also revealed Resi
hospice services.

Ateview of tha admlssfoh MDS assessment for
Resldent #15 dated 07/06(13 revealed the
resident had been assessgd to be coghitively
intact with & BIMS scoreof 13, The facility had
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assessed the resident tq require totat support
from staff for bed mobility | transfers, focometion,
dressing, personal hygigng, bathing, and toilet
use {which includes managing a catheter).

A raview of the comprehighsive plan of care for
Residant #15 revealed gnlintervention dated
07/07/13 stating staff wauid provide urinary
catheter care per facility|pbllcy.

Areview of the physiciaz orders for Resident #8
dated 07/01/13, revealeq #n order for the resident
to have an Indwelling urifrary catheter to bedside

drainage.

Obsarvaton of SRNA #2
catheter care for Residentl#15 on 07/18/13, at
11:35 AM, revealed at ¢
care SRNA #2 left tha u
unsecured aver the resi
hung the drainage bag e bed rail. The
SRNAwas then chserveld to remave her soilad
gloves, placs the gloves|irt the trash, and then
proceed to wipe perspirdtion from her face with
her hands prior to washifg/sanitizing her hands.

t's right thigh, and

h SRNA #2 on

ygaled she had attended
ter care giver by the
he had never been

An interview conducted
07/18/13, at 1:45 PM, re
in-services on urinary ca
facility, The SRNA state
told she was required to pecure the urinary
catheter tubing. The SRNA stated she was
aware she should not haye touched her face prior
to washing/sanitizing her|hands.

=y

An interview conducted Jith RN #1 on 07/18/13,
gt 1:55 PM, revealed shg was the Unit Manager
for the A and B Wings of e facility. The RN

stated SRNA #2 should Have used a leg strap or
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tape to secure Resident
tubing after she had co:
cathetor care. The RN $tated SRNA #2 should
have washed/sanitized her hands pricr to wiping
perspiration from her fage. RN #1 stated she .
E ery two hours and had

5 with handwashing or
with urinary catheters bging left unsecurad.

¥15's urinary catheter
pleted the resident's

have secured the residef's catheter tubing to the
resldent with tape or a Idg| strap, and should not
have touched her face prior to washing/sanitizing
her hands after providing Urinary catheter care.

3. Araview of the medigal record for Resident
#17 revealed the facimirmitted the residsnt on
08/20/12, with diagnoses including Urinary
Retention, Aphasia, and|Oementia,

A review of the most recpnt Minimum Data Set
(MDS} quarterly assessmant for Resident £17 -
dated 06/17/13, revealeq the resident was
assessed to have impaliigq cognition and unable
to complete a Brief Interyiew for Mental Status
(BIMS), The facility had|assessed the resident to

require extensive suppoit

from staff for bed

mobility, transfers, locor

managing a urinary cathet

jon, dressing, personal

hygiene, bathing, and tofet use (which includes

er).

Areview of thie physicier{s order for Resident #17

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERYICES OMB NO. 0938-0381
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dated 07/01/13 revealeq an order for the resident

to have an indwelling un
drainage, '

ary catheter to bedside

A review of the comprefjensive plan of care for
Resident #17 revealed & intervention dated
0223113 sfating staff wpyld provide urinary

catheter care.

Obsarvation on 07/18/1B. at 11:20 AM, revesled
State Registerad Nursirlg[Assistant (SRNA) #3
providing urinary catheteq care for Resident #17,
The SRNA was observgd|to pesition the catheter

tubing over Resident #

s right leg and attach

the bedisida drainage bag on the side of the bed.
Observation revealad the SRNA falled to securs
the urinary catheter tubing with tape or a leg

strap.

Observation of SRNA#Z providing urinary
catheter care for Residgnt #17 on 07/18/13, at
11:20 AM, revealed at gonpiletion of the catheter
cara SRNA#S left the {Irjnaty catheter tubing
unsecured over the resident's right thigh.

An interview conducted

ith SRNA#3 on

Q7/16/13, at 1:40 PM, revealed she had attended
in-services on urlnary chtheter care given by the
facility. The SRNA stated she had been given &
copy of the facility policy pn catheter care, but did
not remamber she was|required to secure the

urinary catheter tubing.

RNA #3 stated she was

net aware the facility hqd| leg straps to secure

urinary cathetsr tubing.

An interview conducted|
Nurse (LPHN) #1 on 07/

lth Ucensed Practical
13, at 2:15 PM,

revealed she was the Unjt Manager for the € and
D Wings of the faclity, and made rounds several

4D - SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GORRECGTION
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIGN SHOULD BE " comPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
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times daily to ensure staff provided care to
residents to meet their febds. The LPN stated
she had not monftored Jrinary catheter care
because the SRNAs had successiully completed
observation of their skill$. inciuding catheter cars,
by Registered Nurse { #2. LPN #1 stated
staff was required to plape the urinary catheter
tubing over the residents leg, ensure urina was
draining, and clip the tuljing to the resident's
bottom sheet. The LPN|slated the facility did not
use anything to sacure the urinary catheter to the
resident to prevent pullijg/trauma
An interview conducted pith RN #2 on 07/18/13,
at 2:55 PM, revealed shi had compieted
competency skills observations, including udnary
catheter care, of the SRNAs. The RN stated staff
was required 1o use a leg strap or tape to secure
the urinary catheter to plevent pulling/trauma.
RN #2 stated she had obgerved SRNA #3 on
10/0712. RN #2 statedishe had not identified
any conceins related to piinary catheter care she
had observed being periomad by SRNA #3.
An interview conducted ith the Director of
Nursing (DON} on 07/18/13, at 4:30 PM, revealed
staff was required to seqube urinary cathster
fubing with 2 leg strap of with tape. The DON
stafed she made rcundg]every day throughott the
facility to ensure care afd;services were provided
and had naot identified any! concerns with urinary
catheter care.
F 431 | 483.60(b), {d), (o) DRUG RECORDS, F 431 F 431 DRUG RECORDS,
$5=0 | LABEL/STORE DRUGS|& BIOLOGICALS LABEL/STORE DRYGS &
BIOLOGICALS
The facility must employlar obtain the services of ,
a licensed phaimacist who establishes a system }
of racords of receipt and disposition of all
- |
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contreited drugs in suffich
accurate reconciliation;
records are in order and
controfied drugs is main
reconciiod,

Drugs and biclogicals ud
labsled in accordance
professional principles, &
appropriate accassory a

applicable,

In accordance with Staty
facility must store all d

pemanently affixed com

package drug distributioft 3
quantity stored is minimal
be readily datsctod.

by:
Based on observation, in

1o ensure drugs and biol
accordance with curren

controlied drugs fisted I S
Comprehensive Drug Ajuse Prevention and
Conlrol Act of 1976 and piher drugs subject to
sbuse, except when the ffacllity uses single unit

policy review, it was deter|

gnt detail (o enable an
and determnines that drug

at an aceount of atl

ained and periodicailly

ed In the facility must be

h currently accepted

2nd Federal laws, the
% and biclogicals in

and & missing dose can

This REQUIREMENT ig rot met as evidenced

ined the facility falled
icals were Jabeled in
laccepted professional

l;rview, and facility

principles. Observation pf the "C/D" Wing
medication room refrigerator revealed a

the facility must be laheled
in accordance with
currently accepted professional
principles, and include the
appropriate accessory and
cautionary instructions, and the
expiration date when applicable.

Criteria 1:

The multi-dose vial of insulin
in the C/D med room has been
replaced on 7/18/13.

Criteria 2:  Insulin vials

have been inspected on 7/18/13 by
Administrative Nursing/Pharmacy
Consultant to determine that they are
correctly dated when opened.

Criteria 3: Medication
Administration staff has received
inservice education by

the DON and Pharmacy Nurse
Consultant to include but not be
limited to: dating of multi-use meds
upon opening as provided on 8/7/13.

Criteria 4; The pharmacy consultant
will inspect multi-use medications to
determine that they have been
correctly dated upon opening; with
monthly consulting visits,

The CQI indicator for the
monitoring of medication storage in
compliance with the regulations will
be utilized monthly X 2 months, and

then querterly thereafter, under the .

FORM CMS-2567(02-98) Pravious V_'eraiuns Obsol=te

95/1T 3Fewd
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IDENTIFICATION NUMBER:

185286

X2 MULTIPLE CONSTRUGTION
A BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

Q7/168/2013

NAME OF PROVIDER OR SUPPLIER

FAIR OAKS HEALTH SYSTEMS, LLC

1 $PARKS AVENUE
JAMESTOWN, KY 42629

$TREET ADDRESS, CITY, STATE, ZIP GODE

o4 1D
PREFiX
TAG

SUMMARY STATEM

NT OF DEFICIENCIES -

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LECHIDENTIFYING INFORMATION)

D " PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHCULD BE

PREFIX

o5
COMPLETION

TAG CROSS-REFERENCED TO THE APPRGPRIATE DATE

DERCIENCY)

F 431

‘pharmacy are kept in a bd

Continued From page 9

multi-dose vial of Novoli
Resident A, which was if:
and contained no date
besn opened.

The findings include:

bl

A review of the facility p
Ampules of Injectable
revealed vials and amptjl

label on the outside. Th
multi-dose vial of med;
date the vial was opaene
first person 1o use the vi
label or on an secessony

insulin [abeled for
ned, available for use,
0 when the vial had

y titled, "Vials and
ications," undated,

s sent from the

x or container with the
polley also stated a
on would contain the
and the initials of the

Jrecorded on the vial

fiixed for that purpose.

Observation of the "C/D| \
refrigerator on Q7/18/13,
multi-dose vial of Novofi
Residenit A, which was %
and contained no date &
boen opened.

An interview conducted
Nurse (LPN) #1 on 07/1%/
revesled staff was requide
vials of medication wher £
The LPN stated she wag
"C/D" Wing and wag resr
medications three times|a
Wednesdays, and Frida
wem labeled and dated v
stated she was not awa

Novolin R insulin had bet

An interview conducted
Nursing {DON) on 07/181
staff was required fo labgl

fVing medication room
t 4:00 PM, revealed a
insulin Jabeled for
red, available for use,
when the vial had

th Licensed Practical
3, at 4:05 PM,
to date alt multi-dose
& vials wara opaned.

week (Mondays,

) to ensure medications
on opened. The LPN

when the vial of

opened.

tH the Director of
3, at 4:30 PM, revealed
date, and initial all

F 431

Criteria 5:

supervision of the DON,
** See Attachment 2

August 20, 2013

3/20/13

FORM CMS-2587(02-38) Pravicus Vesmlons Obsoletd
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STATEMENT OF DEFICIENGIES ()| PROVIDER/SUPPLIER/CLIA ! 42 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER: A BUILDING COMPLETED
185286 B. WING : 0711812013
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
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4 ID SUMMARY STATEMENT OF DEFICIENGIES 9] PROVIDER'S PLAN OF GQRRECTION o)
PREFX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SMOULD BE COMPLETION
TAG REGULATORY DR LS IDENTIFYING INFORMATION) YAG CROSS-REFERENGED TO THE APPROPRIATE aaTE
DEFICIENGY)
F 431 | Continued From page 1p F 431
mufi-dose vials of meditation when the vial was
opened. The DON statgd the Unit Managers
wels required to monitof the medications three -
times & week to ensure ptaff was labeling, dating,
and initialing medicatiorzs when they were
openad. The DON statgd she had not identifiod
any concerns with medigations not being labaled,
dated, and initialed whe the vials were openad. .
F 441 | 483.65 INFECTION CONTROL, PREVENT F441| F 441
85=D | SPREAD, LINENS Infection Control

1 Infection Control Progr

1 should be applied to an

The facility must establi

safe, sanitary and comf
to help prevent the devi
of disease and infection

{a) infection Control Pro|
The facility must astabli
Prograrn under which it
(1) investigates, controfs
if the facifity;

{2) Decides what proceg

(3) Mainfains a record o
actions mlated to infecti

(b} Preventing Spread o

and maintaln an
designed to provide &
le envirpnment and
pment and fransmission

m

an Infaction Control
nd prevents infections
ures, such as isolation,

ndividual resident; and _
incidants and comrective

o

F Infection

(1) When the Infection
determines that & reside

ontrol Program
nt needs isolation to

prevent the spread of infection, the facliity must

isolate the resident.

{2) The facility must pro

ibit employaes with a

communicable disease ¢rinfected gkin Jesions
from direct contact with felsidents or their food, if

direct contact will frans

{3) The facility must reqi

hands after each direct

it the disease.
e staff to wash their
sident contact for which

The facility must establish and
majintain an infection control’
program designed to provide a safe,
sanitary, and comfortable
environment and to help prevent the
development and transmission of
disease and infection.

Criteria 1: Resident # 15 is provided
catheter care in accordance with
infection control standards of practice,
which includes changing of gloves.and
washing of hands between glove
changes, as determined by care
observations performed by the
DON/Admimistrative Nurses on

8/5/13.

Criteria 2: Residents are provided
catheter care in accordance with
infection control standards of practice,
which includes changing of gloves and
washing of hands berween glove
changes, as determined by care
observations performed by the
DON/Administrative Nurses on

FORM CMS$2887{02-88} Provicus Versiong Obsolel

35/€1

o4

SN 1INOH4 SMe0HIVA

b Event ID: J37011
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185285 B. WING 071812013
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) 1D SUMMARY STATHMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF GORRECTION o
PREFIX (EACH DEFICIENCY M%‘r BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OF LEQ IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 441 F441! 8/5/13, 8/6/13, 8/7/13, 8/11/13,

Continued From page 1£
q

hand washing is indicat
professional practice.

{c) Linens

Personnel must handle,
transport linens s as (d
infaction. -

This REQUIREMENT i
by: '

Based on observation,
and facilify policy review
facility failed to maintair

by accepted

store, process and
provent the spread of

not met as evidencad

nterviow, record review,
, It was determined the
an effective Infection

Control Program designitl to provide a safe and

sanitary environment to
and transmission of dis¢

event the development
se and infection for one

of twenty-three samplea
#15). Observation of ui
Resident #15 on 0718/

sidents (Resident
ry catheter care for-
, revealed facility staff

failed to perform appropriate handwashing

tachniques after perforn
and before wiping persy
member's faca.

The findings include;

ing urinary cathster care
iratlon from the staff

A review of the facility pplicy titled, "Care of
indwelling Catheter," urdated, revealed the
facility would provide cafe fo residents with
indwelling cathetors whilgl maintaining proper
infection control practicgs; The policy also stated
staff was required to reigve their gloves and

wash/sanltize their han
catheter cara.

siafter providing urinary

A review of Resident #1p's medical record

revealed the facility adn

Ified the resident ot

" Criferia 3: Facility State Registered
Nursing Assistants (SRNA) have
received inservice education on the
provision of catheter care in
accordance with infection control
standards of practice which included
but was not limited to: changing of
gloves and washing of hands between
glove changes, as provided by the
DON and Direetor of Clinical Sérvices
on 8/1/13.

. State Registered Nursing
Assistant #2 (SRNA #2) has received.
inservice education on the provision of
catheter carc in accordance with
Infection control standards of practice
which included but was not limited to
changing of gloves and washing of
hands between glove changes, as
provided by the DON and Director of
Clinical Services on 8/1/13 and 8/6/13.

Criteria 4; Catheter cars obgervations
were performed for facility SRNA's
| by the DON/Administrative Nurses to
determine that they are providing this
In accordance with infection contrel
standards of practice.

The CQJ indicator for the
monitoring of compliance with
infection control standards during
catheter care will be wtilized monthly
X 2 months and then quarterly
thereafter under the supervision ofthe
DON. :

B/13/13, 8/14/13, 8/15/13, and 8/19/13.

FORM CMS-2567({02-89) Previcus Versions Obzolet
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.| employed by the facility |

record revealed Residet

hospice gervices, The
revealed a physician's
the resident to have an
cathefer.

A review of the mostra
{MDS) assessment for

15 was receiving
dical record also
er dated 07/01/13 for
welling urinary

t Minimum Data Set
sident#15 dated

07106/13 rovealed the rdsident had been

assessad to require to

support from staff for

bed mobility, transfers, |

bgomotion, dressing,

personal hygione, bathhl , and toilet use (which
h

included managing a cal

Observafion of State Re:

ter),

histered Nurse Aide
(SRNA) #2 on 07/18/13 [ gt 11:35 AM, revealed
the SRNA provided uringry catteter care for
Resident #15 and after SRNA completed the

catheter care she was opserved to remove her
soiled gloves, placed the gloves in the trash, and

then proceed to wipe p
with her hands prior to
hands,

piration from her face
hing/sanitizing her

An infsrview conducted with SRNA #£2 on

07/18/13, at 1:45 PM,

aled she had attended

geveral in-services on hfindwashing since bsing

was aware she should rf
prior to washing/sanitizl

An interview conducted

{RN)#1 on 07A18/13, at
was the Unit Manager f
The RN stated SRNA #

washed/sanitizaed her hd

compieted the cathetsr

e SRNA ststed she
o1 have touched her face
g her hands,

vith Registered Nurse -
1,55 PM, revealed she
rthe A and B Wings,
should have

nds after she had

dre and prior to wiping

CENTERS FOR MERICARE & MEICAID SERVICES : OMB NO. 0938-03891
STATEMENT OF DEFICIENGIES X]) | FROVIDER/SUPPLIER/CLIA £X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
| AND PLAN OF CORRECTION DBENTIFICATION NUMBER: A'EUILDM c COMPLETED
‘ 186286 B. WING 4 07/18/2013
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
FAIR OAKS HEALTH SYSTEMS, LLC | SPARKS AVENUE
‘ ’ JAMESTOWN, KY 42629
&4 1D SUMMARY STATEMENT OF DEFIGIENGIES o) PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF(X {EACH CORRECTIVE ACTION SHOULD 6& CUMPLETION
TAG RESULATORY OR LEGHIRENTIFYING INFORMATION} TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
) DEFIGIENCY)
F 441 | Continued From page 1p F 441| *%See Attachments 3A and 3B
06/24/13, with diagnoseh jncluding End Stage i _
Liver Cancer and Urinary Retention. The medical Criteria 5: August 20, 2013 8/20/13
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o 1D SUMMARY STATHMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5) |
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F 441 | Continued From page 1 F 441

perspiration from her fa
makes rounds every tw

. RN #1 stated she
ours in the faciiity to

observe staff providing fesident care, including

handwashing, and had

concems with handwashi

An interview conducted
at 2:65 PM, revealed s
performing urinary cath
had not identified any of
handwashing.

An interview conducted

Nursing {DON) on 07/14/1

ith RN #2 on 07/18/13,
had observed SRNA #2
r care on 10/23/12 and
cerns related to

th the Director of
3, at 4:30 PM, roveaaied

SRNA #2 should not hayd touched her face prior

to washing/sanitizing h
urinary catheter caro,
makes rounds througha
and had not identified a
handwashirg.

hands after praviding
& DON stated she
tithe faciity svery day
¥ concems with
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185286 8. VING 07/17/2013
NAME CF PROVIDER OR SUFPLIER REE [ ARORESS 2 STATERTIF COD )
: Shutrspinids) ment Branch
FAIR OAKS HEALTH $YSTEMS, L h—
JAMESTOWN, KY 42629
X4} 1D BUMMARY STATEMENT OF DEFICIENCIES 1D PROWVIDERS PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX ' " {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOQ THEAPPROPRIATE DATE
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K 000 | INITIAL COMMENTS

N CFR: 42 CFR 483.7Q(3)
BUILDING: 01

PLAN APPROVAL: 1949

SURVEY UNDER: 200D Existing
FACILITY TYPE: SNI/NF

TYPE OF STRUCTURE: One story, Type
111{000)

SMOKE COMPARTMENTS: Seven

FIRE ALARM: Complete automatic fire alamn
system ’

SPRINKLER SYSTEN.:| Complete automatic
{dry) sprinkler system

GENERATOR: Type || diesel gencrator

A life safety cede su
concluded on 07/17/1
demonstrate noncomypl

¥y was initiated and

| The findings that follow
ance with Title 42, Code

| 483.70 (a) ot seq (Life
facility was found not to be
ze with the Requirements
dicare and Medicaid,

for Participation for M

Deficiencies were citad!with the highest
deficiency Identified at [E" laval.

K025 | NFPA 101 LIFE SAFHTY CODE STANDARD
55=0
Smoke partiers are
least a one halif hour

o 3

structed to provide at
re2 resistanca rafing in

4

K000| Disclaimer: Preparatioa and
execution of this plan of correction
does not constitute admission or
agreemeont by the provider of the
truth of facts alleged or
conclusions set, forth in the
statement of deficiency. This plan
of correction Is prepared and
executed solely because it is
required by federal and state law.

K025 K025 The facility must ensure to
maintain the ﬁre!s:goke barrier
wall assemblies in the attic area.

LASORATORY DIRECTOR'S OR PROVIDER/ un:;nﬁ}spnesem E'S 5i RE

TME Ny {x8) oaTE
ner /%;ﬂwwéiér 5’/7_/53-

Any daficiency statement ending with ¢ atarisk (') deneles a déficiancy which the Institution may be excused frém wmedinfpm‘;idlng It Is detarmined that

other safaguards provide sufficient pro 1o the patients. (Poe instructions.) Excapt for nursing homes, the findings stated above are disclosable 80 days
following the date of survay whather or notja pkan of correctionfis provided. For nursing homes, the abave Tindings and plans of correction are disclosable 14

days following the date theze decuments afe|made svailable fo the facility, (f deficiencies are ciled, an approved plen of comectian is requisite to continued

program particlpatian.
FORM CMS-2567(02-99) Previous Varsions ObTTﬂ EventID: J37024 Facility I0; 100468 If continuation sheet Paga 1of 5 l
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STATEMENT OF DEFICIENCIES (1] PROVIOER/SUPFLIERV/CLIA (X2} MULTIPLE CONSTRUCTION 11%7) DATE SURVEY
ANQ PLAN OF CORRECTION TDENTIFICATION MUMBER; A BUILDING 01 - MAIN BUILDING 04 COMPLETED
195288 B. VNG : : 07172013
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY. MUST BE PRECEDED 8Y FULL PREFIX, {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DarE
> : DEFICIENCY)
K 028 | Confinued From page i K925 Criteria1: The gaps around the

accordance with §,3.
terminzate at anp atium

Smoke barrfers may
walt. Windows are

protected by fire-rated

separate compartmen
floor. Dampers are no
panetrations of smoked
healing, ventilating, alJ

panels and steel framgs

18.3.7.3,18.3.7.5, 194,

glazing of by wired glass
A minimum of two
zlare provided on 2ach
requirad in duet

arders n fully ducted

air conditioning systems.
.3,19.1.6.4

Based on observal
asgemblies in the atti
cornpartments, staff,

residents. The facility
beds with a census o
sUrvey.

The findings include:

Buring the Life Safety

failed to maintain the fi

This STANDARD is ot met as evidenced by:

Jand inferview, the facility
afsmoke barmier wall
rea. This deficient

praciice affected threg pf seven smoke

nid approxmmately twenty
has the capagity for 114
114 on the day of the

Code survey-on 9771713,

at 9:13 AM, with the Pirectar of Maintenance
(DOM), observation (pyealed gape around piping
in e block firefsmole |bamier wail in the attic

area of the center cofr

from spreading to oth

| 0737713, at 9113 AM

maintained.

idor. Penetrations of

firefsmoke barrier wals must be sealed with an”
approved material tojhplp prevent fire/smoke

r areas Of the buildingin a

e
fire situation. An intdryiew with the DOM an

revéaled the DOM was

aware fire/smoke bajrier walls should be

The DOM stated he fas unaware this wali had

- piping in the block fire/smoke
 barrier wall in the artic area of the
" center cornidor have been repaired
: with approved material by the

Maintenance Supervisor on 7/30/13.
The gaps across the ductwork

- and gap around penetrating electrical
> conduit in the B Wing attic area
" have been repaired with approved

material by the Maintenance
Supervisor on 7/30/13,

Criteria 2: All atiic smoke walls
have been inspected by the
Maintenance Supervisor and no
further areas have been identified by
8/6/13.

Criteria 3:  The Maintenance
Supervisor has received ingervice
from Administrator and Director of
Clinical Services on the 8/5/13 on
the need to inspect and maintain the
attic smoke walls to assure there are
0o gaps oI penctrations in the aftic
smoke walls,

Criteria 4:  The CQI indicator
(ES-3) which includes the
monitoring of attic smoke walls to
assure there are no unsealed
penetrations or gaps shall be
completed by the Maintenance
Supervisor monthly X 2, and then
quarterly thereafter under the
supervision of the Administrator.
** See Attachment 4
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T7G REGULATORY OR L IDENTIFYING INFORMATION) 6 CROSS-REFERENCED TO THE AFPROPRIATE DATE
VEFICIENGY)
K025 | Continued From page K025 Criteria 5: August 20, 2013 8/20/13

not been mairtzined.

During the survey the flefsmoke barier wall in

the B Wing aitic area Was observed to have a gap
across the ductwork and a gap around
penetrating eloctrical ¢ondult. The facility was

cited for the same deficient practice on 04/24/12.

The findings were revggled to the Administrator
upon exit.

Reference: NFPA 101 (2000 Edition).

8.3.2" Continuity.
Smoke barrfers requirkd by thls Code shail be
continuous from an oytside wall to an outside
wall, from a floor to a Bdor, or from a smoke
barrier 1o & smake bafier or 2 combination
thereof. Such barrie }helt be continuous

through ali concealed spaces, such as those
found above a ceiling |including interstitial
spaces.

8.361
Pipes, conduits, bus ducts, cables, wires, air
ducts, pieumatio tubsgsiand ducts, and similar
building service equipment that pass through
floors and smoke barrjars shall be protected as

the penetrating itam and

the smake barrier sha)l meet ane of the following

condifions:;

a. I shall be filed
of rmiaintaining the sm
barrier.
b. It shall be protec

a material that is capabla
e resistance of the smoke

by an approved davice
ecific purpose,
ing item uses a sleeve to
penetrate the smoke bemier, the sleeve shall b

FORM CMS-2567{02-99) Previous Yersiona 0bs*lele

86 /61
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STATEMENT OF DEFiClEP_iCIES l()ﬂ) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
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) 185286 5. WING 071712013
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P4y D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION ®5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LG IDENTIFYING INEGRMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE BATE
. : DEFICIENGY)
K025 | Comtinued From page|3 K025
solilly set in the smoks|barrier, and the space
between the item andithe slseve shall mest one
of the following conditions:
8. It shall be filled with a matarial that is capable
of maintaining the smpke resistance of the smoke
barder,
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052 K052 The Eacility must ensure
88=E ' '

installed, tested, and
with NFPA 70 Nation
72. The system has gh

requirements of NFPA

failed to ensure the fi
maintained according|t
deficient practice a

survey,

The findings include:

gintained in accordance
Clectrical Code and NFPA
approved maintenance

A fire alarm system-rT ired for life safety is
|

and testing program domplying with appiicabla
q

(0Dand 72, 96614

This STANDARD 1s rjot met as evidenced by
Based on observatiof fnd interview the facility

alarm system was being
NFPA standards, This
2d two of seven smoke

compartments, staff, prd approximately forty
residents. The facility has the capacity for 114
beds with a census of 114 on the day of the

_ Criterial:

the fire alarm system was being

maintained according to NFPA.
standards.

The facility
contracted vendor for our fire alatm
gystem has comrected the exit door
magnetic lock system noted during
the survey for the E and B wing
door magnetic locks on 7/18/13.
The system will no longer re-
engage until the system is reset and
not engage under the silent mode.

Criteria 2:  The facility
contracted vendor for our fire
alanm system along with our
Mzintenance Supervisor has
checked all the exit doors to
assure all exit doors will not
re-engage when the fire alarm
panel is under silent mode on
1/18/13.

Criteria 3: The Maintenance
Supervisor received in-service
education on 8/5/13 from the
Administrator and Director of
Clinical Services to assurs he

FQRM CME-2587(02-88) Pravious Versions Obshldte

95/82 3FOYd
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Event ID;Ja7021

" Faciity ID; 100466
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T SUMMARY STATEMENT OF DEFICIENGIES 5] FROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCT MUST SE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CQMPLETION
TAG REGULATORY OR YSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DaTE
DEFICIENCY)
K 062 | Continued From pags K052] understands the requirements
During the Life Safety Code tour conducted on under this standard.
‘07/17/13 at 9:50 AM With the Director of
Maintenance (DOM), st of the fire alarm . Criteriza 4: The
system revealed the I and B Wing exterior exit Maintenance Supervisor shall
door magnetic locks Wauld reengage end not complete the CQI indicator
reloase while the fire plarm system was silenced (ES-3) on 2 moathly basis X 2,
and the fire alarm parje) was stifl showing fire ' then quartetly thereafier to
conditions. The locks should not reengage untit assure compliance with this
the gre alarmn systarm |5/ reset and showing normal standard, under the supervision
conditions. _ of the Administrator, '
. ! :
An intervisw with the DOM on 07/17/13 at 10:00 See Attachment 4
AM revesled he was fqt aware the exit door . o
magratiolocks tver Af o ing corecty, Criteria 5:  August 20,2013 8/2013
| The findings were revialed o the Administrator
upon exit.
Reference: NFPA72/(1999 Edition).
3-96.3
All door hold-open relpase and integral door
release and clogure dErioes used for release
servica shall be monifofed for integrity in
accordance with 3-9.2.
FORM CMS-2567(C2-09) Prevlous Versions Obsbigte EvenliD; J37021 Faclity ID: 100468
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