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Based upon implementation of the acceptable
PQOC, the facility was deemed {o be in
compliance, 09/10/13, as alleged.

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

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 157 | Continued From pege 1 F 15Aeﬁected by the clinical documentation. The

the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on Interview, record review, facility's
Investigation review, and raviaw of the facility's
policy and procedure, it was deteymined the
facility failed to ensure timely notification of the
physiclan for one (1) of sixteen (16) sampled
residents (Resident #7), after experiencing a
significant change in conditicn. Resident #7
complained of pain to his/her right pinkie loe on
08/13/13, at approximately 8:00 PM, after his/her
foot was caught between the lift and wheelchair
during a transfer with one person assist and the
physiclan was not notified until 08/14/13 at 10:20
AM.

The findings include:

Review of the facility's policy titled “Nofification Of
Physician For Change In Resident's Condition”,
dated 08/12, revealed,” it is the poficy to notify the
physiclan when a significant change in a
resident's condition occurs with documentation
contained in the medical record.”

Record review revealed {he facility admitted
Resident #7 on 12/03/11 with diagnoses which
Included Chronic Alrway Obstruction, Stage IV
Chronic Kidney Disease, Diabetes Type i,
Coronary Arlery Disease, Hearl Failure,
Hyperlension, Resplratory Fallure, and Chronic
Pain.

Review of the faciiity's investigation, dated
08/14/13, revealed on 08/13/13 at approximately

Jespons‘ib!e party was also notified on
/14/2013, Residents care plan and care
guide were updated on 8/14/2013 by the
registered nurse MDS coordinator.

residents having the patentlal to be
ffected by the same deficlent practice;

Il current in house residents who are
ransferred with a lift device were re-
ssegsad by the licensed nurse staff for any
hange in condition through interviews or
kin audits, starting on 08/14/2013 and
completing on 08/27/13 to include the
Irector of Nursing and Assistant Director of
ursing. No other residents were

dentifled.

ddress what measures will be put into
lace or systemic changes made to ensure
hat the deficient practice will not recur;

A checklist packet for conducting an
hssessment after an event is kept at the
wurses’ station in the binder titled
Assessment & observation of a nursing
home resldent “binder” All licensed nursing
Ltaff were re-educated on the policy and
brocedure and their responsibility to notify
\he physicians and responstble party of any
Lnusual event, even if no noticeable injury

Address how the facllity will identify other
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8:00 PM, one State Registered Nurse Aide
{SRNA) was transferring Resident #7 with a
"Hoyer" {mechanlical lift) lift and caught the
resident’s right foot between the iift and the
wheelchair. The resldent complained of pain
after the {ransfer and the Licensed Practical
Nurse {LPN) administered pain medication but
failed to call the physician related to the incident.

Interview with LPN #1, on 08/14/13 at 4:55 PM,
revealed she assessed the Resident #7 alter
SRNA#8 reported to her the resident's footfleg
was hurling because it got hit on the lift during a
transfer. The LPN stated when she assessed the
resident there were no obvious signs of injury but
the resident was complaining of pain. The LPN
stated she did not notify the physiclan of the
incident because there was no evidence of injury.

Further review of the facifity's invastigation
revealed on 08/14/13, a day shift SRNA (#1}
reported lo the day shift LFN #2 that while getting
Resident #7 up the resident complained of painin
the right fifth toe. LPN #2 assessed the resident
and noted bruising to the right fifth toce. The
reslkdent voiced some discomfort and explained
his/her foe had been bumped during a transfer to
the bed the previous night. LPN #2 notified the
Assistant Director of Nursing (ADON) of the
above incident at 9:40 AM and contacted the
physician. LPN #2 oblained a physiclan's order
on 08/44/13 at 10:10 AM for an x-ray of the right
pinkie toe refated to pain and brulsing. X-ray
results received on 08/14/13 revealed a
nondisplaced fracture of the fifth proximat
phalanx involving the articular surface of the MTP
joint.

An intervlaw with the Advanced Registered Nurse

staff on duty and continuing unti

follow up nursing quiz was glven
licensed nursing staff to verify
understanding of tralning.

of Nursing and Administrator wil
dally the resident progress notes

incidents and accidents are docu
changes in condition which will t
responsible party. The Qf nurse,
audit progress notes and inciden

Nursing, Assistant Director of Nu
Administrator,

progress note, The Education was
conducted by the Staff Development
Coordinator starting on 08/14/2013 with

licensed nurses have been re-educated with
a goal completion date of 09/06/2013. A

The Director of Nursing, Aassistant Director

Resident # 7, using the Qi Tool for
monitoring Acute Changes/incidents to
ensure restdent changes in condition,
and identify any unreported resident
reported to the resident physician and

and Admisstons Coordinator Nurse will

accidents in the absence of Director of

Licensed nurse caring for resident when
ncident occurred was given a final written
warning by the Director of Nursing for
resident # 7 as well as re-education on 08-

| all

to all

| review
, to include

mented
hen be
MDS Nurse
t and

rsing or

"
oordinaton
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in regards to the policy and procedure and
their responibility to notify the physiclans
and responsbfe party of any unusual event,
even if no noticeable injury has occurred
and to document it in the progress note.

Indicate how the facllity plans to monitor it
performance to ensure that solutions are

sustained

Q! Nurse will do a daily audit Monday-
Friday for timely notificiation, using the
audit tool for timely nottficatlon of MD, to
physiciap and responible party x 4 weeks
and then monthly x 2. On Saturday and
Sunday the Administrative Nurse on calf will
audit. Any concerns found on the audit will
require immediate education to the nurse
and will be brought before the Friday
morning department meeting for the Q!
Team to review and implement plan of
action if needed.

The Executive Q) Committee with the
Medical director will review quarterly
compiled Qi report information review
trends, and review corrective actions taken
and the dates of completion. The Executive
Qi committee will validate the facility’s
progress in correction of deficient practices
or identify concerns, The Administrator will
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F 157 | Continued From page 3 F 157lJ e responslible for ensuring Committee
Practitioner {ARNP), on 08/16/13 at 11:05 AM, doncerns are addressed through further
tevealed she ordered the x-ray and it revealad a training or other interventions. The
non-displaced fracture. She stated the rgswenl Administrator or DON will report back to
was already on a pain management routine and duled
she was not going to order anything else. :‘l:e Qi Committee at the next schedule
eeting,
An Interview with the Administrator, on 08/16/13
at 1:30 PM, revealed the charge nurse on duty on
08/13/13 shouid have contacted the physician.
F 253 | 403,15(h)(2) HOUSEKEEPING & F 253
55=D | MAINTENANCE SERVICES
The facility must provide housekeeping and
maintenance services necessary fo maintain a
sanitary, orderly, and comfortable interior, e 00/10/2013

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and facility policy/procedure review it was
determined the facliity failed to ensure
housekeeplng and maintenance Services were
provided to maintain e sanitary and comfortable
envirenment related to wheelchairs, pads and
assistive posiiloning devices for one (1) resident
(#0), in the selected sample of sixteen {16}
residents, and one unsampled resident (#17).
Observations revealed the resldents’ equipment
(gerichair, five plece foam positloning device,
pommel cushion, end dycem pad) to have a very
strong odor of urine and there was dried resldue
of undetermined matter on the seat of the
gerichalr.

The findings include;

View of the facllity's policy, dated 08/2005, and

Address what corrective action wifl be
ccomplished for those residents found to
flave been affected by the deficient
practice;

The Housekeeping supervisor immed]ately
Femoved resldent on 08/15/2103 #8 and
Fesident #17 wheel chalr pads and replaced

them.

Address how the facility wili Identify other
residents having the potential to be
affected by the same deficlent practice;

The Housekeeping Supervisor and
Malntenance Supervisor compteted a 100%
coom to room audlt, starting on 08/21/13
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F 253 | Continued From page 4 F 253 and finishing on 08/23/13, checking all
titted, Cleaning end Maintenance of Equipment wheelchair pads and any other resident
Policy, revealed; "Equipment in this facility will be items that needed replaced or cleaned.
cleaned and disinfected according to
manufacturer's recommendations. Resident care Items Identified were cleaned or replaced.
equipment will be cleaned and disinfeclad
between resldent uses. Equipment will be Address what measures will be put into
cleanad of surface material by using soap and place or systemic changes made to ensure
water and then decontaminated with an EPA that the deflclent practice will not recur;
approved disinfectant. After cleaning and
disinfacting, equipment will be retumed to storage On 08/19/13 the Housekeeping staff were
areas for reuse.
in-serviced by the Staff Development
1. Record review revealed the facliity admitted Coardinator on checking wheelchair
Resident #17 on 03/01/12 with diagnoses which cushions for odors wear and discard If
Included Altered Mentat Stafus, Malignant
Neoplasm of Frontal Lobe of Brain, Scoliosis, unable to get odor out or if worn.
Thoracic Spondylosis, Obstruciive i .
Hydrocephalus, Alzheimer's Disease, On 08/26/13 the Administrator in-serviced
Nonpsychotic Mental Disorder Following Brain the Maintenance Director and Maintenance
Damage and Abnormal Posture. According to the Assistant on auditing geri-chairs,
quarterly Minimum Data Set {(MDS} assessment, .
dated 07/04/13, the facility assessed Resident wheelchairs, ecnochairs etc monthly f.or
#17 with severe cognitive impalrment and needed repalrs and to replace immediately
required extensive assistance with all activities of or take out of service until repairs can be
daily living Including positioning whife in bed end done
when up in a garichair. The resident's plan of '
care specified he/she was to have side and torso . .
supporl when up In a gerichalr as well asa The Housekeeping Superv[sor and the
pomme! cushion and dycem pad. Maintenance Supervisor wilt complete
weekly room audits, to include resident #8
Observation, on 0B/15/13 at 9:0(? AM, revealed and 1117, utllizing the wheelchalr/cushion
Resident #17 was in a gerichalr in the halt area | to Identif d
just outside hisfher room. The resident was weekly audit tool to Identify any odors,
non-verbal end was drassed and groomed,; wheel chair repairs or torn items. The audits
however, there was en overwhelming odor of will be completed weekly for four weeks
urine. The Administrator verified the urine odor
and Instructed staff lo change the resident's then monthly for three months and
clothing. Resident #17 was moved lo hisfher quarterly after that,
room and transferred per e mechanicat kift to the _
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F 253 | Continued From page 5

bed. The resident's clothing was clean and dry.
However, the gerichair, a five (5) pleca foam
positioning device, pommel cushlon and Dycem
pad were alf noted to have a very strong urine
odor and dried residue of undetermined matter
was observad on the seat of the gerichair,

Intarview with Stale Registered Nurse Alde
(SRNA) #12, on 08/15/13 at 8:50 AM, revealed
she had assisted Resident #17 up In the morning
about 6:30 AM and provided a shower and clean
clothes to the resident. SRNA #12 stated the
resident had a urine odor when she got him/her
up in the morning {08/15/13) as hefshe was "a
heavy welter”. The SRNA stated she did not
notice any odor of urine when the resident was
placed back into the gerichalr with the positioning
devices but it was hard to tell in the shower room
where thera are dirly linen bags that have urine
odor at imes. SRNA #12 additionally stated she
had noticed other times in the morning when
there was a wine odor. The SRNA stated
resident aquipment that has an odor should be
washed with a cleaning solution and If needed
sent to housekeeping for cleaning.

2. Record review revealad Resldent #8 was
admitted to the facility on 10/02/07 with diagnoses
which Included Abnormal posture, Vascular
Dementia with Delusions, Presenile Dementia
with Delusional Feature and Alzhelmer's Disease.
Review of the Quarlerly MD'S assessment, dated
07/05/13, revealed the facllity assessed the
resident as maderately cognitively Impaired and
required extensive assistance with activities of
daily living. The resldan! wes mobils per
wheeichalr and utilized a pommael cushion to the
whaalchair for positioning.

F 253 | Indicate how the facility plans to monitor

t performance to ensure that solutions are
ustained

The resuits of the Housekeeping and
aintenance Supervisors audits will be
rought to the Friday department head
eeting for revlew of compliance and to be
eviewed by QI team at this time for any
needed further action plan, These audits
Hl be forwarded to the Executive Ql
}{Zo,mmittee for review quarterly for follow-
up as deermed appropriate and to
determine the frequency and for need for
continued Q) monitoring as necessary.
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Observation, on 08/15/13 at 1:45 PM, revealed
Resident #8 was In bed sleeping. An
overwheiming odor of urine was noted from the
resident's wheelchalr and pommel cushion which
was locatad next to the resident's bad. Licensed
Practical Nurse (LPN} #4 verified the urine odor
at the time of the observation and removed the
chair from the resident's room.

An interview with LPN #4, at the time of the
observation, revealed the SRNA that had assisted
the resident to bed would have been responsible
to ensuye the wheelchair and pommel cushion
were cleaned to remove the urine odor,

An interview with SRNA #10, on 08/16/13 at 1:566
PM, revealed she had no ldea when Resident
#8's chalr and pommel cushion had ast been
cleaned and stated "l obviously should have
notified housekeeping and taken the cushion to
he cleaned',

Interview with SRNA #11, conducted on 0BM5/13
at 2:10 PM, revealed she had wiped urine off of
Resident #8's chair when she assisted SRNA #10
to put Resident #8 to bed after lunch but failed to
take the pommet cushion to housekeeping to be
cleaned and she should have taken the cushion,

interview, conducted on 08/16/13 at 9;25 AM,
with the Assistant Director of Nursing (ADON)
revealed both Resident #8 and #17's cushions
should have been cleaned or even repiaced. She
said it was a dignity issue for the residents and
the chairs and positioning devicas (cushions,
foam positioners} "should not have have been
that way",

Interview with the Administrator, on 08/16/13 at
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9:45 AM, revealed there was a schedule to clean
resident equipment such as chairs and F282
pgs_illoning devi?es at night and‘fert they were just Address what corrective action will be
wiping the cushions off and putting them back in fished for th 1dents found to
the resident's chairs instead of cleaning them ccomplished for those residents foun
properly. She stated those cushions should have have been affected by the deficient
been discarded, practice;
F 282 | 483.20(k)}{3){I!} SERVICES BY QUALIFIED F 282

55=D | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons In
accordance with each resident's written ptan of
care,

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, record review
and faclilty policy review it was determined the
facility falled to ensure care was provided In
accordance with each resident's written plan of
care for bwo (2) residents (#7 and #8}, in the
selected sample of sixteen (16} residents.
Resident #7 was transferred by mechanical [Ift
with one (1) staff assist instead of two (2) staff
assist as per the plan of care and the resident
sustained e fractured right toe. Resident #8 who
had a history of falls, was observed on two (2}
occaslons without the safety alarm as per the
plan of care,

The findings include;

Review of the facility's policy titled "Resident Care
Plan", dated 08/2012, revealed, it is the policy of
the facilily to provide an interdisciplinary written
care plan based on the physiclan's orders and the

facility.

The physician for resident #7 was notifled
by the Day Shift LPN and new orders
raceived and implemented on 8/14/2013 by
the day shift LPN as refiected by the clinical
documentation, The responsible party was
also notified on 8/14/2013. Reslidents care
plah and care guide were updated on
R/14/2013 by the MDS Nurse.

SRNA carlng for resident #f 7 when Incident
occurred Is no longer employed by the

+

Licensed nurse caring for resident # 7 when
incident occurred was given a final written
warning and re-education on 08/14/2013,

Resldent #8 alarm was checked by the Qi
Nurse on 08/15/2013 and was found to be
working correctly. SRNA#10 caring for
resident durlng the time that was cited was
given a written warning and re-education
on 08/19/20132 related to the importance of
the alarm being on when the residentis up
in a wheelchalr or any other resident with

09/10/2013
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assessment of the resident's needs.”

1. Record review revealed the facility admitted
Resident #7 on 12/03/11 with diagnoses which
included Chronic Airway Obstruction, Stage IV
Chronic Kidnay Disease, Diabetes Type {i, Hearl
Failure, Hypertension, Respiratory Failure and
Chronlc Pain.

Reviaw of the Quarlerly Minimum Dafa Set
{MDS) assessment, dated 07/26/13, revealed the
facility assessed Resident #7 as requiring
extansive to total assist of two (2) stalf with
transfers,

Review of the Comprehensive Care Plan titled,”
Requires total assistance for Transferring from
one position to another”, initiated 07/30713,
rovealed staff should use a Viking LIft and two {2
) person assist for transfers due to the resident
having no control over his/her legs.

Interview with State Registered Nursing Assistant
(SRNA) #8, on 08/14/13 at 4:40 PM, revealed she
had put Resident #7 to bed with a "Viking"
{mechanical }ift} it and had assisted the resident
with the transfer alone. The SRNA stated the
resident was In an electric wheselchalr and histher
faat were lurned inward related to the resident's
contractures o hlsther fower extremities. The
SRNA stated as she was moving Resident #7 fo
the bed with the fift, the resident was compiaining
of pain, The residént's right fifth toe got caught
batween the chalr and the lift and the resident
began to curse and scream at SRNA #8, telling
her she didn't know what she was doing. The
SRNA stated she reported the incident to the
charge nurse. SRNA#8 swifched with another
SRNA so she wouldn't have to go back into the

D8/28/2013,

Address how the facility will Identify other
residents having the potentlal to be
‘affected by the same deficient practice;

All resident alarms were audited by the Ql
Nurse on 08/14/2103 and no other alarms
were found not to be In place as directed by
the care gulde.

Al nursing staff were re-educated by the
Staff development Coordinator refated to
ensuring that resident alarms are turned on
lat the appropriate times. starting on
08/26/2013 and continuing until ail nursing
staff are re-educated with goal completion
date of 09/06/2013.

[All residents’ with alarms, to Inctude
resident #8, care guides and care plans
were audited and checked for accuracy by
the MDS Coordinators with assistance of
the Regional Nurse Consultant on
08/29/2013 utitizing the weekly alarm audit
tool.

Address what measures witl be put into
place or systemic changes made to ensure
that the deflclent practice will not recur;
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F 282 | Continued From page © F zggjfhe nursing staff have been re-educated by

rasident's room. The SRNA stated the resident’s
care guide Indicated the need for two (2) persons
to use the lift for transfers.

Interviews with SRNAs #4, #5, #6, and #7, on
06/15/13 at 4:30 PM, 4:35 PM, 4:45 PM and 4:52
PM respectively revealed they had been trained
to follow the resident care guide to determine how
much asslst a resident needed for transfers, The
SRNAs stated they would not ettempt a "Viking"
(mechanical lift} lift transfer alone nor had they
aver used the lift along.

2. Record review the facility admitted Resident
#8 on 10/02/07 with diagnoses which included
Abnommal posture, Vascular Dementia with
Delusions, Presenite Dementia with Delusionat
Features and Alzheimer's Digease. Review of the
Quarterly MDS assessmant, dated 07/05/13,
revealed the facility had assessed the resident as
moderately cognitively impaired and required
extensive assistance with activities of daily living.
The resident was mobile per wheelchair and
utilized a pommel cushion and lap buddy to the
wheelchair for positioning,

Review of Resident #8's record revealed he/she
sustained en unwitnessed fall from the bed on
03/066/13. Revlew of the Comprehensive Care
Plan for potential for falls, revealed the plan of
care was revised on 03/02/13 o Include a pull
away safety alarm while in bed and when in
wheelchair.

Observation, on 08/14/13 at 2:25 PM, revealed
Reslident #8 propefled his/herself In a wheelchair,

The pull away safety alarm was observed in

then mont

by the MD

Inctude all

he Staff Development Coordinator related
o following the care plan and resident care
Buldes starting on 08/14/2013 and
Lontinuing until all nursing staff have been
re-educated with goal date of 05/06/2013.
A written test was used to ensure
rompetency a written test was given to all
nursing staff,

rhe MDS Nurse/ Coordinators will audit all
bed and chair alarms weekly for four weeks

ot working will be immediately turned on

reported to the Director of Nursing or
Assistant Director of Nursing for further
action. The MDS coordinators will question
five nursing staff members weekly, to
include staff caring for Resident # 7, on how
to safely transfer a resident they are caring
for to verify that SRNA knows what thelr
care guide Is directing them to do or that
the SRNA immediately looks at care gulde
without being prompted. The quiz wiil

All Nursing staff were glven a quiz, starting
on 08/23/13 and continuing until all have
been tested, to verify understanding of
training provided, goal completetion date of
09/06/2013.

hiy for two months. Alarms found

S Nurse /Coordlnators and then

three nursing shifts.
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place, however, the Indicator fight was not on,
indicating the elarm was not in the function mode.

Interviews with State Registered Nurse Aides
(SRNA) #14 and #15, at the time of the
observatlon, revealad the previous shift had
assisted Resident #8 to the wheelchait and
should have ensured the alarm was turned on to
the funclion mode.

Further observation, on 0B/15/13 af 1:45 PM,
revealed Resident #8 was laying in bed with eyes
closed. There was not e pull away safety alarm in
place and functioning as per the resident's plan of
care,

Interview wilh Licensed Praclical Nurse (LPN) #4,
at the Ume of the observation, reveeled there was
to be a pull away alarm in place to alert staff to
Resident #8's attempts to self transfer. Further
interview revealed the SRNA that had assisted
Resident #8 to bed was responsible to ensure the
alarm was placed appropriately and in the
function mode.

Interview with SRNA #10, on 08/15/13 at 1:55
PM, revealed she had assisted Residant #8 to the
bad and knew hefshe was to heve a puli away
safety alarm placed to alert staff of attempted salf
transfers. SRNA#10 did not know why she had
falled to place and activate the pull away safety
alarm for Resldent #6.

interview with SRNA #11, on 068/15/13 at 2210 PM,
revealad sha also had assisted Resident #8 o
bed and the alarm was on the resldent’s plan of
care. She stated "I forgot to put the alarm on the
bed",

sustained

it performance to ensure that solutlons are

The MD5 Nurse/ Coordinator will present
alarm audits and the care guide audits to
the Friday morning department head
meeting for review by the QI team and will
be forwarded to the Executive Q) meeting
Quarterly for review of compliance. These
audits will be reviewed quarterly for
follow-up as deemed appropriate,
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Interview with the Dirsctor of Nursing (DON}, on
08/16/13 at 9:00 AM, revealed she expected the
ptan of care interventions {o be Implemented.
F 315} 483.25{d) NO CATHETER, PREVENT UTI, F 315 09/10/2013
§5=p | RESTORE BLADDER
Based on the resident's ccmprehensive E315
assessmant, the facllity must ensure that a : "
: ective action will be
resident who enters the facility without an Address what correcti
indweliing catheter is not catheterized uniass the accomplished for those residents found to
resident's clinical condition demonstrates that have been affected by the deficlent
catheterization was necessary; and a resident practice;
who [s Incontinent of biadder receives appropriate
traatment and services to prevent urinary {ract Resident # 11 was assessed for catheter
infections and to restore as much normal bladder comfort on 8/13/2013 by the Qi nurse as
function as possible. clinlcal documentation reflects after placing
foley catheter for diagnosis of Urlnary
This REQUIREMENT s not met as evidenced Retention. The Task for urinary output was
by: added by the Assistant Director of Nursing
Based on observation, interview, and record on 08/14/2013 for SRNA ‘s to recorded
raview, it was determined the facilily failed to esident #11 output
ensure one {1) of sixteen (16) sampled residents r put.
{Reslident #4), recelved the appropriate care and
services related to an Indweliing urinary catheter. Address how the facility will Identify other
residents having the potential to be
The findings include: affected by the same deficlent practice;
Record review revealed the facility admitted I :
her residents with catheters were
Resident #4 on 03/21/13 with diagnoses which All otne ) )
included weakness and fatigue, Diabetes Mellitis, reviewed to see if the urinary output tas
Urinary Frequency, and Ghesity. was available for SRNA’s to use on
08/14/2013by the Assistant Director of
Review of the Admission Minimum Data Set Nurst d no concerns were found
(MDS) assessment, dated 3/26/13, revealed the ursing an '
facllity assessed Resldent #4 as cognitively
Fndependent. non ambulatory and ‘equired Addl’ess What measures w“l he pUt |nt0
extensive assistance with all activities of daily place or systemic changes made to ensure
that the deficlent practice will not recur;
FORM CMS5-2567(02-98) Previous Varsions Obsolete Evend 10: DLIT11 Facllity 10; 100514 if conlinuation sheet Page 12 of 21




Re-education has been provided to ali
nursing staff related to checking residents
foley catheter bag at least twice a shift, at
each contact and empty as needed and to
not {et bag fill completely by the staff
development coordinator starting on
08/14/2013 and contulning until all nursing
staff have been educated with goal date of
09/06/2013.

On 08/14/2013 Licensed Staff were In-
serviced on to add task for SRNA’s anytime
they receive a foley catheter order,

The Qf nurse wifl audit catheters, to include
restdent #11 utilizing the foley catheter
audit tool, for being full or in need of
emptying weekly for four weeks then
monthly for two months. Upon the
tdentification of any potential concern, the
al Nurse will follow up Immedlately with
the Unit Nurse and/or SRNA as necessary.

The Qi nurse will bring catheter audits to
the Friday department head meeting for
review by the Ql team. These audits will be
forwarded to the Executive Gl Committee
for review quarterly for follow-up as
deemed appropriate and to determine the
frequency and for need for continued Qf
monlitoring as necessary.
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F 315 { Continued From pags 12 . F315
living.

Review of the physician's orders revealed the
resident had the catheter placed on 08/13/13 due
to urinary retantion.

Observation, on 08/14/13 at 11:20 AM, révealed
Resident #4 was resting in bed with a urinary
drainage bag lo bedside. The drainage bag had
1500 mililiiters {ml.} of yellow urine. Further
observations that same day at 12:00 noon and
1:20 PM, revealed there was 1700 ml. and 2000
ml. of urine respectively, in the drainage bag.

Interview with Licensed Practicat Nurse #2, on
B/14/13 at 2:20 PM., revealed the catheler bag
was emptied at 2:00 PM and she charted 2000 ml
of output for her shift. The LPN stated the
resident had the catheter placed yesterday and
the patient's care plan had not been updated.
The LPN further stated the State Certified

Nursing Assistant (SRNA) working with this
resident foday had not been informed of the
resident’s new catheter and the need to obtain
intake and output (1&0).

F 323 | 483.25(h) FREE OF ACCIDENT F 323 09/10/2013
s5=p | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as freg of accident hazards
as is possible; and each resldent receives
adequate supervision and assistance devices to
prevent accidents.

F323
Address what corrective action will be

accomplished for those residents found to
have heen affected by the deficient
practice;

This REQUIREMENT is not met as evidenced The physician for resident #7 was notlfied
hy the day <hift 1eN and new orders
Facidty [0; 10514 If ¢entinuation sheet Page 13 of 21
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F 323 | Continued From page 13 F 323|clinical documentation. The responsible
by: party was also notifled on 8/14/2013,
sted °"d'“‘e“’19‘;"'a recogd review, ﬁﬁ"?’ P;’"':;V Residents care plan and care gulde were
and procedure review, and review of the facility's
P updated on 8/14/2013.by the MDS Nurse,

investigative report it was determined the facllity

falled to provide adequate supervision to prevent
accldents for one resident (#7), in the selacled SRNA caring for resident # 7 when Incident

sample of sixteen {16) residents. Resident #7 occurred is no longer employed by the
sustained a fractured toe during an inappropriate facility.
transfer with a mechanical lift.

Licensed nurse caring for restdent # 7when

The findings include:
incident occurred was given a final written

Review of the facility's policy and procedure titled warning and re-educated on 08/14/2013.
"Safe Resident Handiing and Movement Policy",
last revised 05/26/09, revealed "Stalf will follow . Address how the facllity will identify other
the movement and handling procedures for each

residents having the potential to be

resident as individually determined through the
admission/re-entry admisslon process and the
RAI procass. Use mechanical lifting devices and

affected by the same deflcient practice;

other approved resident handling aids for resident All current in house residents who are
handling and movement tasks, i.e. gait belts, transferred with a lift device were re-

t when ma ing i ;
except when manual lifting is necessary. Usa assessed by the licensed nurses to include

mechanical lifting devices and other approved

rasident handling aids, i.e. gait beils, in the Director of Nursing, Assistant Director

accardancs with instructions and training.” of Nursing. These audiis were done

ughi ki i
Record review revealed Resldent #7 was through interview or skin audits starting on
admitted {o the facility on 12/03/11 with diagnoses 08/14/2013 and completing on 08/27/2013.
which included Chronic Airway Cbstruction, Stage No other resldents were identified.
WV Chronic Kidney Disease, Diabetes Type Il
Heart Falfure, Hypertension, Respiratory Faiiure, Address what measures will be put Into
and Chronic Pain. place or systemic changes made to ensure

that the deficlent practice will not recur;

Review of the Comprehensive Care Plan, dated
07130113, revealed the staff should use a

mechanicat lift (Viking Lift)and two {2) person SRNA caring for resident # 7 when incident
asslst for transfers due to the resident having no accurred Is no longer employed by the
contro! over his/her legs. facllity
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F 323 | Confinved From page 14

Review of the Quarterly Minimum Data Set
(MDS) assessment, dated 07/26/13, revealed the
facilily assessed Rasident #7 as requiring the
extensive to total asslist of two {2) perscns with
transfers.

Review of the facility's investigation, dated
08/14/13, revealed on 08/13/13 at approximately
8:00 PM, cne State Registersd Nurse Aide
(SRNA #8) was transferring Resident #7 with a
*Viking” {(mechanicat lift} Hft and caught the
resident's right foot between the ift and the
wheelchalr.

Interview with SRNA #8, on 08/14/13 at 4:40 PM,
rovealed she had put Resident #7 to bed with a
Viking iift and had assisted the resident with the
transfer alone. The SRNA stated the residsnt was
in an selectric wheelchair and his/her feet were
turned inward related to the resident's
contractures to his/her lower extremities. The
SRNA stated as she was moving Residenl #7 to
the bed with the iift, the resident was complaining
of pain. The resident's right fifth toe got caught
between the chair and the lift and the resident
began to curse and scroam at SRNA #8, telling
her she didn't know what she was doing. The
SRNA stated she reported the incident to the
charge nurse and switched with another SRNA so
she wouldn't have to go back into the resident's
room. The SRNA revealed the process lo
transfer a resident with a Viking Lift was to have
one {1) person cperate the remote while the other
person guided the resident to the bed and made
sure the bed was iocked.

interview with LPN #1, on 08/14/13 at 4:55 PM,
revealed she assessed Resldent #7 after SRNA
#8 reported to her the resident's foot/leg was

F 323 | Licensed nurse caring for resident # 7 when
incldent occurred was given a final written
warning and re-education On 08-14-2013,

All nursing staff were re-educa
iStaff Development Coordinator

new hire,

the Staf Development Coordina
importance of documenting wh

responsibility in reviewing care
all transfers with goal date of O

A quiz was given to verify unde
education.

Resident Handling and Movement Policy
starting on 08/14/2013 and completing on
08/27/2013 and will continue with each

Starting on 08/14/2013 and contuining with
educated until all Licensed staff are
educated with goal date of 09/06/2013 by

unusual event occurs, even if no noticeable
injury and their responsibility in notifying
the physician and responisble party,

Starting on 08/14/2013 and contuining untll
all SRNA's are In-serviced by the Staff
Development Coordinator on thelr

ted by the
on the Safe

tor on the
en an

gulde before
9/06/2013.

rstand{ng of

FORM CME-2567(02-39} Provious Verslons Obsolete Event 10:OLJT1#

Facitty ID: 100514

{f continuatlon sheet Page 16 of 21




PRINTEO: 08/27/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ) OMB NO. 0938-0301
STATEMENT OF DEFIGIENCIES (X%} PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILOING COMPLETED
186268 B.WING 08/16/2013
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CATY, STATE, ZIP CODE
LAKE WAY NURSING AND REHABILITATION CENTER 2607 IAIN STREET HWY 641 SOUTH
BENTON, KY 42025
X4 1D SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION )
PREFIX (EACH OBFICIENCY MUST BE PRECEQED 8Y FULL PREFiX {EACH CORRECTIVE ACTION SHOLWLD BE COMPLETION
TAG REGULATORY OR LSC JOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFFROPRIATE DATE
OEFICIENCY)
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hurting becausa it got hit on the lift during a
transfer. The LPN stated when she assessed the
residant there were no obvious signs of injury but
the reslden{ was comptaining of pain. The LPN
stated she administered paln medication 1o the
resident but did not notify the physician of the
incldent because there was no evidence of injury.

interview with SRNA #1, on 08/16/13 at 10:50
AM, revealed the midnight shift SRNA had
reported to her on day shift that Resldent #7's tos
had gotten stuck in the lift and it was not bruised,
The SRNA stated when Resident #7 was being
transferred out of bed the following moming
around 9:00 AM, it was discovered Resident #7's
right fifth toe was bright purple and the resident
screamed when the toe was touched. SRNA#1
stated she informed the charge nurse on day shift
about the resident's toe.

Furiher review of the fecility's investigation, dated
08/14/13, revealed LPN #2 assassed the resident
and noted bruising to the right fifth toe. The
resident voiced some discomforl and explained
hisfer loe had been bumped during a transfer to
the bed the previous night. LPN #2 notified the
Asslstant Director of Nursing (ADON}) of the
above incident at 9:40 AM and contacted the
physician. LPN #2 obtained a physician’s order
on 08/14/13 at 10:10 AM for an x-ray of the right
pinkle toe related to pein and bruising. X-ray
results received on 08/14/13 revealed a
nondisplaced fracture of the fifth proximal
phatanx involving the articular surface of the MTP
joint.

interviews with SRNAs #4, #5, #6, and #7, on
08/15/13 at 4:30 PM, 4:35 PM, 4:45 PM and 452

PM respectively revealed they had been trained

sustained

birector of

weekly x 4

it performance to ensure that solutions are

The Director of Nursing and Assistant

members lift techniques, to include resident
17, utititizing the Hift audit tool, per week X
A weeks then monthiy x 2 for compliance.
Rosults of audits wii be brought before the
Friday morning department head meeting
to be reviewed and forwarded to the
Executive QI Committee with the Medical

Director quarterly.

IMDS Coordinators will audit 5 SRNA’s per
week for compliance with care guides

rompliance. Results of audits wilt be
brought to the Friday morning department
head meeting to be reviewed by the Qf
team and resuits forwarded to the
Executive QI Committee with the Medical

Director quarterly.

The Executive Qi Committee with the
Medical director will review guarterly
compiled Ql report informatlon review
trends, and review corrective actions taken
and the dates of completion. The Qi
committee will validate the facility’s
progress in correction of deficlent practices
ar Identify concerns. The Administrator will

Nursing wili conduct three staff

weeks then monthly x 2 for

FORM CMS-2567(02-99) Pravious Versions Obsolele
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F 323 | Continued From page 16

to follow the resident care gulde to determine how
much assist a resident needed for transfers. The
SRNAs stated they would not attempt a "Viking"
{mechanical lift} ift transfer alone nor had they
aver used the Jift along.

interview with the Staff Development
Coordinator, on 08/15/13 at 11:15 AM, revealed
SRNAs were trained by watching videos on the
Viking Lift as welf as other lifis and the video
explained how lo cheose the appropriate sling
size for the resident and how to check for
malntenance on the lifl. She further explained
that the need for a Viking lift and the assist
needed for use of the lift was determined by the
admitting nurse and therapy. She stated the
SRNAs had been trained on the use of the lifi,
two (2) person transfers and the use of the care
guides for the residents. The Siaff Development
Coordinator stated the care guldes were keptin
the resident rooms on the inside of the closet
door for easy access.

F 371 | 463.35(i) FOOD PROCURE,

g5=£ | STORE/PREPARE/SERVE - SANITARY

The facitfty must -

(1} Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Stere, prepare, distribute and serve food
undser sanitary conditions

This REQUIREMENT s not met as evidenced
by:

F 323 be responsible for ensuring Committee
concerns are addressed through further
training or other interventions. The

Administrator or DON will report back to
the Q] Committee at the next scheduled

meeting,

F 371

F371

practice;

Address what corrective actlon will be 05/10/2013
accomplished for those residents found to
have been affected by the deficient

On 08/14/2013 Dietary employee was
removed from tray line and instructed to

FORM CMS-2667(02-59) Previous Versions Cbsolels Event 1D: OLJTH
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cover her hair completely by the Dietary
manager.

Address how the facility will identify other
residents having the potential to be
affected by the same deflcient practice;

All residents’ that ate funch before Dietary
manager removed employee have a
potential to be affected in a manner in
which a hair could get Into thelr food.

Address what measures will be put into
place or systemic changes made to ensure
that the deflclent practice will not recur;

All Dietary staff have been Re-educated on
08/16/2013 by the Dietary Manager related
to ensuring that their halr is covered at afl
times when preparing or serving food and
ensuring other contaminants do not enter
their food. The dietary manager will
complete a halr net audit weekly, utitlizing
the weekly hair net audit tocl, for four
weeks then monthly for two months. Upon
identificalton of any halrnet concern, the
Dletary Manager witl immediately follow up
with the involved employee as appropriate,

Indicate how the facility plans to monitor
It performance to ensure that sofutions are
sustained;
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F 371 Continued From page 17 F 371 [The Dietary manager will present the
Based on obsarvation, interview and facility riesuhs of the audits weekly on Friday at the
policy review it was determined the facility failed department head meeting for the Qi team
to ensure food was prepared and servad under
. se audits will be forwarded to
sanitary conditions, On 08/14/13, an observation o review. These _ |
during the meal {ray preparation, revealed a the Executive QI Committee for review
kitchen staff in alf areas of the kitchen with her guarterly for follow-up as deemed
hair not adequately restrained. ppropriate and to determine the
The findings include: requency and for need for continued QI
thnitoring as necessary.
Reviaw of the facifity’s pollcy dated 08/2¢10, litied
“Parsonal Hygiene", revealed “Long hait {male or
femala) will be restrained and employees will
wear head coverings that cover the entire head".
Observation, on 08/14/13 starting at 11:20 AM,
revealed Kitchen Staff #1 was circulating in all
areas of the kitchen during the lunch meal tray
preparation, Further cbservation revealed
Kitchen Staff #1 had ¢ halr restraint in place,
however, long strands of halr on the side and
back of the head were protruding from the hair
restraint and moving in the air as the Kitchen
Staff moved around all areas of the kitchen
including the walk in refrigerator, walk in freezer,
and along the tray preparation area.
interview with the Dietary Manager, on 08/14/13
at 41:50 AM, revealed she would hava instructed
Kitchen Staff #1 to reapply the halr restraint
approprigtely, but she had not noticed the kitchen
staff's hair not appropriately restrained.
F 441 gi%g E;JFESELON CONTROL, PREVENT F 441 Eaag 09/10/2013
S8=E ’ S Address what corrective action will be
The facltity must establish and maintain an hccomplished for those residents found to
Infection Control Program designed to provide a have been affected by the deficlent
safe, sanitary and comfortable environment and bractice;
¥
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NAME OF PROVIDER OR SUPPLIER

LAKE WAY NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2P CODE
2607 MAIN STREET HWY 641 SOUTH
BENTON, KY 42026

to help prevent the development and fransmission
of disease and Infeclion, :

(a) Infection Contro! Program

The facility must establish an Infection Control
Program under which it -

{1) Investigates, controls, and prevents infections
in the factlity;

{2) Decides what procedures, such as isclation,
shoutld be applied to an individual resident; and
(3) Malntains a record of inckdents and corrective
actions related to Infections.

(b} Preventing Spread of Infection

(1) When the infection Cantrol Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from diract contact with residents or their food, i
direct contact will transmit the disease.

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

{c) Linens

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and facility
policy, it was determined the facility failed to

ensura it maintained an effective Infection control

&40 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIOER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIF YING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE OATE
DEFICIENCY)
F 441} Continued From pags 18 F 441

The licensed nurse completing the
medication pass was re-educated related to
using hand sanitizer or washing her hands
before and after giving a resident
medication by the Director of Nursing on
08/14/2013.

Address how the facHity will identify other
residents having the potential to be
affected by the same deficlent practice;

Residents receiving medications during
state medication pass audit have the
potential to be affected.

Address what measures wiil be put into
place or systemic changes made to ensure
that the deficlent practice will not recur;

All licensed staff have been re-educated on
the infection control policy and procedure
for hand washing by the Staff Development
Coordinator starting on 08/14/2013 and
completing on 08/27/13 and will continue

with all new hires,

The QI nurse will complete hand washing
audits during medication pass on two
licensed staff per week for four weeks then
monthly for two months and quarterly after
that. The audit will consist of a pass or fail
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F 441 result for the licensed nurse and results
given to the Licensed nurse upon

F 441 | Continued From page 19
program related to hand sanitatlon during a

medication administralion pass for five (5) completion of the audit with re-education if |
unsampled residents (#19, #20, #21, #22 and i |
#23), necessary.

indicate how the facility plans to monitor

The findings include:
it performance to ensure that sclutlons are

Review of the facility's policy, titfed sustalned;

“Administration of Oral Medication”, not dated,

revaaled under the procedure section; "1. Wash h :

hands (towelettes andfor hand sanitizer Resu:ults of the hand washing audit during

acceptable)”. medication pass will be presented at the
Friday department head meetings, weekly,

On 08/14/13 al 3:25 PM, an observation during a for review by the QI team, These audits will

medication pass revealed Licensed Practical e forwarded to the Executive QI

Nurse (LPN) #4 administered three (3)

medications to Resident #21. LPN #4 then Committee for review quarterly with the

administered six (6) medications to Resident #20. Medical Director for follow-up as deemed
Resldent #22 was then administered two (2) lappropriate and to determine the
medications; LPN then administered two {2} p df inued
medications to Resident #19. Observation frequency and for need for continued Qi
revealad LPN #4 failed to wash or sanitize her monitoring as necessary.

hands between administering medicaticns to
Residents #19, #20, #21 and #22.

Further observation revealed LPN #4 was asked
{o obtain a resident's temperature by a family
member at 3:50 PM. LPN #4 obtained a
tympanic thermometer and made two (2}attempts
to obtain a temperature on the resldent; then
returned to the medicalion cart and prepared two
(2) medications for Resident #23 and
administered them. Observation revealed LPN
#4 failed to wash or sanitize her hands after
aftempting to obtain the tympanic temperature on
a resldent and before the administration of
medication to Resident #23.

Interview with LPN #4, on 08/14/13 at 4:55 PM,
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F 441 | Continved From page 20 F 441
revealed she did not reallze she had not washed
or sanitized her hands between administering
medications to Residents #10, #20, #21 and #22.
Additionally, she stated she shouid have washed
her hands after attempting to obtain a
temperature on a resident and before
adminlstering medications to a resident. She
stated she thought the procedure would be to
sanitize between residents and wash her hands
every third resident when administering
medications,

An interview with the Director of Nursing, on
08/14/13 at 4:.05 PM, revealed staif administering
medications could use sanitizer betwesn
administering medication to residents and she
would expect them to wash their hands every
third resident.
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{K 000} | INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 09/10/2013 as alleged

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DAFE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused feom cotrecting 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 ar not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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K 00C | Continued From page 1 K 000
Fire). K027
Deficiencles were clted with the highest Address what corrective actlon will be
deficiency identified at a S/S "F" level. accomplished for those residents found to
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K 027 |have been affected by the deficlent 4
§8=E practice; 09/10/201
Daoor openings in smoke barriers have at leasta
20-minuts fire protection rating or are at least
1%-Inch thick sofid bonded wood core. Non-rated A new coordinating cross coordinater door
prolective piates that do not exceed th inches closure device has been Installed by
from the bottom of the door are pamnitted.
Horizontal sliding doors comply with 7.2.1.14. Commerical Door and Hardware on
Doors are self-closing or automatic closing In 09/06/20113, the doors now close
accordance with 19,2.2.2.6. Swinging doors are completely,
not required to swing wilh egress and positive
jalching Is not required.  19.3.7.5, 18.3.7.6,
19.3.7.7 Address how the facility will identify other
residents having the potential to he
affected by the same deficient practice;
This STANDARD ;5. not me} 85 8V idenced by: Al doors in the facility have been Inspected
Based on observation and interview, it was .
determined the facility failed to ensure by the Maintenance Director on
cross-corridor doors located [n a smoke barrier 08/30/2013 to ensure that they close
would resist the passage of smoke in accordanca completely. No other doors were identified
with NFPA standards. The deficiency had the fosl letel
potential to affect two (2) of four (4) smoke as not ciosing compietety.
compariments, residents, staff and visitors. The
facility is certified for ninety-six (96) beds with a Address what measures will be put into
census of seventy-seven {77) on the day of the nlace or systemic changes made to ensure
survey. The facility falled to ensure one (1) set of that the deficlent practice will not recur;
cross corridors doors would close properly once
d from th i . .
released from the magnetic locks The Maintenance director has been re-
The findings Include: educated by the administrator related to
the requirements of life safety code tag
Qbservalion, on 08’1.4[13 at 2:30 PM with the K027 on 08/28/2013. The Maintenance
Mainlenance Supervisor, revealed the ) . .
director wili check the cross corridors doors
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K 027 | Continued From page 2 K 027 lin the dining room weekly times four weeks
cross-corridor doors located at the kilchen area and then monthly times 2 months to ensure
did not close comp!etaly’when tested. This was that they close completely.
due to the doors not having a coordinating device
properly installed on the doors.
Interviaw, on 08/14/13 at 2:30 PM with the
Malntenance Supervisor, revealed the Indlcate how the faclity pfans to monitor it
coordinators were recently Installed and he was performance to ensure that solutions are
unaware of how they worked properiy.
sustained
Reference: NFPA 101 (2000 Edition), . .
19.3.7.6*. Requires doors in smoke barriers to The Maintenance director wil bring all door
be salf-closing and resist the passage of smaoKe. audits to the Friday Department Head
- meeting for review by the Qf Team. The
ZT.T g:;c;ﬁ:[lr):i\iggfggg Edition) Executive Quality Improvement committee
2-4.1.1 Where there is an astragal or projecting will review monthly fogs , quarterly for
fatch bolt that compliance and then decide if the cross
prevents the inactive door from closing and corridor doors closing are a continued
tatching before .
the active door closes and latches, a coordinating concern, or if there is a need for continued
device shall monitoring by the Quality assurance
be used. A coordineting device shall not be committee,
requived where
gach door closes and lalches independently of
the other,
Reference: NFPA 101 (2000 edition)
8.3.4.1* Doors In smoke barriers shall close the
opening teaving
only the minimum clearance necessary for proper
operation
and shall be without undercuts, louvers, or grilles.
K 0381 NFPA 101 LIFE SAFETY CODE STANDARD K 038
S8=F K038
Exit access Is arranged so that exits are readily Address what corrective action will be 09/10/2013
accessible at alt times in accordance with section
714, 19.2.1 accomplished for those residents found to
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K 038 | Continued From page 3 K 038 |have been affected by the deficlent

This STANDARD is not met as evidenced by:
Based on observation and inferview, it was
determined the facllity failed fo snsure egress
doors and exils were maintained in accordance
with NFPA standards, The deficiency had the
potential to affect four {4 of four (4) smoke
compariments, all residants, staff and visitors.
The facility is cerfified for ninety-six (96) beds with
a census of seventy-saven (77) on the day of the
survey. The facility failed to ensure all egress
doors had the proper signage for delayed egress
doors.

The findings include:

Observation, on 08/14/13 at 155 PM with the
Maintenance Supervisor, revealed all exit doors in
the facility were equipped with signage for the
delayed egress doors with no contrasting
background on the signs.

interview, on 08/14/13 at 1:55 PM with the
Maintenance Supervisor, revealed he was
unawars the signs must have a contrasting
background.

Refarence: NFPA 101 (2000 Edition)

19.2.2.2.4

Doors within & required means of egress shall not
be equipped with & latch or lock that requires the

practice;

The delayed egress signs in the facility have
been replaced with a contrasting
hackground by the maintenance director on
08/23/2013.

Address how the facliity will identify other
residents having the potential to be
affected by the same deficient practice;

Al fire exit signs for the delayed egress
doors and other exit doors have been
inspected by the Maintenance director All
doors identifled that did not have
contrasting background slgnage has been
replaced to meet life safety code standard
K038 on 08/23/2013,

Address what measures will be put into
place or systemic changes made to ensure
that the deficient practice will not recur;

The Administrator has re-educated the
Malntenance directer and his Assistant on
08/28/2013 related to the life safety code
regulation K038 and ensuring that all exit
doors In the facility are equipped with
signage that has a contrasting background.
‘the maintenance Director will check alf exit
doors monthly to ensure that the
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K 038 | Continued From page 4

use of a tool or key from the egress side.
Exception No. 1: Door-locking arrangements
without delayed egress shall be permitled In
health care occupancies, or portions of health
care occupancies, whers the clinicat needs of the
patients require specialized security measures for
their safety, provided that staff can readily untock
such doors at all times, (See 19.1.1.1.5 and
19.2.225)

Exception No. 2*; Delayed-egress locks
complying with 7.2.1.6.1 shall be permitled,
provided that net more than one such devics is
located in any egress path.

Exception No. 3: Accass-controlled egress doors
complying with 7.2.1.5.2 shall be parmitted.

7.2.1.6.1 Delayed-Egress Locks. Approved,

K 038 kontrasting signage is present and log the
results of the audit,

sustalned

indicate how the facliity plans to monitor it
performance to ensure that solutions are

The Maintenance director will bring all exit
doors signs audit to the Friday Department
Head meeting for the Qi Team to review.
The Executive Quality Improvement
committee will review quarterly for
compliance and then decide If the fire exit
contrasting background signage Is @
continued concern, or if there is a need for
continued monitoring by the Quality

listed, delayed egress \
locks shall be permitted to be installed on doors assurance committee.
serving
low and ordinary hazard contents in buildings
protected
throughout by an approved, supervised automatic
fire detection
system [n accordance with Section 9.6, or an
approved,
supervisad automatic sprinkler system in
accordance with Section
9.7, and where permitied In Chapters 12 through
42, provided
that the following criteria are met.
{a) The doors shall unlock upon acluation of an
approved, supervised automatic sprinkier system
in accordancs
with Section 9.7 or upon the actuation of any heat
detector or activation of not more than two smoke
detectors
Faditty iD: 100514 If continvation sheet Page 5of 15
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K 038 | Continued From page 5 K038
of an approved, supervised automatic fire

detection system in
accordance with Section 9.6,

{b} The doors shall unlock upon ioss of power
controlling
the tock or locking mechanism.

(c) An irreversible process shall release the lock
within 15

seconds upon application of a force to the release
device

required in 7.2,1.5.4 that shall not be required to
exceed 15 Ibf

{67 N) nor be reguired to be continuously applied
for more

than 3 seconds. The initiation of the release
procass shall activate

an audible signal In the viclnity of the door. Once
the

door lock has been released by the application of
force lo the

releasing device, refocking shall be by manual
means only.

Exception: Where approved by the authority
having jurisdiction, a delay

not excaeding 30 seconds shail be permitted.

{d) *On the door adjacent to the release device,
there

shall be a readily visible, durable sign in letters
nct less than 1 in. {2.5 cm} high and not fess than
1/8 In, (0.3 cm} in stroke width on a contrasting
background that reads as follows:

PUSH UNTIL ALARM SOUNDS

DOOR CAN BE OPENED IN 15 SECONDS K048 0/10/2013
K048 NFPA 101 LIFE SAFETY CODE STANDARD K 048 Address what correcﬁve action wl“ be e /

Ss=F accomplished for those residents found to
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K 048 | Continued From page 6

There is a written plan for the protection of all
patients and for their evacuation in the event of
anemergency. 19.7.1.1

This STANDARD is not met as evidenced by:
Based on interview and policy review, it was
determined the facifity failled to implement a
proper Fire Safety Plan and Procedure Policy in
the event of an emergency in accordance with
NFPA standards. The deficlency had the
potential to affect four (4) of four {4} smoke
compartments, all residents, staff and visitors.
The facilily is certified for ninety-six {26) beds with
a census of seventy-seven (77) on the day of the
survey. The facifity failed fo ensure smoke
compartment evacuations and enfire bullding
evacuations were addressed in the fire safety
plan.

The findings includa:

Review of the Fire Safety Plan, on 08/14/13 at
41:34 AM with the Maintenance Supervisor,
revealed the facility's Fire Safety Plan and
Procedure Policy did not address the evacuation
of a smoke compariment or the evacuation of the
entire facility in the event of a fire.

Interviaw, on 08/14/13 at 11:34 AM with the
Meintenance Supervisor, revealed he was
unaware the smoke compartments evacuations
and entire facliity evacuations were not
addressed In the fire safety plan.

Actual NFPA Standard: 19.7.1 Evacuation and
Relocation Plan and Fire Drills.
18.7.11

K 048 [have been affected by the deficfent

practice;

The Administrator re-educated the
vaintenance director and his Assistant on
08/28/2013 related to the fire evacuation
policy and procedure plan that does include
the evacuation of a smoke
compartment/partial, total evacudtion,
The Maintenance director with assistance
from the Staff Development Coordinator
has re-educated all ticensed/charge nurses
related to the flre evacuation policy and
procedure and it’s location starting on
08/29/2013 and continuing until all have
been educated with goal completion date
of 09/06/2013,

Address how the facility will identify other
residents having the potential to be -
affected by the same deficient practice;

All residents could have the potential to be
affected.

Address what measures will be put into
place or systemic changes made to ensure
that the deficient practice will not recur;

The Administrator has re-educated the
Maintenance director refated to the
evacuation plan policy and procedure and
tha life safety code regulation K048 on
08/28/2013. All ficensed nurses/charge
nurses have heen re-educated related to

FOMM CMS-2567{02-59) Previous Varsions Obsolale Evenl |D: OLJT24
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K 048 | Continued From page 7 K 048 [the fire safety evacuation plan by the
The administration of every healthcare occupancy malntenance director and staff
shall have, in sffect aTd 3?’;"“’9 !10 al!f an § development coordinator starting on
supervisory personnsl, written coples of a ptan for .
pervisony P P P 08/29/2013 and completing on 09/02/2013.

the protection of all persons in the event of fire,

for their evacuation to areas of refugs, and for The Malntenance director will complete a

thelr evacuation from the building when uarterly evacuation drill in the facility.
necessary. All employees shalt be periodically
Instructed and kept informed with respect to their Indicate how the facility plans to monltor
dutles under the pian. A copy of the plan shail be L

it performance to ensure that solutions are

readily available at all times in the telephone
operator’ s position or at the security center.
The provislons of 19.7.4.2 through 19.7.2.3 shall

sustained

The Matntenance director will bring all fire

apply. \

19.7.1.2 . drills and evacuation drilis to the Safety

Fire drilts in health care occupancles shall include I thiv. The E " lit

the transmisslon of a fire alarm signal and Meeting monthly. The Executive Quality
simulation of emargency fire conditions. Drills Improvement committee will review

shall be conducted quarterly on each shift to quarterly for compliance and then decide If
famiiarize facllity personnel (nurses, interns, ihe fire evacuations are a continued

mainienance engineers, and administrative staff)
with the signals and emergency action required
under varied conditions. When drills are monitoring by the Quality Improvement
conducted between 9:00 p.m. (2100 hours) and committee.

6:00 a.m. {0600 hours), a coded announcement
shall be permitted o be used instead of audible
alarms.

Exception: Infirm or bedridden patlents shall nat
be required to be moved during drills to safe

areas or o the exierior of the building.

19.7.1.3

Employees of health care occupancies shalt be
strucled in lifs safety procedures and devices.
19.7.2 Procedure in Cese of Fire,

19.7.2.1"

For health care occupancies, the proper
protection of patients shall require the prompt and-
effective response of health cara personnet. The
basic response required of staff shall include the
removal of all occupants directly Involved with the
Event ID: OLJT24 Facifty tD: 100514 [f continuaiion sheet Page 8 of 15
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K 048
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Continued From page 8

fire emergency, transmission of an appropriate
fire alarm signat to warn other building occupants
and summon staff, confinement of the effects of
the fire by closing doors to Isolate the fire area,
and the relocation of patients as detailed in the
heaith care cccupancy ' s fire safely pian.
19.7.2.2

A wriften health care occupancy fire safely ptan
shalf provide for the following:

{1) Use of alaims

{2) Transmission of alarm to fire deparment

{3} Response o atarms

(4} lsolation of fire

(5) Evacuation of immediate area

(6) Ewvacuation of smoke compartment

(7) Preparation of fioors and building for
evacuation

(8) Extinguishment of fire

19.7.2.3

Alf health care occupancy personnel shall be
instructed in the use of and response to fire
atarms. In addition, they shall be instructed in the
use of the code phrase to ensure fransmission of
an alarm under the following conditions:

{1} When the individual who discovers a fire
must immediately go to the aid of an endangered
person

(2) During a malfunction of the building fire atarm
sysiem

Personne! hearing the code announced shall first
activate the building fire alarm using the nearast
manual fire alerm box and

NFPA 101 LIFE SAFETY CODE STANDARD

Reqguired automatic sprinkier systems are
continuously maintained in refiable operating
condition and are inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,

K 048

K 062
K062

ddress what corrective action wiil be
ccomplished for those residents found to
ave been affected by the deficient

09/10/2013

FORM CM§-2667(02-69) Previcus Yorsions Obsolele

Evenl ID: QLJT21

~practices
Fadity 1D: 100514

1f conlinuation sheet Paga 9 of 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/27/2013
FORM APPROVED
OMB NO, 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEF/CEENCEES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) OATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING 01 - MAIN BUILDING COMPLETED
185258 B. WING 08/14/2043
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LAKE WAY NURSING AND REHABILITATION GENTER 2607 MAIN STREET HWY 641 SOUTH
BENTON, KY 42026
0y ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG [OENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 062 | Continued From page 8 K 062 P full flow sprinkler trip test was done on

B.7.5

This STANDARD Is not met as evidenced by:
Based on record review and inferview it was
detsrmined the facliity failed to maintain the
sprinkler system in accordance with NFPA
standards. The deficiency had the potential to
affect four {4) of four {4} smoke comparments,
all residents, staff and visitors. The facility is
certified for ninety-six {96} beds with a census of
seventy-seven {77) on the day of the survey, The
facility failed to ansure the dry sprinkler system
had a fulf flow trip test since 07/13/2010.

The findings Include:

Review of the Sprinkfer inspection documentation
on 0B/14/13 at 11:15 AM with the Maintenance
Supenrvisor, revealed the facility failed to provide
documented evidence that the dry sprinkler
system had a {uil flow trip test performed in the
last three (3) years, Documentation revealed the
1ast full flow tip test was parformed on 07/13/10.

Interview, on 08/14/13 at 11:15 AM with the
Malntenance Supervisor, revealed he was
unaware the trip test was past dus since the
sprinkier company had scheduled the test on the
next quarterly Inspection.

Refarence: NFPA 25 (1998 Edition),

9-4.4.2.2.1* Every 3 years and whensver the
system Is ailered,

the dry plpe valvs shall be frip tested with the
control valve

08/20/2013 by the Premier sprinkler
company

residents having the potentlal to be
Lffected by the same deficfent practice;

IAll resident In the facility have the potential
to be affected.

Address what measures wilf be put into
place or systemic changes made to ensure
that the deficient practice wiil not recur;

The administrator has re-educated the
Maintenance director and his assistant
related to the life safety code regulation
K062 on 08/28/2013.

performance to ensure that solutlons are
sustained

The malntenance director will bring the full
flow sprinkler trip test log to the monthly
safety meeting, The Executive Quality
improvement committee will review
quarterly full flow sprinkler trip test log for
the next year to monitor compliance and

Improvement committee.

Address how the facllity will identify other

Indicate how the facillty plans to monitor it

need to continue monitoring by the Quality

FORM CIAS-2507(02-93} Previcus Varsions Obsolste

Event 10:OLIT21
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K 062 } Gontinued From page 10 K062
fully open and the quick-opening device, If
provided, in service.
9-4.4.2,2.2* During those years when {ul flow K066
testing In4accordance ) Address what corrective action wili be
:v:[Ceg:#a,}z'm is not required, each dry pipe accamplished for those residents found to
be trip tested with the confrot valve partially open. have been affected by the deficlent 06/10/2013
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066 practice;

S5=D
Smoking regulations are adopted and include no
less than the following provisions:

{1) Smoking is prohibited in any room, ward, of
compariment where ffammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area Is posted with signs that read NO SMOKING
or with the international symbol for no smoking.

(2) Smcking by patients classified as not
responsible is prohiblted, except when under
direct supervision,

{3) Ashtrays of noncombustible material and safe
daslign are provided in all areas where smoking is
pemitted.

{4) Metal containers with seif-closing cover
devices Into which ashirays can be emplied are
readily available to all areas where smoking Is
permited.  18.7.4

This STANDARD is not met as evidenced by:

The cigarette butts located in front of short
hall East were cleaned up by the
housekeeping supervisor and the
malntenance director is aware that they
should not be anywhere on the grounds on

08/14/2013,

Address how the facility will identify other
residents having the potential to be
affected by the same deficlent practice;

All outside area’s that have no smoking
signs were inspected for cigarette butts, any
cigarette butts that were found were
cleaned up by the housekeeping supervisor
or the maintenance director on

08/14/2013.

Address what measures will be put Into
place or systemic changes made to ensure
that the deficient practice will not recur;

FORM CMS-2567{02-99) P1evious Yersions Obsolete Evenl iD; OLIT21
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K 066 | Continued From page 11 K 066 [The maintenance director and

Based on observation end interview, it was
defermined the facility failed to ensura a no
smoking area was in accordance with NFPA
standards. The deficiency had the potentiaf to
affect one (1) of four (4) smoke compariments,
forty-five {45) residents, staff and visitors. The
facliity is cerified for ninety-six {96) beds with a
census of seventy-saven (77) on the day of the
survey. The facility falied to ensusa cigarelte
butts were not littering the ground In a no
smoking area.

The findings include;

Observation, on 08/14/13 at 11:55 AM with the
Maintenance Supervisor, revealed the area at the
short halt east exit was belng used as a smoking
area due lo all the cigaretie butts on the ground in
the landscaping and the grass. The area did not
provide an approved ashtray and was not listed
as a smoking area at the facllity. Further
abservation reveated & no smoking sign placed in
the ground where the smoking was taking place.

Interview, on 08/14/13 at 11:565 AM with the
Maintenance Supervisor, revealed he has had a
canstant problem with smoking In this araa and
had a no smoking sign ptaced on the building
which was torn down. He then placed the no
smoking sign en the pole; however, smoking
continued In this area.

Reference: NFPA 101 (2000 edition}

19.7.4* Smoking. Smoking regulations shall be
adopted and

shalf Inciude not less than tha following
provisions:

{1} Smoking shall be prohibited in any room,
ward, or comparment

sustained

housekeeping supervisor have been re-
educated related to the smoking policy and
procedure on 08/29/2013,

All staff has been re-educated related to
the policy and procedure for smoking by the
staff development coordinator starting on
08/29/2013 and continuing until all staff
have been re-educated with goal date of
completion on 09/06/2013.

The maintenance director will complete a
weekly cigarette butt audit. The audit will
be completed weekly for four weeks and

then monthly for two months,

Indicate how the facllity plans to monitor
it performance to ensure that solutions are

‘The maintenance director will bring
cigarette butt audits to the Friday
Department Head morning meeting. The
Executive Quality Improvement committee
will review monthly for compliance and
then decide If the clgarette butts are a
continued concern, or if there is a need for
continued monitoring by the Quality
improvement committee.
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Continued From page 12

where flammable liquids, combustible gases, or
oxygen is used or stored and in any other
hazardous location,

and such areas shall be posted with signs that
read NO SMOKING or shall be posted with the
intarnational

symbol for no smoking.

Exception: In health care occupancles where
smoking is prohibited

and signs are prominently placed at alf major
entrances, secondary

signs with language that prohibits smoking shali
not be required.

(2) Smoking by patients classifled as not
rasponsible shall be

prohibited.

Exception; The requirement of 19.7.4{2) shall not
apply where the palient

Is under direct supervision.

(3) Ashtrays of noncombustible material and safe
design

shall be provided in all areas where smoking Is
parmitted.

(4) Metal containers with self-closing cover
devices info

which ashtrays can be emptied shail be readily
available

to ali areas where smoking Is permitted.

NFPA 101 LIFE SAFETY CODE STANDARD

Gensrators are Inspected weekly and exercised
under Joad for 30 minutes per month in
accordance with NFPA 99,  3.4.4.1.

K 066

K 144

K144

Address what corrective action will be
accomplished for those residents found
to have been affected by the deficient

practice;

A battery powered fight has been Installed
In the area where the transfer switch is
jocated. The battery powered light was
installed by the Maintenance Director on
08/23/2013.

09/10/2013
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K 144 | Continued From page 13

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility falled to maintain the
emergency generator accerding to NFPA
standards. The deficlency had the potential to
affact four (4) of four (4} smoke compariments,
all residents, staff and visitors., The facility is
cerlified for ninety-six (96) beds with a census of
seventy-seven (77) on the day of the survey. The
facility falled to ensure there was battery backup
lighting at the generator transfer switch.

The findings inciude:

QObservation, on 08/14/13 at 11:34 AM with the
Maintenance Supervisor, revealed the facilily did
not hava a battery-powered light installed in the
area where the transfer switch for the emergency
generator was located,

Interviaw, on 08/44/13 at 11:34 AM with the
Maintenance Suparvisor, revealed he was not
aware of the reguirement fer the battery backup
lighting.

Roferenca: NFPA 110 (1959 Edition).

5-3.1 The Level 1 or Level 2 EPS equipment
location shall be

provided with battery-powered emergency
lighting. The emergency

lighting charging system and the normal service

room
lighting shall be supplied from the load side of the

K 144] Address how the facifity will identify other
residents having the potential to be
affected by the same deflcient practice;

All residents have the potential to be
affected,

Address what measures will be put into
place or systemic changes made to ensure
that the defictent practice will not recur;

The Administrator re-educated the
maintenance director on 08/28/2013
related to the life safety code tag K144 and
ensuring there Is a battery powered light for
backup lighting be by the emergency
generator switch.

The Maintenance director wil check the
emergency battery powered fighting
monthly.

Indicate how the facility plans to monitor
it performance to ensure that solutions are
sustained

The Maintenance director will bring the
emergency battery powered lighting switch
check off to the safety meeting monthly.
The Executive Quality Improvement
committee will review the log for
compliance and the need for continued

monitoring.
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