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F 000 | INITIAL COMMENTS ' F 000
—_——, ’ Disclaimer: ~  Preparation and
execution of this plan of correction
A Recertification/Abbreviated Survey (KY #21914 : ‘|does not constitute admissicn or
and KY #21916) was canducted on 07/07/14 agreement by -the provider-of the
lhrough 0?/1()_f14 to deiermmg the facility's 7 _ truth of the facts alleged or
compliance with Federal requirements. The : lusi t forth in th
facility failed to meet the minimum requirements ; conclusions s.e . 0 ) o
for recertification with the highest scope and : .|statement of deficiency. This plan of
severity being a "D". KY#21914 was correction is prepared and executed
unsubstantiated with an unrelated deficiency and 5o .
KY#21916 was unsubstantiated with no ’ ; 50|e|y because ) it is reqmred by
deficiencies. federal and state law. .
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282

$8=D | PERSONS/PER CARE PLAN

_ i ’lan
The services provided or arranged by the facility F 282 Comprehenswe Care Flarts

must be provided by qualified persons in { The services provided or arrangeq 'by
accordance with each resident's written plan of the facility shall be provided by qualified
care: . persons in accordance with each
: resident’s written plan of care:
This REQUIREMENT is not met as evidenced - : Criteria #1 - ReSIder]i #B has_hlsfher
by: : : call light easily accessible when in room
Based on observation, interview, and record as determined by documented staff
review, it was determined the facility failed to observations on 71 1/14] 7/13/14, and

provide or arrange services by qualified persons . . .
in accordance with each resident's written plan of 7116/2014 Resident # 2's heel boots

care for two (2) of fifteen (15) sampled residentls are being applied in accordance with
(Resident #2 and #13) and one (1) unsampled MD orders. Resident #2's care plan

residarit (Resident B). has been updated to include floating
hisher heels while in bed if resident

The facility failed to change an Allevyn dressing to

an apened scralched scabbed area on Resident removed those, due to hisher frequent
| #13's right elbow every three (3) days, apply heel removal of them. His/her heels are
" | boots to Resident #2's feet, and ensure Resident being elevated on-pillows or via heel lift

B's call ligh ithi h. i .
call light was within reag boots when in bed as determined by

LABORATORY DIRECTCOR'S OR OVIDER/SUPPLIER, REPRESENTATIVE'S SIGNATURE V TITLE (X6) DATE
~ ' /
. A A
i A) AM A ’s Tra ik 7/ /1Y

Any deficlency slatement ending with an asterisk (*) denotes a deficiency which the instilulion may be excused from corecting providing it is delermined that
other safeguards provida sufficient protection lo the patients . (See instructions.) Excepl for nursing homes, tha findings stated above are disclosable 90 days
folicwing the date of survey whether or nol a plan of correction Is provided. For nursing homes, the above findings and plans of comreclion are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of corection Is requisite to continued
program parlicipalion.
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£ 26| Continung o documented staff observations dn
;7:“;“‘;?“ o pege ! ! 711114, T13/14,7116/14 and 7/18/2014
@ fincings inciude: Resident # 13's treatment is being
| interview, on 0710114 2t 2:20 PM with Corporate . provided in accordance with MD ordejs
Nurse Gonsultant (GNC), revealed the facility did ~as determined by administrative nurse
--not-have-a-policy-to-address-following-the care observation-and-TAR-reviews-on-7/13
. h " . N .
plan. The CNC stated staff know to follow the and 771612014, the order wds

a~

-care plan.

"Observation of Resident #13, on 07/10/14 at 8:25

Review of the July 2014 Treatment Administration

1. Record review revealed the facility admitted
Resident #13 on 05/12/14 with diagnoses which
inctuded Diabetes Mellitus, Anemia,
Schizophrenia, Hypercholesteremia,
Thrombocytopenia, Coronary Artery Disease, and
Tardiva Dyskinesia. Review of the Significant
Change Minimum Data Set (MDS) Assessment,
dated 08/06/14, revealed the facility assesssd the
resident's cognition as severely impaired with a
Brief Interview for Mental Status {BIMS) score of
four (4) which indicated the resident was not
interviewable.

Review of the Comprehensive Plan of Cars, last
revised 07/06/14, revealed the resident was at
risk for pressure ulcers related to decreased
mobility, poor safely awareness, and
incontinence. An intervention, dated 97/06/14,
revealed staff shoutd apply an Allevyn dressing to
open scratched scabbed area on the right elbow
and change every three (3) days and as
necessary. Check every shift for signs and
symptoms of infection.

AM, 8:45 AM and 10:00 AM revealed the rasident
was sitting in a wheglchair with a dressing on the
right etbow dated "7/6" which was four {4) day
priof,

. discontinued on 7/18/2014,

: the Administrator to determine that

- not limited to: heel boots and HO
" glevation

“and 7/48/14) by the ADON and her

=
——

Criteria #2 ~ An audit of ail resider
rooms was completed on 7/11/2014 hy
fl
call lights were easily accessible to
residents. . An audit of resident ancilla
orders was completed on 7/18/14 hy
Administrative nurses to determine that
physician orders for items including bt

were  being
Treatment observations ;3
performed on 7/11/14, 7113114, 7/16/11

designees to determine fhat treatments
were being completed- as per MO
order(s).

Criteria #3 — Nursing staff member
received in-service education on th
requirements of F 282, including, but
not limited to: (1) keeping resident call
lights easily accessible lo residents;
and (2) applying skin care devices suc
as heel boots in accordance with th
care plan and MD orders as provide
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_ by the DONJADON on 7/21/2014 |&
F 282 | Continued From page 2 F 282 712812011
Record (TAR) reveated the last time the dressing ¢ ; ; A
was changed was on 07/06/14. Llcei?sed .nwsmg staff rpembe S
received in-service education qn

Interview, on 07710714 at 10:05 AM with Charge

=

Lintervention, dated 05/08/14, 1o ensure heel

followlng MD orders including, but npt

Nurse (CN)/Registerad Nurss (RN)##2 teveated
dressing changes were 1o be completed by the
medication nurse. The CN/RN #2 verified the
Treatment Administration Record (TAR) and

stated the dressing should have been changed .
gvery threg (3) days and as needed. She

examined the dressing on Resident #13's elbow

and stated the dressing dated 07/06f14 shouid

have been changed on 07/09/14.

Interview, on 67/10/14 at 10:10 AM with the )
interim Director of Nursing (DON), reévealed the
dressing should have been changed on 071(?9/_14.

Interview, on 07/10/14 at 10:13 AM with Licensed
Practicat Nurse (LPN} #2, revealed the dressing
should have been changed on 07/09/14.

2. Record review revealed Rasident #2 was
admitted to the facility on (2/24/1989 with
diagnoses which included Psychosls, Hemiplegia,
Epilepsy, Chronic Obskructive Pulmonary
Disease, Trauma, History of Head Injury, and
Asphyxia. Review of the Quarterly MDS
assessment, dated 05714414, revealed the facility
assessed Resident #2°'s cognition as severely
impaired with a BIMS score of three (3) which
indicated the resident was not interviewable and .
hefshe was tatally dependent on staff for activities
of daily living.

Review of Resident #2's Comprehensive Care
Plan, dsted 01/07/14, and the July 2014 Cerlified
Nurse Alde {CNA) Care Plan, revealed an

- treatment dressings daily to determi
- compliance with the MD treatmeht
" orders.

“and then quarterly as per established
- CQ calendar under the supervision ¢

. Designee shall immediately develop

fimited— to:—~checking— lhe------dates-------:]n
e

Criteria #4 - The CQI lool for the
monitoring of Care Plan Compliang
shall be utilized monthly for 2 month

reported to.the QA Commitiee by i
DON or Designee each month it

completed. If an accepted threshold ¢
compliance is not achieved, the DON ¢

e
$
f
the DON. Resulis of the audits will He
e
$
f

=

and oversee a comective plan. The
details of the corrective plan will bf
t

reported to the QA Commiltee, wi
updated audit results, at the ne
monthly meeting. The QA Commitle
members are comprised of but not
flimited to; Administrator, DON, Medice
Director and Department Managers
Criterla#5 ~ 8/1/14

8/il4

F 323 Free of Accident
Hazards/Supervision/Devices

FORM CMS-2567((2-99} Previous Versions Obsclete
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_ The faciity must ensure that the
F 282 | Continued From page 3

'| Observations on 07/08/14 at 3:35 PM and 3:56

protectors are in place at all imes.

PM, on 07/09/14 at 2:55 PM and on 07/10/14 at
1:20 PM, revealed Resident #2 did not have heel

F 282

5

boots on.

interview with the Assistant Director of Nursing
{DON), on 07/10/14 at 12:40 PM, revealed
Resident #2 was care planned for heel hoots and
the staff should have ensured the resident had
heel boots on at all time.

3. Receord review revealed Resident B was
admitied o facility on 10/27/12 with diagnoses
which included Acute Bronchitis, Obstructive
Chronic Bronchitis with Exacerbations, Digbeles
Mellitus, Cardiac Disease, and Falling. Review
of the Quarterly MDS assessment, dated
05/13/14, revealed the facility assessed Residant
B's cognition as moderately impaired with a BIMS
score of eight (8} and the resident was totally
dependent on staff,

Review of Resident B's Comprehensive Care
Plan, last revised 10/24/13, for af risk for falls,
revealed an intervention to enure call light was
within reach, encourage resident fo use i for
assistance as needed and provide a prompt
response to all requests for assistance.

Observation on 07/07/4 at 06:25 PM, 7.50 PM,
and 8:23 PM revealed Resident B's calt light was
on the ficor under the bed.

Jnterview with Licensed Practical Nurse (LPN} #8
on 07/07114 a1 810 PM, revealed staff conduct
rounds every two (2) hours,

--prevent-accidents.

resident environment remains as free o
accident hazards as is possible; and
each resident receives adequate
supervision and assistance devices 1g

Criteria #1: The emergency call ligh
cords for the resident bathrooms fo
rooms 113 and 114 were lengthened t
accommodate resident needs by th

. maintenance department on 07/10/14

Resident #B has hisfher call light easil
accessibie when in-room as determine

" by documented staff observations o

7111114, 7113114 and .7/18/14 Residen
# T's safely alarm is being applied an

functioning properly as determined b

documented staff observations o©

THAM4, 713114, and 7/18/014

Criteria #2: An audit of all residen
rooms was completed on 7/11/14 by th

Administrator to determine that all cal
lights were easily accessible t

residents. An audit of all resident{
bathroom emergency call light cord

was completed on 7/10/14 by th

maintenance depariment.  All werl
noted to be of adequale length. AW
audit of all resident personal alarm

was completed on 7/11/14 by nursin

administrative staff to determine that al
were properly applied and functioning.

FORM CMS-2567(02-09) Pravlous Vessions Obsolote
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¢ 26| cont | Criteria #3: — Nursing staff members
! ‘:"“’_“‘ed Fr%?ig:fii4t823 o A F282]  received in-service education on thel
nterview, on at8: Wi . * ) ik ; :
revealed he had no idea where the call light was ) faCIllty’S perso'r_lal alarm pOIEC,y w hECh
but with further investigation he found it under the : includes CheCkmg flor pr'oger fun'ctsomng
bed. He stated the resident was supposed to . of the alarm each time it is applied, and
hava the-caltight-in-place-so-the-residentcoukd app;ying---the---a!arm---iﬁ—--acc()rdance--witb
contact staff ' “the care plan - as provided by the
{ADON), on 07/10/14 at 12:40 PM, revealed the . and 7/28/2014.
purpose of the care plan to provide staff with the- - All nursing and housekeeping staff have
information they needed to provide care fo the received  in-service educalion on
residents. She stated she expected the staff fo . id ' . I liah : d
follow the care plans. : - fesidents’ access to call light cords and
to report any problems with call light
Ln;{e%ﬁ»; “:t; tgg mc. AD?:datEd DON, :Dn cords to maintenance for repair (this
d 2 , Tevea e care pltan was o ' H
& directive as to what care staff should provide to includes bed,s 'de call i[ghfS and
each resident. They stated they expected the - bathroom call lights), as provided by the
staff to follow the care plans. - DON/ADCN on 7/10/2014, 7i21/2014,)
F 323 | 483.25(h) FREE OF ACCIDENT F323] : and 7/28/2014. :
§5=D | HAZARDS/SUPERVISION/DEVICES .

¢ | the facility failed to ensure each residant had

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

This REQUIREMENT is not met as evidenced
by:

Based on obsetvation, interview and review of
facllity policy and procedures, it was determined

adequate supervision and assistive devices 1o
prevent accidenis for one (1) of fifteen (15)

Criteria #4: The CQI tool for the

-calendar under the supervision of the

monitoring of Care Plan Compliance
related fo the use of safety devices and
prevention of accidentsfhazards shall
be utilized monthly for 2 months and
then quarterly as per established CQl

DON. Results of the audits will be
reported to the QA Commiittee by the
DON or Designee each month it is
completed. If an accepted threshold of]
compliance is not achieved, the DON or
Designee shall immediately develop

FORM CM$-2667(02.99) Previous Versions Obsalata

Evend iD: GUCLT

Facility 1D: 100144
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F 323 | Continued F and oversee a correclive plan. The
nued From page & : ' s :
onti Pag F923)  details of the corrective plan will He
h

LO511144, a sensor. pad atarm.was.implemented

8afe Environment", last revised 12/07, revealed

unsampled resident (Resident B). Resident B's
call light was observed on the floor not in reach of
the resident for over two {2} hours and on

_updated audit results, at the negt

reported to the QA Committee, wi

monthly meeting. .

for Resident #7; howsver, observation on
Q7109114 reveated Resident #7's sensor pad
alann was observed to be off. Additionally, call
light cords, in two (2} resident bathrooms (Room
#1413 and #114) wers not at an adequate lengfh to
ensure resident’s would be able to call for
assistance if nesded.

The findings include;
Review of ihe facility’s procedure, titled "Reslident
the call fights should be within reach of residents.

1. Observations on 07/08/14 at 10:25 AM and on
07/09/14 at 8:05 AM, 8:50 AM, 9:00 AM and
12:30 PM revealed the bathroom call light cords
In Rooms #113-and #114 did not extend any
further than 10 {ten) centimeter from the
bathroom caltlight. -

Interview, on 07/09/14 at 1:05 PMwith the
Assistant Director of Nursing (ADON) revealed
the bathroom call light cords should be within
reach and the 10 (ten) centimeter chain would not
be of adequata length for all residents at all times.

2. Record review ravealed the facility admitted
Residant B on 10/27/12 with diagnoses which
included Acute Bronchitis, Obstructive Chranic
Bronchitis with Exacerbations, Diabetes Mellitus,
Cardiac Disease, and Faliing. Review of the
Quarterdy Minimum Data Sef (MDS) assessment,
dated 05/13/14, revealed the facility assessed

“review the maintenance log for need

' then every 6 months as per establish

 will be reported to the QA Committee by
-each month it is completed. If a

- achieved, the DON or Designee shal

" corrective plan will be reported to th

_ results, at the next monthly meeting.

The--maintenance---department —shall

monitoring of emergency call light cor

repairs daily (M-F). The CQl tool for tje
S
shall be completed monthly X2, and

CQl calendar under the supervision of
the administrator. Results of the audils

the Maintenance Direclor or Designe

accepted threshold of compliance is ngt

immediately develop and overses
corrective plan. The details of th

— W LT

QA Committee, with updated aud

—

The QA Committee is comprised of by
not limited to the Administrator, DON,
Medical Director, and Departmer
Managers.

Criteria #5; 8/1/14

L ——

B4

F 441 INFECTION CONTROL,
PREVENT SPREAD, LINEN
The facility shall establish and maintaity

FORM CMS-2667(02-99) Previous Vessicns Obsolele

Event 1D, OUCL1Y
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‘ . an Infection Control Program designed
F 323 | Continued From page 8 g g

Resident B's cognition as moderately impaired
with a Brief Interview of Mental Slatus (BIMS)
score of eight {8) and the resident was totally
dependent on staff. '

F 323

A

to provide a safe, sanitary and
" comfortable environment and to heip
.prevent  the  development  ang
! transmission of disease and infection.

| light should be in reach so the resident could call

: | 05111714, revealed Resident #7 was at risk for

Observation, on 07/07/14 at 6:25 PM, 7:50 PM,
and 8:23 PM revealed Resident B's call light was
on the floor under the bed.

interview, on 07/07/14 at 08:23 PM with Certified
Nurse Aide (CNA) #4 revealed the resident's call

for assistance if neaded. The CNA traced the call
light cerd to underneath the bed and placed the
cord within reach of the resident.

3. Record review revealed the facility admitted
Resident #7 on 12/30/09 with diagnoses wiich
included Andety Disorder, Alzheimer's, and
Generalized Osteoarthritis and backache
secondary to Degenerative Joint Disease, Review
of the Quarterly MDS assessment, dafed
05/05/14, revealed the resident's cognition was
severely impaired with a Brief Interview Mental .
Status (BIMS) coded as ninaty-nine (99) which
indicated the resident was no interviewable.
HeiShe required one (1) person assist for -
ami;u[atian and transfers. .

Review of facility Evenl Reports, dated 02/01/14,

04/03414 and 05/11/14, revealed Resident #7 had
sustained falls. On 05/11/14, a sensor pad alarm

was chosen as the intervention.

Review of the Comprehensive Care Plan, initiated |

falls and an intervention io provide a sensor pad
to bed, recliner and wheelchalr. Review of the

July 2014 SRNA Care Plan Record revealed

~Griteria-#-1:-Resident-#2-is-provide
"care in a manner to help prevent thg
development and f{ransmission o
. disease and infection as determined by
‘documented  care  observatior|
performed by administrative nurses on
71112014, 711312014 and 7/18/2014.
" Criteria # 2:.. Random resident care’
observations were done on 7/11/2014
7M13/2014  and 7182014 Dby
administrative nurses to determine thal
resident care Is being provided In 4
manner to  help prevent  the
development and transmission of
disease and infection. .
Criteria # 3: SRNA's received in
" service education on hand washing and
infection . control  praclices when
providing care as provided by the
DON/ADON on 7/10/2014, 7/21/2014 &
71282014},
Criteria # 4: The QA indicator tool fos
the moniloring of infection control shall
be utilized monthly X 2 months and
then quarterly as per established QA
calendar under the supervision of the
Director of Nursing. Results of the

FORM CMS-2567(02:09} Previous Versions Obsolele Event iD: QUL
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Resident #7 was 1o have a.sensor pad alarm to
wheelchalr, recliner and bed.

Observation, on 07/09/14 at 8:32 AM, revealed

-|-Resident£7.was.in.a recliner.and the sensor

¥

Designee each month it is completed. {If
an accepted threshold of compliance [s
not achieved, the DON or Designqe

op

alarm was not blinking. At 840 AM, Registered
Nurse (RN} #2 and another staff member
assisted the resident up out of recliner to check
the sense alarm and the alam did not sound.
RN#2 then proceeded to turn on the alarm.

Interview with SRNA#3, on 07/09/14 af 9:00 AM,
revealed she had provided personal care to
Resident #7 and slated that she was unsure if -
she checked to see if the sensor alam was
functioning properly or if the sensor alarm was on
or off.

Interview with the Director of Nursing (DON), on -

07/09/14 at 3:43 PM, revealed her expeclation
was when residents were provided care staff
should check the funclionality of the alarms and
ensure alarms were in place.

483.85 INFECTION CONTROL, PREVEN
SPREAD, LINENS .

The facility must establish and maintain an
InfectionConiral Program designed to provide a
safe, sanitary-and comfortable enwironment and
to help prevent the development and transmission
of disease and infection.

{a) Infection Gontral Program
The facility must establish an Infection Coniro!
Program under which it -

t | (1) investigates, cortrols, and prevents infections

in the facility, :
{2} Decides what procedures, such as isolation,

F 441

shall.immediately.develop.and.overs
a corrective plan, The details of the
corrective plan will be reported fo th
QA Committee, with updated audil
results, al the next monthly meelin
The QA Commiltee is comprised of b
not limited fo the Administrator, DON
Medical Director and Deparimer
Managers. '

Criteria # 5: 8/1/2014

~
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should be applied {0 an individual resident; and
(3} Maintains a record of incidents and corrective
actions related 1o infections.

(b) Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isofation 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 direct contact with residents or their food, if
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
professionat practice.

{c} Linens

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

This REQUIREMENT is not met as evidénced
by:

Basad on observation, interview, record review
and review of the facility policy and procedures, i
was determined the facility falied to ensure
appropriate hand washing and glove application
during personal care for one (1) of fifteen (15)
sampled residents (Resident #2). Stale
Registered Nurse Aide (SRNA} #4 and SRNA #5
gtoved then touched an oxygen concentrator,
privacy curiains, tube feeding and IV poles, a
rolled up floor mat, bed, and cord to the oxygen
concentrator and then touched Resident #2's
Texas catheter without changing gloves and
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washing hands.
The findings include:

Review.of he facility's Infection Control policy. not

dated, revealed it was the policy of the facility o
provide a safe sanitary and comfortable
environment. The facility will investigate, control,
and attempt {0 prevent the development and
transmission of infections. "1, This facility's
infection control policies and procedures will
apply equally t& ali personne!, residents, visitors,
volunteer workers, and the general public alike,
regardless of race, color, creed, national origin,
religion, age, sex, handicap, and marital or
veteran status. 2. The objectives of our infection
control policies and procedures are to: a)
tnvestigate, control, and prevent infections in the
facility; b} maintain a safe, sanitary, and
comfortable environment for personnel, residgents,
visitors, and the general public.

Review of the facllity's policy "Gloves”, not dated,
revealed gloves shiall be worn when handling
bload, fiuids, secretions, excrelions, Mmucous
membranes and/or non-intact skin. 3. The use
of gloves will vary according to the procedure
involved. The use of disposable gloves is
indicated for procedures where blood, body fuids,
secrefions, excretions, mucous membranes
and/or nen-intact skin are handled and includes
the following circumstances: If handiing soiled
items that may be confaminated; during al}
cleaning of blood, hody flulds, and
decontaminaling procedures. Handwashing/hand
antisepsis is necessary when gloves are
removed,

Review of the facility’s policy "Handwashing”, not
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dated, revealed handwashing and hand
antisepsis shall be regarded by this facility as the
single most important means of preventing the
spread of infections. 2} If hands are not visibly
soiled, use an alcohol-based hand rub for
routinely decontaminating hands in all other
clinical situations described in items d-
{alternatively wash hands with an anfimicrobial
soap and water in these clinical situations; d}
before having direct contact with residents, i}
After contact with inanimate objects (including
medical equipment} in the immediate vicinity of
the resident, j} after removing gloves, and k)
whenever in doubt, 4) The use of gloves does not
replace handwashing/hand antisepsis. 6) Change
gloves during care if moving from a
confaminated-body site to a clean-body site.

Record review revealed the facility admitted
Resident #2 on 02/24/1998 with diagnoses which
included Psychosis, Hemiplegia, Epilepsy,
Chronic Obstructive Pulmonary Disease, Trauma,
History of Head Injury, and Asphyxia: - Review of
the Quarterly Minimum Data Set (MDS)
assessment, dated 05/14/14, revealed the facility
assessed Resldent #2's cognition as severely
impaired with a Brief Interview of Mental Status
{BIMS) score of three (3} and the resident was
totally dependent on staff.

Observation, on 07/08/14 al 2:55 PM of SRNA#4
and SRNA #5 providing personal cars to Resident
#2, revealed the SRNAs gloved after coming into
the resident's room and then proceeded to touch
touch the privacy curtains, an oxygen
cancentrator, ube feeding and Intravenous pole,
a rolled up floor mat, bed, and cord to the oxygen
concentrator. The SRNAs failed fo remove the
gloves and wash their hands prior to touching the
Event 1ID: OUCLYE Fasity Ky, 100144 H continuation sheet Page 11 of 12
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Interview, on 07/09/14 at 3:10 PM with SRNA #4,
revealed he touched the draw shest, bed, oxygen
cord, power cord, tube feeding pump and did nof
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take old gloves off or wash hands or put orn new
gloves. He stated he was taught to change
gloves, wash hands and reglove after touching
objects and before providing care.

Interview, on 07/09/14 at 3:10 PM with SRNA#5,
revealed she touched the door, the privacy
curtain, the call light, the floor mat, the remote
confrol, the oxygen cord, the pumps and did not
change glovesiwash hands and that could cause
cross contamination. She stated they should
have situated everything then washed hands and
put on gloves.

Interview, on 07/00/14 at 415 PM with the
Director of Nursing {DON]), reveated she
expected staff to change gloves, wash hands and
reglove prior to providing care to the resident.
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CFR: 42 CFR 483.70(a 3293037 N
(a) V¥ : ¢ 2.1
"5 by

BUILDING: 01.
| PLAN APPROVAL: 1965,
SURVEY UNDER: 2000 Existing.

FACILITY TYPE: SNF/NF. \ W

% G & 4"
TYPE OF STRUCTURE: One (1) story, Type lli \'\_j'_-*.-',,-;, gLGL VLY
(211). —

SMOKE COMPARTMENTS: Four (4) smoke
compartments.

FIRE ALARM: Complete fire alarm system
installed in 1965, and upgraded in 2005 with 21
smoke detectors and O heat detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system installed in 1965 and upgraded
in 2009.

GENERATOR: Type Il generator installed in
2009. Fuel source is Digsel.

A standard Life Safety Code Survey was
conducted on 07/08/14. The facility was found not
to be in compliance with the requirements for
participation in Medicare and Medicaid. The
facility is certified for seventy-three (73) beds with
a census of fifty-nine (59) on the day of the
survey. ’

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

(X6) PATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ‘
Y Advhthtet /287l

Any deficlency slatement ending with an asterisk ") denotes a deficiency which the inslitulion may be excused from correcling providing it is determined that
other safeguards provide sufficient pratection lo the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey wheather or 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 documenls are made available to the facility. If deficiencles are cited, an approved plan of comrection is requisite to continued
program pariicipation,
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X Disclaimer; Preparaffon and execution of this
K000 | Continued From page 1 K000)- plan of correction does not constitute admission
Regulations, 483.70{a) et seq. (Life Safety from or sgreement by the provider of the truth of the
Fire). facts afleged or conclustons set forth in the
statement of deficlency. This plan of correction
Deficiencies were cited with the highest Is prepared and executed solely because it Is
deficiency.identified at "E" level required by federal and state law.
K 047-] NFPA 101 LIFE SAFETY CODE STANDARD K047}
SS=E " K 047 Exit and directional signs are displayed In

Exit and directional signs are displayed in
accordance with section 7.10 with continuous
ilumination also served by the emergency lighting
system. 18.2.101

This STANDARD is not met as evidenced by:
Based on observation and interviaw, it was
determined the facility falled to ensure exit signs
were maintained in accordance with National Fire
Protection Association {NFPA} standards. The
deficiency had the potential to affect two (2) of
four (4) smoke compartments, residents, staff
and visitors. The facility has the capacity for
seventy-three (73) beds and at the time of the
survey, the census was fifty-nine (59},

The findings include:

Observation, on 07/08/14 at 1:15 PM with the
Maintenance Supervisor, revealed the lobby side
of the fire doors on the 100 hali did not have an
exit sign located above the fire doors.

Interview, on 07/08/14 at 1:16 PM with the
Maintenance Supervisor, revealed he was

- | siaware the exit signs in the facility were required

to be on both sides of the fire doors.

accordance with section 7.10 with confinzous

Hlumination also served by the emergency lighling
© syslem.,

Criteria 1 - The lobby side of the fire deors on the

doors.  An exit sign pofnting foward ihe front exit at
. the lobby side of the 200 hall were added on
71972014,
Crileria 2 — All four smoke compartmenls were
inspeclad by the Admimisirator and Maintenance
Supervisor using an audiling tood on 7/0f014 fo
- delermine ¥ any other areas were at risk to affect
. residents, staff, and visilors. No furlher areas were
identified.
Criteia 3 - The Maintenance Supervisor has
received in-service education from the Administrator
on 7/9/2014 to assure thal exi{ and directional signs
are displayed In accordance with section 7.10 with
conlinuous illumination and that exit signs are
located on both sides of the fire doors..
Criteria 4 — The QA indicator toc! will be ulilized by
the mainlenance supervisor monthly X 2 then
quarterly thereafter to idenlify potential issues with
exil or directional signs above fire doors. Findings of
the audils will be brought lo the QA mesting by the
maintenance director or designee each month it Is
completed. 1 an accepled threshold of compliance is
not achieved, the maintenance dirsctor of designee
will immedialely develop and oversee a corieciive
plan. The dstails of the comective plan will be
reported to the QA Commillee, with the updated
audit resulls, at the next monthly meeting. The QA

106 hall have had an oxit sign localed above (he fire:

committee includes, but Is not limited fo, the~
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. ) Administrator, DON, Medical Director, Maintenanda
K047 | Continued From page 2 KO47|  supervisor, and Department Mangers
Observalion, on 07/08/14 at 2:30 PM with the . Crileria § 712612044
Malntenance Superviscr, revealed no exit sign .
pointing toward the front exit at the lobby side of :
the fire doors on the 200 hall.
Interview, on 07/08/14 at 2:31 PiM with the ' . )
Maintenance Supervisor, revealed he was . !(052 A fire alarm syslefn ;gqmrf;d for ife safeiy‘ N
en : installed, lested and maintained in accordance w
unaware one {1) side exits was taken away, then NFPA 70 National Eleckical Cade and NFPA 72
a new exit sign was required lo direct you through ) The system has an agproved maintenance a ;
the front . . fesling program  complying with  applicab
: . . requirernents of NFPAA 70 and 72..
The cansus of fifty-nine (59) was verified by the Crteria 1 — The fire alann charger, battery,
Administrator on 07/08/14. The findings were discharge, and low voltage fests were conducted an
acknowledged by the Administrator and varified ) - documented by the fire alarm inspecting and teslin
by the Maintenance Supetvisor at the exit company used by this facility. On 7/10/2014 n
interview on 07/08/14. Issues were found.

Citeria 2 — The maintenance supervisor an
Actual NFPA Standard: _ administrator reviewed all other required testing t
ensure no other tests wera required and not done o

Refarence: NFPA 101.(2000 edition} 7.10.1.2* 711012014, no cther issues were found.. .
Exits. Exits, other than main exterior exit doors Ciiteria 3 — The maintenance supervisor and hi
that obviously and clearly are identifiable as exits, assistenl have received in-service educalion by th

Administrator on 7/10/2014 on the required annugf
shall be \ it visible fr testing
markgd b’f an approved sign readily visiole from Criteria 4 — The Maintenance Supervisor will use
any direction QA monitoring tool on 2 monthly basis X 2, the
of exil access. _ quarterly thereafter 1o assure thal all required testin
7.10.5 Hlumination of Signs. are conducted in | accordance with NFPA standards.
7.10.5.1* General. Every sign required by Findings of the audits will be reported o the
7.10.1.20r Committee by the Maintenance Supervisor eac
7.10.1.4, other than where operations or month it is complated. If an accepled threshold
processes require low compliance is not achiaved, the DON or Designe
lighting levels, shall be suitably fuminated by a shall immetiiately develop and oversee a coreclv
reliabla tight plan. The detalis of the cprrective plan, The detail
| source. Externally and internally iluminated signs of the corrective plan will be reported 1o the
shall be legivle Commiites, with updated audit resulls, al the nex
< | in both the normal and emergency lighting mode, . m“{"‘{,“f{";e“{"g-i:h"g P?’Rg*;gfe g‘g‘;jde?&g’é;
o not limited fo, the Administrator, ) i
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052 Diteclor, Maintenance Supervisor, and Deparimen
88=F IVianagers.,
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. Criteria 5 : 72620014
K 052 | Continued From page 3 K 052 ¢

A fire alarm system required for life safety is
installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72, The system has an approved maintenance
and testing program complying with applicable

requirements of NFPA70 and 72, 9.6.1.4 h -

This STANDARD is not met as evidenced by:
Based on fire alarm inspections and interview, it
was determined the facitity fafled to ensure the
fire alarm syslem was inspected and tested in
accordance with National Fire Protection
Association (NFPA) Standards. The deficient
practica has the potential to affect four {4) of four
{4) smoke compariments, all residents, staff and
visitors. The facility has the capacity for
seventy-three (73) beds and at the time of the
survay, the census was fifty-nine (59).

The findings include:

Fire alamm inspection review, on 07/08/14 at 11:20
AM with the Maintenance Supervisor, revealed

+| the eharger test was not documented on the fire
alam inspection paperwork.

Interview, ory 07/G8/14 at 11:21 AM with the
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Maintenance Supervisor, revealed he was
unaware the inspection company was fo perform
a charger fest on the fire alanm batterfes on an
annual basis.

Fire alaim inspection réview, on 0770814 at 11,25
AM with the Maintenance Supervisor, revealed
the discharge test was not documented on the
fire alarm inspection paperwork.

Interview, on 07/08/14 at 11:26 AM with the
Maintenance Supervisor, revealed he was
unaware the inspection company was to perform
a discharge test on the fire alarm batteries on an
annuai basis.

Fire alarm inspection review, on 07/08/14 at 11:30
AM with the Maintenance Supervisor, revealed
the foad voltage test was not documented on the
fire alarm inspection papgrwork, '

Interview, on 07/08/14 at 11:31 AM with the
Maintenance Supervisor, revealed he was
unaware the inspection company was to perform
a load voltage test on the fire alarm batteries on a
semi-annual basis,

The census of fifty-nine (59) was verified by the
Administrator on 07/08/14. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisor at the exit
interview on 07/08/14.

Actual NFPA Standard:

Reference: NFPA 101 (2000 ed.), 9.6.1.4. Afire
alarm system required for life safety shall be
installed, tested, and maintained in accordance
with the applicable requirements of NFPA 70,
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