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. SUMK’LERY STATEMENT OF DEFICIENCIES

: "; resrdenis (Res;dent #7). Resident #7 had an

i ‘l unwitnessed fall from a geri-chair and the facility
' | failed to revise the care plan to address the root
i cause of the fall.

i

‘ The findings include:

3

e 1 "Resident Fall:angd Injury Monitoring

R - Policy-Protocol'; not dated, revealed when a

! resident falls, the incident is evaluated thoroughly
to determine any-areas of risk that are
amendable to maodification. Afler determining the
risk of falling the_‘resident is educated about
activities that refijire modification, The plan of
‘action s determined using resident input and the
care needs shest is changed to reflect the plan of
care and the new plan of care is communicated
" to staff.

W

i Record review ravealed the facility admilted
Resident #7 on,10/07/13 with diagnoses which
included Depregzion, Sundowners, Cerebral
Vascular Accident with right sided Hemiplegia,
Arthritis, Vascular Dementia with Hallucinations
and insomnia,, Review of the Quarterly Minimum
Data Set (MD“‘ assessmeni, dated 01/14/14,

‘ revealed the facilily assessed Resident 7's
coqnmon as moderately impaired with a Brief

1 interview for Mental Status (BIMS) score of ten
| {10) and requiting totat assistance with all areas
! of Activities of Daily Living (ADLs).

| Review of the Nurse's Nole, dated 01/03/14 at

‘ 4:30 PM, and an Incident Report Investigation,

| daled 01/03/14, ;evea!ed Resident #7 was found
iylng an the ﬂc\.;, in hisfher room beside his/her

{ geri-chair. Theyrgsident stated he/she slid out of

g the chair, The{g?,was a note that the resident had

oA

' Review of the f"xlélilitys policy and procedure titled,

Review of resident care plans occur every
90 days and as needed due to changes in
resident status and will include the
revision of the care plan following a fall or
other incident involving resident safety
and will inciude the addition of a new
intervention that was initiated when a fall
occurs, depending upon the root cause. A
review of resident #7’s care. plan on
3/14/14 per MDS nrse revealed that bed
and chair alarms :were identified as an
intervention piewously and will be
continued. )
In-services were co nducted on 03/31/14,
04/01/14, 04/02/14, 04/03/14, 04/04/14,
04/05/14, and 04/06/14 by the DON with
Licensed Nurses on comprehensive
completion of the fall assessment form to
include establishing the root cause of the
incident and implementing a new
intervention to prevent a recurring fatl,
depending upon the root cause, and if
appropriate.

A list of the commonly vsed interventions
to prevent a recurrence of a fall will be
posted in the nurses'charting room to assist
nursing. staff in selection of another
intervention, should a change be
appropriate following a fall, The nursing
staff will be in-serviced on the use of the
list to assist in completing the fall
assessment record.

Identify Others:
All residents identified as having a fall

have the potential to be affected by the
same practice, if the root cause of the
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| been known for daliberately sliding out of the

| chair in the past. The resident was placed back
' in the geri-chair-and then to bed. There was no

documented evisience the facility determined the
cause of the ‘fa]‘:&.%’,w

[ Interview with \izensed Practical Nurse (LPN) #3,

' ‘ on 03/13/14 at #: ’5 PM, revealed he/she had

j been the nursgsp duty on 01/03/14 when

| Resident #7 fell: LPN #3 staled she assessed

' Resident #7 for injuries, placed him/her back in

i the geri-chair, then placed him/her in bed. LPN
#3 revealed she did not investigate to determine

| the raot cause of the fall and faited to revise the

| care plan with a gjew intervention to address the

i fall. LPN #3 m"oaled she should have revised

! the care plan. Tie LPN revealed Resident #7

| was placed bar; 1in the geri- -chair the nexl day

| (01/04/14) wnh.{:o new fnterventions in place.

Review of Resiiient #7's Comprehensive Care

"I Planfor Risk oy lalls, dated 10/22/13, revealed

1

: there was no g¢ydsion to the care plan {o address
: the resident slizing out of the geri-chair on
01/02/14.

Further review of.an Incident Report
investigation, dated 01/12/14, revealed Resident
#7 had anoiher‘un witnessed fall from the

i geri-chair. Thg "101I|{y determined the cause of

i the fall was the ,'meet in the resident's geri-chair.

I They changed. 1,1 7 sheet to a blanket to try to

i prevent a reoqqﬂrsnce

lnterv:ew with; f}1 i€, Director of Nursing {PON), on

03/13/14 at 3:5¢ 'JM reveaied the root cause of
: Resqient #7's. f:' .on 01/03/14 was determined to

- be.a;purposetiii; ,:El and it would have been the

| responsibility of the nurse working at the time of

incident is not established and a new
intervention implemented, if appropriate,
depending upon the root cause. The care
plan must be communicated to the nursing
staff and care provided in accordance with
the care plan as revised.

The facility DON evaluatediscreened all
i residents in facility utilizing a geri-chair
for fall intervention, Completed on 4/4/14.
No other residents were identified to have
immediate concerns however Physical
Therapy has completed an evaluation on
Res #7 to assess risks versus benefits of
geri-chair use. Res #7 was deemed
appropriate for geri-chair use. MDS nurse
has reviewed all care plans on 4/7/14 for
careplan accuracy involving falls, type of
chair specific to each resident’s needs and
alarms.  No deficiencies noted during
these reviews by the MDS nurse on 4/7/14.

In addition, the MDS  nurse,
Administrative RN, and QA nurse have
reviewed 75% of resident charts and care
plans for any issua related to care planning
the resident’s needs.as a way fo ensure no
care- planning deficiencies. These chart
audits were completed between 4/6/14-
4/23/14.

QA meetings are held daily (mon-fri) with
DON, MDS nurse, QA nurse, and nursing
staff on duty to discuss any falls that have
occurred, nature of event, root cause of
fall, any new interventions, care-planning,
and if therapy evaluation is needed. These
daily meetings will help to ensure that ail
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F 282 i 483,20(k)(3)(iiy SERVICES BY QUALIFIED
55=D  PERSONS/PER (‘ARE PLAN
Jap—— . Ak u
" The services prowdad or arranged by the facility
- must be provided.by qualified persons in
{ accordance with each resident's wrilten plan of
| care, -

w

| This REOUIRFML.NT is not met as evidenced

| by:

! Based on obsb.rvanon staff and resident

; interview, and; ﬁcglliy policy review it was

* determined tha facility failed to ensure
interventions were implemented per the plan of
care for one {1)if fifteen (15) sampled residenis
{Resident #2). .. Fesident #2 was care planned to
have a pressure alarm to his/her chair. However,
Vo : observation of Resident #2 revealed the resident
o - was sitting in the bedside recliner and no chair

| alarm was in place.

N

The findings include;

Revaew of the fdcmty s policy titled, "Care Plan
Policy", not datgd, revealed an individualized

| Comprehensiveyf3are Plan that includes
measurable objeclives and timetables to meet the
resident's medigal, nursing, mental and

. psychological nzsds is developed for each

: resident. The fanility's care
planning/interdisciplinary team, in coordination
with the resident, his/her family or representatives
(sponsor), develops and maintains a
comprehensive care plan for each resident that

. identifies the highest level of functioning the

| s
‘ . RS

...4 ._

changes or concerns so that nursing and
MDS nurse can ensure timeliness of care-
planning updates,

Systemie Changes!

In-services were conducted on 03/31/14,
04/01/14, 04/02/14, 04/03/14, 04/04/14,
04/05/14, and 04/06/14 by the DON with
Licensed Nurses on comprehensive
completion of the fall assessment forn to
include establishing the root cause of the
incident and implementing a new
intervention {o prevent a recurring fall,
depending upon the root cause, and if
appropriate,

A list of the commonly used interventions
to prevent a recurrence of a fall was
posted in the nurses charting room on
3.31.14 by the DON to assist nursing staff
in selection of another intervention, should
a change be appropriate following a fall.
The nursing staff were in-serviced by the
DON on 03/31/14, 04/01/14, 04/02/14,
04/03/14, 04/04/14,  04/05/14, and
04/06/14 on the use of the list to assist in
completing the fall assessment record.

QA meetings are held daily (mon-fri) with
DON, MDS nurse, QA nurse, and nursing
staff on duty to discuss any falls that have
occurred, nature of event, root cause of
fall, any new interventions, care-planning,
and if therapy evalnation is needed. These
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T
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resident’s comprehensive care plan has been
designed to incorporate identified problem areas;
incorporate risk factors associated with identified
! problems; and, ald in preventing or reducing
declines in the’ reqident's functionat status and/or
functional Iev‘elr» 3

Record review. r veated the facility admitted
Resident #2 on;07/01/08 with diagnoses which
included Mild Damentia, Miid Micro Albuminea,

.| Cellulitis, Respiratory Distress, and Congestive

, Heari Failure. Review of the Quarterly Minimum
Data Set (MDS8) assessment, dated 02/20/14,

1 revealed the facilily assessed Resident #2's

cognition as cognitively intact with a Brief
Interview of Mental Status {BIMS) score of a
twelve {12}, (which indicated the resident was not
i cognitively impaired) and requiring extensive

. assistance with Activities of Daily Living.

Review of the'C’b’mprehensive Care Plan for Risk
for Falls and Injury, last revised 02/21/14,
reveatled interventions for staff to use a pressure
pad atarm for had/chair and to answer promptly if
: sounds. Review of Quick Reference Card for

‘ : Nurse Aides (NA), with no date, revealed

! Reglde_nl #2 required a pressure alarm pad for

- ! bed/chair due to fall risk,

i Observation, on 03/13/14 at 9:15 AM, revealed

| Resident #2 was sitling in a recliner and Nurse
| Aide (NA) #1 and NA #2 {ransferred Resident #2
from the recliner.jo the bedside commode. There
' was no pressule alarm on the seat of the recliner.
! Interwews on ( (1 314 at 9 15 AM with NA #1
i - and NA#2, rev;,aled there was no chair alarm on
i the redliner. mg,m and NA #2 slated there

appropriately and timely. These meetings
also address resident status changes or
concerns so that nursing and MDS nurse
can cnsure timeliness of care-planning
updates. Education completed by
Administrative RN.on 4/7/14 for the DON
and MDS nurse to ensure understanding
how this will be tracked through QA

The policy and procedure for updating and
reviewing of care plans following a fall for
a facility resident was revised and
modified by the DON and Administrator
on 3/31/14 to include the following: :

1. The post-fall assessment was
revised to include establishing the
root cause of the fall by the
investigating nurse,

2. The post fall assessment was
revised on 03/31/14. by the
Administrator and DON to
include the documentation of the
new intervention implemented,
depending upon the established
root cause.

3. QA monitoring list was revised
on 04/03/2014 to include
checking the application of chair
alarms to chairs, g-chairs and/or
recliners, as appropriate. The QA
nurse will monitor items on the
quality congrol list weekly and as
necessary,

4.  Alarm, monitoring for use and
proper placement wasi added to
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* should have be@n a pressure alarm on the the s by the QA nurse on
“ | recliner per thacare plan 4.3.14 for a visual check off on
- i P i pian. each nursing shift, 7-3, 3-11, 11-
Interview, on 03/13/14 at 10:00 AM with Certified 7, by the facility nursing staff.
- - -+ Nursing Assistant. (CNA) #7, revealed she helped
N " transfer Resident #2 to the recliner that moming Monitoring:
‘ ' and did not recall,an alarm being in the recliner. onttoring:
i She stated Resident #2 was care planned for a . - . .
\ pressure alarm and it should have been in place The assistant administrator will continue
, ' to maintain record reviews of QA
1 Interview. on ﬁ'%'ﬁ 3/14 at 9:18 AM with Licensed documentation that will include reviews of
- . | Practical Nurse.(LPN) #1, revealed Resident #2 post fa?' assft?ssni:ellllts EO Snsure Ehat the
. | did not have an.alarm in histher recliner and root f,aijsz 0 E all an ¢ intet{\;tianttgnlwas
i should have had one on the recliner before staff estab |SHE at! ¢ time of the fall and that a
| assisted the resident to the recliner. She stated new Intervention (o prevent reoccurrence
the chair alarm ivas included on the care plan. of a fall was implemented, if appropriate.
! The CQI committee will auditreview QA
: Interview, on 03/1 4/44 at 11:50 AM with reports relative to chair alarms being
{ .. .| Registered Nurse (RN)/Floor Supervisor #1, properly _ applied to B
P " revealed she expected staff to be familiar with the chairs/chair ?'I recliners, as appropriate.
: { care plan interventions and the alarm should These audits conducted by the CQI
g | have been In plade and activated. f:omnlnttee will be_performe.d quarterly z!nd
; ‘ identify any deficient practice of applying
 Intarview, on 03/14/14 at 10:18 AM with the Chalrfg-chall.'sf.l’ecllrllers will be reported fo
| Director of Nursing (DON), revealed the staff the  Administrative  Staff. The
| should have folfigwed the care plan and the atarm Administrative  Staff composed of the
- should have been on the recliner. Asst. Adm, Adm. Asst., MDS coordinator,
F 323 t 48325(h) FREF‘:OF ACCIDENT F 323 andfor the Compliance officer will ensure
SS=D1 HAZARDS/SUP‘E--RV]S|ON/DEV|CES that re-training and increased [
| ,: comprehension is attained by the nursing
‘ o staff involved. |

| The facility must ensure that the resident

. environment remains as free of accident hazards
i as is: possible; and each resident recelves
adequate suparvision and assistance devices {o
prevent accidents.

The QA nurse will continue to meel
quarterly with the QA committee to
discuss  portions of the  weekly |
observations of application of the chair /g-
chairfreciiner alarms and the .need for
increased emphasis on training and/or
retraining in  these areas to ensure
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§ This REQUIREMENT is not met as evidenced
by:
H Based on observation, interview, record review,
s | and review of the facility’s policy and procedure, it
. was determined the facility failed to provide
| adequate superv;s:on and assistive devices to
 prevent accidents for two (2) of fifteen (15)
* sampled residenits (Resident #2 and Resident
#7) Resident #7slid from the geri-chair to the
| ' floor on 01/03/44 and the facility failed to
‘ determine the rcot cause of the fall, assess o
: i determine if the geri-chair was safe for the
S { resident, and revise the care plan with an
"7 lintervention to try to prevent further falls.
: Resident #7 slid from the geri-chair again on
| 01/12/14. Resident #2 was care planned for a
| pressure alarm fo chair and observation revealed
: Resident #2 was up in the recliner with no
| pressure alarm:in place.
I
| The fi ndings mqll..de
Review of the fépility's policy and procedure titled,
| "Resident Fall aiig Injury Monitoring
i Policy-Protocol!, not dated, revealed when a
 resident falls, the; incident is evaluated thoroughly
| to determine any areas of risk that are
amendable to madification. Afier determining the
i risk of the fall, the resident is educated about
| activities that require modification. The plan of
‘ acuon is determined using resident input and the
i care needs sheet is changed to reflect the plan of
care and the new plan of care is communicated
| to staff.

| . Record review revea!ed the facility admitted
| Resident #7 on;10/07/13 with diagnoses which
I included Depregsion, Sundowners, Cerebral

compliance with the policy and procedure
for chair/bed/recliner afarm use.

MDS nurse and\or QA nurse will monitor
10% of resident census monthly x 3
months to ensure that new orders, resident
condition changes, and\or care-planning
needs have been updated AND carried out
appropriately and timely,  This 3 month !
period started 4/ 1/14 These reviews will
ensure that care-planned issues are
effective and carried out appropriately.
QA murseMeam will review these monthly
during the 90 day period as the audits are
conducted to ensure follow through.

iy

Completed:

F 282 483.200)(3)(i) SERVICES BY
QUALIFIED PERSONS/PER CARE
PLAN

Corrective Action:

Res #2’s alarm was replaced by nursing
staff on 3/13/14 when it was noted as
being otmitted during survey.

On the day of the survey 03/14/14
following a facility investigation of the
incident involving resident #2 to establish
why the alarm was not in the proper
position and functioning. Resident #2’s
care plan was reviewed and included an
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Vascular Accident with right sided Hemiplegia,
Arthritis, Vascular Dementia with Hallucinations
and Insomnia.

- - - | Review of the. Ouarlerly Minimum Data Set
A (MDS) assessnient, dated 01/14/14, revealed the
B i ; ! facility assessgd Resident 7's cognition as
! modpratety |mpa|red with a Brief Interview for
) ' Mental Status-{BtMS) score of ten (10) and
| reguiring total asdistance with all areas of
{ Activities of Daily Living (ADL's).
i
- Review of Resident #7's Comprehensive Care
| Plan for Risk for Falls due to impaired sit to stand
balance, confusion, and history of making self
| slide fo floor for gttention, dated 10/22/13,
! revealed.there were no interventions in place to
! address the resident falling out of the geri-chair.
; .
' Review of the } 'urse s Note, dated 01/03/14 at
{ 4:30 PM, revealed Resident #7 was noled lying
| on the floor in his/her room beside his/her
| geri-chair. Whenjthe nurse asked the resident
; { what happened, the resident stated, "l slid out of
; ' my chair". Theesident was placed back in the
geri-chair and then to bed.

01/03/14, revealed Resident #7 had an

! un-witnessed fzi from a geri-chair with no injury.

The resident reyealed he/she had slid out of the

chair. Documentation revealed "the resident had

‘ been known for domg this in the past”. There

1 was no documentai:on of what was determined to
- be the root cau$e of the fall and no

| documentatlon that any new interventions were

| putin place. i
. . B ;

!n!erwew with Lu:ensed Practical Nurse {LPN) #3,

Review of an Incident Report Investigation, dated ‘
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intervention on 02/12/14, pressure pad
alarm to bed/chair, answer promptly, if
sounds. The intervention was identified
3/14/14 by MDS nurse to state that the
alarm  was to be placed in the
chair/recliner, to ensure that the use of the
alarm pad in chair was understood to mean
chair/recliner, or other types of chairs.

Identify Others: o

All residents identified with the need for a
special care device, such as, a bed/chair
alarm have the potential to be affected by
the same practice if the care plan does not
specify that a chair means, recliner/g-
chair/or other types of chairs, The
resident care will be communicated to the
pursing staff and provided in accordance
with the care plan.- -

The facility DON evaluatediscreened all
residents in facility utilizing a geri-chair
for fall intervention. Completed on 4/4/14.
No other residents were identified to have
immediate concerns however Physical
Therapy has completed an evaluation on
Res #7 to assess risks versus benefits of
geri-chair  use. Res#7 was deemed
appropriate for geri-chair use. MDS nurse
has reviewed all care plans on 4/7/14 for
care-plan accuracy-involving falls, type of
chair specific to each resident’s needs and
alarms. No deficiencies noted during
these reviews by the MDS nurse on 4/7/14.

§ ORM CMS-2587(02-99) Pravious Versians Obsalete
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on 03/13/14 af 4:15 PM, revealed he/she had

.. been the nurse on duty on 01/03/14 when

| Resident #7 fell. LPN #3 stated she assessed
Resident #7 for injuries, placed him/her back in

-1 the geri-chair, then placed him/her in bed. LPN

! #3 revealed she did not investigate to determine
! the root cause of the fall; reassess the resident to
determine if the geri-chair was safe for the

i resident; and, did-not put in place any

* interventions to {ry to prevent further falls. LPN
#3 revealed she khoutd have and that is what
he/she would have usually done. The LPN
revealed Resident #7 was placed back in the
geri-chair the next day (01/04/14) with no new
inferventions inplace.

. Further record raview revealed there was no

i documented evidence the root cause of the fali

- was determined; the resident was assessed to

| determine if the geri-chair was safe for the
resident, and any interventions were pul in place
to try to prevent further falls. Review of an

| Incident Report Investigalion, dated 01/12/14,

revealed Residant #7 had an un-witnessed falf

; from the geri-chair again. Resident #7 stated

" he/she was mpving around in the geri-chalr, slid

| out of the geri-chair on to the floor and hit his/her

- head. She was found by the nurse on duty lying

i on his/her back on the floor. A blanket was

| placed on the gari-chair instead of a sheet to

5 prevent reoccurrence.

| Al

. Interview with the Director of Nursing (DON}, on

| 03/13/14 at 3:20 PM, revealed the root cause of

| Resident #7°s fali on 01/03/14 was determined to

i be a purpeseful fall and it would have been the

- responsibility of the nurse working at the time of

- the fall to have placed new interventions and to

MDS nurse has reviewed the caretracker
documentation system, quick reference
cards, and nursing careplans of residents
with falls\alarms to ensure all residents
with alarms were. noted appropriately.
This audit was completed 3/18/14.

QA neetings are held daily (mon-fri) with
DON, MDS nurse, QA nurse, and nursing
staff on duty to discuss any falls that have
occurred, nature of; event, root cause of
fall, any new interventions, care-planning,
and if therapy evaluation is needed. These
daily meetings will help to ensure that alt
resident  care-planning updates  are
completed appropriately and timely. These
meetings also address resident status
i changes or concerns so that nursing and
MDS nurse can ensure timeliness of care-
planning updates. - ;

In addition, the MDS nurse has reviewed
75% of resident charts and care plans for
any issue related fo care planning the
resident’s needs as a way to ensure no
further care- planning deficiencies or lack
of following care-plan interventions. 75%
of chart audits were completed between
4/6/14-4/23/14.

Systemic Changes:
The policy and procedure for resident
special need devices will be updated and
revised to include *recliners” when using
the word “chair.” A list of special care
devices will include, but not be limited to,

L CMS-2567(02-98) Previous Versicns Obsolete
L

. have updated g care plan. The DON further
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slated the facility does not assess the risk versus
the benefifs of the use of a geri-chair prior to
placing residents in the chair. Further interview,
on 03/14/14 at 11:35 AM, revealed the facility
failed to identify: the root cause of the fali, failed to
place interventiohs to prevent reoccurrence; and,
falled to updale the care plan.

| 2. Review of tha facility's policy titled, "Special
 Need Dewces" Hast revised 04/01/13, revealed
' the Director of Nurses {DON), Registered Nurse
(RN}, andfor Minimum Data Set (MDS) and Care
Plan Coordinator will monitor the correct use of
and maintain‘a current listing of Special Devices
utilized by the faciiity residents and those items
that could contribute to accidents within the
" facility. This will include, but not be limited to, the
' following comfort and safely devices: 1.
ant-tipper and anti-roll-back wheelchair devices,
2. Falt maltre‘;sgs, 3. bed and chair alarms.

| Record review revealed the facility admitted
' Resident #2 on07/01/08 with diagnoses which
included Mild Dssnentia, Mild Micro Albuminea,
- Cellulitis, Resnlratory Distress, and Congestive
% Heart Failure,
| ; Review of the.Guarterly MDS assessment, dated
02/20/14 revezled the facility assessed Resident
i | #2's cognition as cognitively intact with a Brief
! Interview of Mental Status {BiMS) score of a
| iwelve {12) and requiring extensive assistance
| with activilies of daily living.

' Review of the (fc‘:mprehensive Care Plan for Risk
| for Falls and Injury due {o weakness, impaired

, vision, and pooi: halance, last revised 02/21/14,

| revealed intervaritions, dated 02/12/14, for staff to
| Use a pressurs péd alarm for bed/chair and to

special cushions for positioning, anti-
rollback/anti-tippers, wheel chair devices,
bed alarms, high-back wheelchairs, and
recliners when designating chairs, It will
include other devices relative to the safety
and comfort of residents of the facility.

The list of special need devices will be
reviewed, updated -and monitored by the
MDS \ care plan’ coordinator and QA
Nurse weekly to ensure that the care plans
address the use of the special needs
devices relative to each specific safety
need of each resident and that care is
provided according to the care plans
instructions, Monitoring has  been
completed by QA nurse, MDS nurse
andior Administrative RN on 3/14/14,
3/28/14, 4/11/14, & 4/23/14 and will be
weekly from here forward,

Each resident with a fall alarm now has an
“alarm sign” in their room alerting
caregivers to ensure proper placement of
fall alanin. Completed by MDS nurse on
4/7/14.

In addition, the MDS nurse, QA nurse and
Administrative RN have reviewed 75% of
resident charts and care plans for any issue
retated to care planning the resident’s
needs as a way to_ensure no further care-
planning deficiencies or lack of following
care-plan inferventions. These chart &
care-plan audits were completed between
4/6/14-4/23/14.
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revealed Resident #2 required a pressure alarm
- pad for bedlchai;"due to fali risk.

Observation, &n'03/13M4 at 9:15 AM, revealed
Resident #2 twd Nurse Aide (NA) #1 and NA #2
transferred Residant #2 from the recliner to the

" bedside commade and there was no pressure

alarm on the recliner.

: Interviews, on 03/13/14 at 9:15 AM with NA #1
and NA #2, revealed there was no chair alarm on

the recliner. NA#1 and NA #2 stated there

should have begn a pressure alarm on the

P
Interview, on 03;'1 3/14 at 10:00 AM with Certified
Nursing Assisignt (CNA) #7, revealed she helped
put Resident #2,i the recliner that morning and
did not recall an,alarm being in the recliner. She

! steted Resident #2 needed an alarm because

. hefshe fries to get up and could fall on the floor
" and hurt him/herself and no one would know.,

Interview, on 03/13/14 at 9:18 AM with Licensed
Practical Nurse ({,PN) #1, revealed Resident #2
did not have an_ajarm on his/her recfiner and
should have had.one on the recliner before staff
assisted the resident to the recliner. She stated if
the resident got up, he/she could fall and no one
would know. i,

: Interview, on 03/14/14 at 11:50 AM with RN/Floor
i Supervisor #1, teirealed she expected the alarm
' fo be in place 0 ensure staff would be aware if

| the resident altempted to get up out of the chair

f to prevent falls.

include the following:

1. Chair, refers to g-chair, recliner,
other types of chairs,

2, The procedure for applying/
positioning pads to the residents
beds and/or chairs,

3. Monitoring the “in use”, light, if
applicable; to ensure proper
operation at the beginning of each
shift for all residents utilizing the
special safety alarm devices,

4. The charge nurse shall supervise
applying an alarm on residents

recliner to ensure: the staff was aware if the }vhen newly order_e d —and
i resident attempied to get up and ambuiate. ITP lemen_te,d on the resident care
i plan. oy

5. Monitoring the “low battery”
warning light and changing the
battery if the light is “on.”

The QA monitoring protocol was
reviewed and revised by Administrator on
4/3/14 to inclnde checking proper
utilization of alarms weekly as well as
added to the resident MAR to be checked
each shift by the charge nurses for chair
alarms as of 4/3/14.

Monitoring:

The Continuous Qlia_;lity Improvement CQI
program wil! include reviews of the QA
documentation of weekly monitaring of
the special care devices use. The CQI
protocol relative to Special Devices of the

Event ID:H2FP011
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e ! interview, on 03/14/14 at 10:16 AM with the DON,
' revealed the staff should follow the care plans

* and alarms should be in place. The alarm would
e .- make staff aware if the resident was attempting to

e | transfer and possible prevent a fall.

7

ottt Y

Continuous Quality Improvement Policy
and Protoco! records will be revised to
include recliners whenever the word chairs
is referred to.  This will ensure that
quarterly reviews, observations, and
reports reflect adherence to the policy and
protocol of the facility.

These minutes will reflect quarterly
compliance reviews of proper use of
special care devices, specifically,
bed/chair/recliner . alarms and  that
documentation of the same is regularly
mainfained within the CQI records,

The QA nurse will continue to meet
quarterly with the QA commitiee to
discuss  portions . of the weekly
observations of application of the chair/g-
chair/recliner alarrns and other quality
monitoring issues and the need for
increased emphasis on {training and/or
retraining of their use. As well, the alarms
for fall prevention were added to the
resident’s MAR’s (o ensure nurses are
validating each shift that the alarms are in
place and functioning properly; added to
MARS by QA nurse on 4/3/14,

MDS nurse andvor QA nurse will monitor
10% of resident census monthly x 3
months to ensure that new orders, resident
condition changes,; and\or care-planning
needs have been updated AND earried out
appropriately and timely.  This 3 nonth
period started 4/1/14. These reviews will
ensure that care-planned issues are
effective and carried out appropriately.
QA nurselteam will review these monthly

SORM CMS-2567(02-99) Previous Versians Obsofele
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Fire). Identify Others:
y - Deficiencies weie cited with the highes v . .
; deficiency identified at Scope and gSevetrit of an All “facility  resident rooms, ~corridors,
4 | vE" Y P ¥ central baths, closets, offices, etc. have the
: ' - otential to be affected by similar findings
NFPA 101 LIFE SAFETY CODE STANDARD Koss| Y &

AR e A e, a4 AL A
SORT v T ~ ¥

v ——for

s

e R e
i ' N

If there is an automatic sprinkier system, it is
installed in acccixjaance with NFPA 13, Standard
for the Installatisr of Sprinkler Systems, to

! provide complete coverage for all portions of the
i building. The system is properly maintained in

| accordance with NFPA 25, Standard for the

! Inspection, Testing, and Maintenance of

! Water-Based Fire Protection Systems. Itis fully
supervised. There is a reliable, adequate water

1 supply for the svstem. Reguired sprinkler

; systems are equipped with water flow and tamper
' swilches, which are eleclrically connected to the

' building fire alarm system.  19.3.5

|
|
|
|
\
11 This STANDARS) s not met as evidenced by:

. Based on obsg;yation and interview it was

. determined the jzcility faited to ensure the

| building had a-spmplete sprinkler system, in

! accordance witi; National Fire Protection

» Asscciation (NFPA) Standards. The deficiency

- had the potentizl o affect one (1) of six () smoke
' compariments, residents, staff, and visitors. The
] facility is certified.for seventy-two (72) beds with a
i census of sixty-five (65} on the day of the survey.
i The facility failed to ensure the medical records

! office hag proper sprinkler coverage. According

; to Centers for M‘edicare and Medicaid Services

t Survey & Celii;“g‘-:alion 13-b5-Life Safely Code

i Y

should 100% sprinkler protection not be
provided, obstructed, or not providing
equai  distribution. Maintenance
Supervisor has reviewed the entire facility
for proper sprinkler protection on 3/13/14
and no further issues were noted.

Systemic Changes:

The facility maintenance department has
expanded its quarterly visual inspections
of all facility departments fo ensure that
100% of all areas are sprinkled and that

devices are free from discoloration or :

impediments fthat..may potentially may
lead fo sprinkler head poor performance,
accidental activation, and/or unequal
distribution.

Monitoring:

The Contiouous Quality Improvement,
CQI, program will include documentation
relative to  Life  Safety

and distribution capabilities. Quarterly
observations of tsprinklers = will be
completed by the Maintenance Supervisor.

i -
[N

quarterly
observations/inspections relative the the |
sprinkler system observations, activation, °

Comploted HI0AY
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i sprinklered facility with minor problems

5 | The findings incii:de:

. | L .

| Observation, ori 03/13/14 at 2:40 PM with the

_ ; Maintenance .‘:Sgi‘pgrvisor, revealed the back
corner of the medical records office did not have
' sprinkler proteion.

! A .
' [ Interview, on 03/13/14 at 2:40 PM with the

{em o L Maintenance Supervisor, revealed he was

. i unaware the room did not have proper sprinkier
. f = protection, 1.

v I Reference: NFPA 13 (1999 Edition)
i |

Lol 5-13 8.1 Actual 1FPA Standard: NFPA 101, Table
i 1 19.1.6.2 and 18:3.5.1. Existing healthcare

- facilities with copstruction Type V (111) require

complete sprinkicir coverage for all parts of a

|
i J
acity. L
: I Aclual NFPA Standard: NFPA 101, 19.3.5.1.
i . Where required by 19.1.6, health care facilities

! shall be protectg« throughout by an approved,
supervised autcmatic sprinkler system in
accordance with Section 9.7.

Aclual NFPA Standard: NFPA 101, 9.7.1.1. Each
automatic sprinkler system required by another

! section of this Code shall be in accordance with
NFPA 13, Standard for the installation of Sprinkler
Systems. .1 "

Actual NFPA Standard: NFPA 13, 5-1.1. The
requirements fer spacing, location, and position
of sprinklers sf);'gjj_-be based on the following

| principles:

(1) Sprinklers 1nsiailed throughout the premises

: (2) Sprinklers logated so as not to exceed

.

L MA ML o e o e e .

Corrective Action:

On 03/18/14 Covington’s Convalescent
Center contracted with Pennyrile Fire |
Safety to relocate the existing dietary hood
suppression, manual activation device into
the departments path of egress. In
accordance with NFPA standards, on
03/26/14 Pennyrite Fire Safety relocated
the manual Hood Supression, Activation
Device to the path of egress. It has been
positioned at the appropriate height above
the floor and is clearly identified by
., signage. ~

Identily Others:

Covington’s has no other cooking dietary
facilities requiring manual suppression
systems, ' |

Systemie Changes:

The manual hood suppression, activation
device is a permancntly attached fixture
which is installed:, at NFPA guidelines,
height, and identitied by the appropriate
signage. It is maintained, serviced, and
inspected by Fennyrile Fire Safety
guarterly inspections and reports.

Monitoring:

The manual hood suppression, activation
system is monitored and inspected in

[T
¥ N . NS
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b | o th; g inkd accordance with. .NFPA Standards by
A ! (rg;ngmrt;rzlp:o e;:itt)in arzaaﬁzrisz? de-;o 25 (o Pennyrile Fire Safety and has 24 hour
f B | Prinkiers positione ocate electronic supervision for emergency
i provide satisfaciory performance with respect to e o
| PO S8 e operation by Vanguard, Inc. The facility

i activation time and distribution. . ) .\

| e K 069 maintenance department monitors the

-, ~K.080- NFPA 101 LIFESAFETY CODE STANDARD

AATY -“%;Cooking facilitizy are protected in accordance
" with 9.2.3. 19.3.2.6, NFPA 96

‘ This STANDARD is not met as evidenced by:
Based on chservation and interview, it was

determined the facility failed to ensure manual

activation devitt, for the kitchen hood system,

o . were readily avsilable. The deficiency had the

i * potential to affeet.one (1) of four {4) smoke

. compartments, i:n {10) residents, staff and

| visitors. The fazility is cerified for sixty-two (62)

.~ ui-u ; beds.with a censys of fifly-three (53) on the day
;;‘_-":_ ; of the survey. Tha facility failed to ensure the

-~ .- manual pull for the hood suppression was located

o i in the egress path.

I The findings include:

; .
| Observation, on 03/13/14 at 2:30 PM with the

‘ Maintenance Supgrvisor, revealed the manual
 activation devicz for the hood suppression

‘ system was nof;located in an egress path. This
i was confirmed with the Maintenance Director,

i . ‘)'

i Interview, on (};—;}{1:3114 at 2:30 PM with the

| Maintenance. Supervisor, revealed he was not

| aware of the manutal activation device being

' rpquired in a agsass path.

R Y B P 0 e e g i e

P

- Reference: NFPA 96 (1998 edition)
- 7-5.1 Areadily accessible means for manual

B

system quarterly for visral signs of

lateration or relocation of the activation |
device through the facility CQI program
for any physical damage or system alarm

issues. ‘
Completecd | Y-1014

K 211 NFPA 101 LIFE SAFETY CODE
STANDARD
Corrective Action!

On 04/04/14 the facility maintenance
supervisor identified and installed a Hand
Based /Non Alcohol Based Hand Sanitizer
to replace sanitizers identified in rooms # |
104, 105, 107, 110, 109, 113, 112, 115,
114, 117, 217, 218, 215, 213, 216, 214,
211, 212, 209, 207, 204, 203, 202, 20!.
The replacement of all alcohol based hand
sanitizer within these rooms was
completed on 04/03/14 with the water
based sanitizer in order to eliminate any
potential ignition source in these rooms. |
In the future, only water based sanitizer :
will be utilized by the facility. In-service
has been conducted for maintenance,
faundry, and housekeeping staff.

Identify Others:

All residents rooms and departments have
the potential to be affected by a similar |

4.1 CMS-2567{02-99) Previous Versians Obsclete Evenl 10:H2P021
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i | activation shall e located between 42 460 practice if alcohol based sanitizer should
N S | ac ;\;%éc;n sha )r'l" 1052?19 © been th Irr]loan be installed within the minimum distance
' o :gc;te py inr:\m::ti; —of exit Zm;) aesivean declegrrl‘ from the electrical light switch or other
i | identify the hpazar d protecr!ec?rThe' automa tic);n d electrical outlets. Maintenance Supervisor
i - has completed an audit of the facility
s manual means of system activation external to lacement of hand sanitizer dispensers
o + : the control head or releasing device shall be E . )
LS ompleted 3/14/14., No other issues were
VRN , separate and lndg'pendenl of each other so that noted
i falrure of one will-not |mpa|r the operation of the )
i . l other ‘:-,:s,:\.:-“
. op ! Exception No. 1 The manual means of system System Changes: _
[ ! activation sha!t e permitted to be common with . o s
iveoe. . ' the automatic mzans if the manual activation The fiwémga h::f Zl‘.ﬂ_“ tig dtl? ?:m;geam{\{,‘:?;:
1 device is located hetween the conirol head or rg:;z:le Pro dllllctz r E\ll 1'§oms identified
-w" ‘-f? '.U' releasing devica.and the firs fusible link. during the sur\'rey have had the alcohol
Vawoo .. | ExceplionNo. %;/An automafic sprinkler system. based sanitizer removed and replaced with
;o K211 NFPA 101 LIFE SAFETY CODE STANDARD K21 )
; sS-E | a water based product. In the future, only
;; | Where Alcohol Based Hand Rub (ABHR) water I':oajsed sanitizers will be ordered for
; di id the facility,
o i dispensers are installed in a corridor: Monitorine:
P : 0 The corridor is at least 6 feet wide B
f = o The maximum individual fluid dispenser The 1nai:1tenaﬁce taunds and
4 capacity shall bﬁ 4.2 liters {2 fiters in suites of i keepin r:fi a m)’ itor
L. . ! rooms) _ rousekeeping - supervisors  w dmom I |
% o The dispensers:have a minimum spacing of 4 ft usage of all had" sanitizer products to -
i from each other . ensure only water based products are
i ! i ; . ordered. CQI - will review product
{ : © Notmore thaif0 galions are used in a single urchases ianoicen and shi 'meﬁts for
: smoke compaitent outside a storage cabinet. g}fection ’control ;z,mitizers }::aﬂeri to
§ ¢ o Dispensers are not installed over or adjacent {o q y
L an ignition sourae! ensure that all alcohol based wall mount
o products are neither purchased nor placed

| © It the floor is‘(‘:a_rpeted. the building is fully
sprinklered.  19.3.2.7, CFR 403.744, 418.100,
460.72, 482.41, 483,70, 483.623, 485.623

!

a2 e S 4 e i

| . M

i e

within 4 inches of electrical light switeh |
source or other outlet. i

(,m-"rp(ﬂml ‘
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g’ ‘ Th|s STANDARE is not met as evidenced by:
[ ; Based on observation and interview it was

L - - 1 determined the facility failed to ensure that

i’ ¥ Alcohol Based Hind Rub dispensers were not
‘i o | installed adjacent to an ignition source in

 accordance witf: National Fire Protection

£ TAssociation (NFHA) standards. The deficiency

f *+ +  had the potential to affect two (2} of six (6) smoke
i v compariments, thirty-two (32} residents, staff, and
. visitors. The facility is cerlified for seventy-two

P : {72} beds with a census of sixty-five (65) on the
day of the survey. The facility failed to ensure

| twenty-four (24) aicohol dispensers were not

| installed adjacent to a light switch.

| i

| The findings include:

S =

e Observatton gan (}3!1 3/14 between 12:23 PM and

‘ 3 00.PM with ihz Maintenance Supervisor,

o ' revealed an Alchtiol Based Hand Rub Dispenser
! installed adjagewi; to the light switch in resident
irooms#104 105,107, 110, 109, 113, 112, 115,

i 114,117, 217, 218, 215, 213, 216, 214, 211, 212,
!209 207, 204, 203, 202, and 201,
|

! Interview, on 03/13/14 at 3:00 PM with the

} Maintenance Stigervisor, revealed an outside

; company had rgcenily replaced all the dispensers

i in the facility and he was unaware they were

i mounted to close to the light switches for the
rooms.

i

!

H T
o

1

Reference NI'PA101 (2000 Edition)

! Where AIoohoE Based Hand Rub (ABHR)
. dispensers are installed in a corridor:

Ut ! e St e
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! rooms)

' from each other

. ‘ o The corridor is at least 6 feet wide

2+ - L ta The maximum individual fluld dispenser

H - capacity shall be 1.2 iiters (2 liters in suites of

| 0 The dispensers have a minimum spacing of 4 ft

----- .. 0 Not more than 10 gallons are used in a single

§ o ' smoke compartinant outside a storage cabinet,
f”" .| oDispensers a2 not instalied over or adjacent to
é- - an ignition source.

: : 0 If the fioor is cdrpeted, the building is fully

| 460.72, 482,41,
! T I

LS

U RS v A T AR AT b Vb s AT ol m e A s, e ¢ s

e w i

+ |

| sprinklered.  .1%.3.2.7, CFR 403.744, 418.100,
483,70, 483.623, 485.623
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