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includes privacy in accommedations and medical b

treatment”.

1. Arecord review revealed Resident #8 was
admitted to the facllity on 03/28/06 and
readmitlad on 04/16/12 with diagnoses to include
Rheumatoid Arthritis, Chronlc Obstructive
Pulmonary Disesse, Osteoporosis, Contractures,
Imtable Bowel Disease, Anxiety, Depression, Mild
Dementia, and Dysphagia.

A review of the annual Minimum Data Set
assessment {MDS), dated 10/27/12, revealed the
facility had assessed Resident #8 to be
cognitively intact, Further review revealed the
resident required extensive assistance from ona
person fo physically assist with dressing.

A review of the Certified Nursing Assistant {CNA)
Activities of Daily Living {ADL} Plan of Care,
undated, revealed one staff should provide
extensive assistance to Rasident #8 for dressing.
Further review of the ADL Flow Sheet, dated
February 2013, revealed Resident #8 was not
dressed on any day during the month of
February,

An observation, on 02/12/13 at 4:15 PM, revealed
Resident #8 was in bed and was wearing a
hospital gown with large areas of transparent
fabric.

An observation, on 02/13/13 at 12:50 PM,
revealed Resident #8 was in bed and was
wearlng a hospital gown with sufficient
transparency to visualize the resldent's breasts.
The resident stated he/she was not comfortable
wearing the transparent gown and had been

| a. In regards to Resident #8 the

' facility’s Housekeeping/Laundry

Supervisor audited all facility

linen and discarded any linen that

i was observed to be transparent
on 2-15-13, An observation by

. the Director of Nursing on 2-20-

| 13 noted no resident to be

| wearing transparent gowns.

- b. Inregards to Resident #16 the

| facility contacted the resident’s

" guardianship office on 2-15-13 to

address the situation. Since 3-5-

13 the Licensed Massage

Therapist (LMT) has performed

care ensuring the resident’s

dignity and privacy during

ireatment was maintained as

observed by the Director of

Nursing on 3-7-13. The LMT

was re-educated on Guardianship

Resident Rights on 3-5-13 by the

Administrator.

2. To identify other residents
having the potential to be
affected by the alleged deficient
practice:

a. The facility
Housckeeping/Laundry
Supervisor conducted a 100%
audit of all facility linen and
discarded any linen that was
observed to be transparent or
worn, New linen arrived at the
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F 241 | Continued From page 2 F 241 : the Director of Nursing noted

informed by staff that there were no new gowns
available.

An interview with CNA #1, on 02/13/13 at 12:50
PM, revealed-she would not be comforiable
wearing the gown Resident #8 was cumently
wearing.

An interview with the Housekeeping and Laundry
Supervisor, on 02/13/13 at 1:10 PM, revealed she
was responsible for the evaluation and disposal
of gowns and linens, however, the Laundry
Manager actually performed the task. The
Housekeeping and Laundry Supervisor described
the gown wom by Resident #8 as “faded" and
stated she would not, personally, be comfortable
wearing the gown related to the transparency.

Aninterview wilh the Laundry Manager, on
02/14/13 at 10:30 AM, revealed she disposed of
gowns when idenlified as worn or ripped and
Hinens and blankets were discarded when "worn
out” or stained. She stated the evaluation of the
fabric was based on her opinion and "if they are
thin and | can see through them, they are tossed",

An observation of all linen carls and storage
areas with the Laundry Manager, on 02/14/13 at
10:35 AM, revealed 12 gowns and five flat sheets
were identified as transparent and discarded
immediately.

2. Arecord review revealed Resident #16 was
admitted to the facility on 03/02/04 with diagnoses
lo include Dementia with Behavior Disturbances,
Intellect Disability, Urinary Tract Infection, Anxiety
State, Depressive Disorder, and Psychosis,

Observation, on 02/15/13 at 11:20 AM, revealed

that no resident was wearing
transparent gowns.

b. On 3-7-13 the Director of
Nursing noted that privacy and
dignity were maintained while
providing care by the massage
therapist,

3. Measures put into place or
systemic changes made to
prevent recurrence:

a, All laundry staff will be re-
educated by the Administrator,
Director of Nursing or
Housekeeping/Laundry
Supervisor regarding ensuring
tinen is in good condition and
discarding linen that is not in
good condition, This education
will be completed by 3-25-13,
b. All staff will be re-educated
by the Administrator, Director o
Nursing, Unit Manager or
Education and Training Director
regarding the assurance of
maintaining residents’ dignity
and privacy during any resident
care, The re-education will be
completed by 3-25-13,

4. Monitoring of the Plan of
Correction is as follows:
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F 241 | Continued From page 3 F 241 a. The_Housgkeepmg/Laundry
o . Supervisor wifl conduct a weekly
Resldent #16's bedroom door and privacy curtain audit of all facility linen to
were open revealing the resident's gown hiked up ensure linen is in good condition
baring the resident's midriff and a part of his/her :an 4 that laundry personnel are
back with a Licensed Massage Therapist (LMT) l discarding as nce[:ie d. The audit
rubing pam of hands up and down the i‘;!s]‘; bre ‘dogne one (1) ime 2 week
residents back * for three (3) months.
inferview with the LMT, on 02/15/13 at 11:25 AM, ;b. The Director of Nursing,
revealed she had been providing services to | ASS'lStaﬂt leBCtD_l' of Nursing,
Resident #16 once a month for six years. She i Unit Manager, Director of
slaled she was not thinking when she did not pull | Education and Training or
the curtain to provide privacy fo the resident. ' Wound Care Nurse will conduct
‘rounds five (5) times per week
Interview with the ADON, on 02/15/13 at 11:35 for four (4) weeks followed by
AM, revealed the LMT should have provided three (3) times per week for four
privacy to the reskient and she considered it a {4) weeks then weekly for four
major problem, She stated outside vendors (4) weeks to assure privacy and
should foilow the federal guidelines and HIPPA dignity are maintained while
Issues. i providing patient care.
|
Interview with the Administrator, on 2/15/13 at : H i
12:05 PM, revealed the LMT should have made Ei"ier\ii':}‘;ﬁﬁtg;%’S:ﬁt‘;"E be
sure the curtain was closed when providing care Assurance Committee monthly
to the resident, He stated when they are providing | 2 hs. Ifat
care for a resident, a staff member should be with ff)r three (3) mont 8- .? 3nyh
them or have knowledge of them providing care. time Fon;erns are 1t(i:entt uftt, the
F 366 | 483.35(d)(4) SUBSTITUTES OF SIMILAR Fass| | 3}’!?1;%6{ e o maks
$5=0 | NUTRITIVE VALUE } further recommendations. The
Each resident receives and the facility provides | Quality Assurance Committce to
substitutes offered of similar nutritive value to CUHSI_St_Uf a mimimum the
residents who refuse food served, ! gdm]HISlKiYD}’,tDl:GSEOT fzf "
ursing, Assistant Director o
" Nursing, and Social Service
This REQUIREMENT is not met as evidenced Director with the Medical
by: Director attending at least
Based on cbservation, interview, and record quarterly,
review it was determined the facility failed to 32603
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honor likes end dislikes and/or cffer food
substitutes for two residents (#1 and #8}, in the
selected sample of 15 residents, Resident #1 was
served a meal with tems he/she expressed
hefshe did not like and was not offered a
substitute and Resident #8 was served oatmeal
when the dietary fray card showed catmeal as a
dislike and/or altergy.

The findings include:

1. Arecord review revealed Resident #8 was
admitted to the facility on 03/28/08 and
readmitted on 04/16/12 with diagnoses to include
Rheurnatoid Arhritla, Chronic Obstructive
Pulmonary Disease, Osteoporosis, Contraciures,
frritable Bowel Disease, Anxiety, Depression, Mild
Dementla, and Dysphagia.

A reviaw of the annual Minimum Data Set {MDS)
assessment, dated 10/27/12, revealed the facility
assessed Resident #8 to he cognitively intact.
Further review revealed the resident required set
up of meals by staff and was independent with
eating.

A review of the Cerlified Nursing Assistant (CNA)
Activities of Daily Living (ADL) Plan of Care,
undated, revealed Resident #8 was care planned
for the "house" diet with thickened liquids to be
eaten In his/her room, The staff should provide
meei set up with foam utensifs and a red scoop
plate.

An cbservation of the breakfast tray, on 02/13/13
at 8:15 AM, revealed e bowt of oatmeal with
butter on top of the food and a spoon in the
oalmeal, Resident #8 stated he/she did not like

! 1. The Facility Dietary Manager

! met with Resident #1 on 3-6-13

| and Resident #8 on 3-6-13 to

| complete an updated food

! preference form with updates on

! their tray cards. An observation
by the Dietary Manager on 3-6-

" 13 noted resident #1 and resident

. #8 were served the appropriate
foods per their tray card.

2. To identify other residents
having the potential to be
affected by the alleged deficient
practice the Dietary Manager
completed a 100% audit of all
residents’ food preferences and
updated the residents’ tray cards
as needed on 3-25-13. On 3-8-13
the Dietary Manager observed
meal service and noted that the
tray cards were followed and
residents were offered substitutes
as needed.

3. Measures put info place or
systemic changes made to
prevent recurrence are as
follows:

The Administrator will re-
educate the Dietary Manager
regarding completing food
preference forms for residents
and updating tray cards at least
upon admission and then
annually or as needed due to a
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F 366 | Continued From page 5 F 366 ident ¢ or change in
oatmeal. The breakfast tray card listed oatmeal :2:: d::t ;i?::ﬁ‘:ioir Thisg
s & disfike/ sllergy. education will be completed by
An interview with CNA #1, on 02/13/13 at B:15 , 3-25-13. All dietary staff will be
AM, revealed calmeal was the food on the ; re-educated by the Dietary
resident's breakfast tray and it was listed as a . Manager related to following
dislike/ aliergy on the breakfast tray card. The 5 dletaryl tray ?ards. This
CNA did not ask Resident #8 if he/she liked or ; education will b? -comp!etefd by
was allergic to the oatmeal and did not offer a : 3-25-13. In addition, e?ll dietary -
food substitution before leaving the room. -~ and all nursin}g staft will be re-
+ educated by the Dietary
An Interview wilh Licensed Practical Nurse {LPN}  Manager, Director of Nursing,
#1, on 02/13/13 al 8:20 AM, revealed the cereal Assistant Director of Nursing,
on the breakfast tray was oatmeal and the Unit Manager, or Director of
breakfast tray card listed oatmeal as a dislike/ Education and Training
altergy. She stated the oatmeat on the tray was regarding the role of the staff to
not acceptable and "if | had a ficket with that offer substitute meals to residents
dislike on it | would hope. the kitchen wouldn't . that do not like the meal being
send It to r‘ne.“ LPN #1 did nf)t offer Resident #8 a ' served. This education will be
foed substitution before leaving the room. J. completed by 3-25-13.
An interview with the Assistant Director of Nursing s
(ADON), on 02/13/13 &t 10:14 AM, revealed her i ?:. Monitoring 01; t:}e P;fln of
expectations related to the resldent meal tray ~ arrection Is as follows: I
cards was the staff was 1o offer food The Dietary Manager will
substitutions. She stated the tray cards were perform food preference audits
updated routinely by the dietary manager and with ; for six (6) residents per week for
a criticat evaluation or welght loss. The ADON {4 weeks followed by four (4)
stated the kitchen personne! and staff who served ' residents per we.ek for 4 weeks
the frays to the residents were to check the card then two (2) resnder!ts for 4
with the tray. She stated "if the resident says } ' weeks to ensure res:dents_are
don'tlike that, staff should cal! the kitchen and get | being served meals they like.
something else.” ' The Dietary Manager will audit
: five (5) tray cards per week to
2. Arecord review revealed Resident #1 was the actual tray served for twelve
admitted to the facility on 04/07/10 and (12) weeks to ensure ongoing
readmilted on 10/17/12 wilh diagnosis to include compliance.
Trigeminal Neuralgia, Multiple Sclerosis,
FORM CMS-2567(02-99) Previous Versions Obsofete Event|D; 8OMLIT Facility ID: 100175 |f continuation sheet Page 8 of 18
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F 365 | Continued From page & F 366 The results of the audits will be
Dementia, and History of Altered Mental Status, + reviewed with the Quality
i Assurance Committee monthly
A dinner meai observation, on §2/12/13 at 5:55 | for three (3) months. Ifat any
PM, revealed CNA #7 was feeding Resident #1, | time concerns are identified, the
During the meal, Resident #1 repeatedly stated | Quality Assurance Committee
he/she did not like the food iterns that were on - will meet to review and make
his/her tray. The CNA assisting the resident did . further recommendations, The
not offer the resident a‘subsmute for the items i Quality Assurance Committee to
hefshe stated he/she did not like, | consist of a minimum the
|
| Administrator, Director of
An interview with CNA #7, on 02/13/13 at 4:30 | Nursing Assitant B
)  Nursing, Assistant Director of
PM, revealed she would normally ask the resident : . . A
A Nursing, and Social Service
if they wanted something different to eat if they Director with the Medical
stated they did not like something. The GNA Director sttondiee at loce
agreed she should have asked the resident if irector attending at least
there was something eise he/she wanted fo eat, quarterly.
CNA #7 stated, *I guess | thought because 3 /26/13
he/she was eating some of it, he/she was OK with
it and | guess | forgot.”
A raview of an e-mail, dated 02/18/13, revealed F371
the facility Administrator said the facility offers a :
main meal and one main substitution and if a L ]
resident does not want either then they do i a. Inregards to the observations
everything they can to find something the resident ' made d“_“"ﬁ the initial tour of the
fikes, such as soup. : kitchen items a. through h, the
F 371 483.35(}) FOOD PROCURE, F 371 f following has.been completed:
55=E | STORE/PREPARE/SERVE - SANITARY . . Flat top grill was deep cleaned
i on 3-5-13 by the Dietary Manger
The fachity must - © b. Industrial can opener was
(1) Procure food from sources approved or . deep cleaned on 2-18-13 by the
considered salisfactory by Federal, State or local . Dietary Manager.
authorities; and . ¢. The temperature log in the
{2} Store, prepare, distribute and serve focd i dishwasher room was back in
under sanitary conditions compliance regarding logging of
temperatures on 2-16-13 as
observed by Dietary Manager.
d. The food processing machine
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This REQUIREMENT is not met as evidenced
by:

Based on observalion, interview, and review of
temperature fogs it was determined the facility
failed to ensure food was stored, prepared, and
distiibuted under sanitary conditions.
Observations of the kitchen revealed an opening
on the fiaf {op gnill with thick, black residue stuck
to the edge of the grill, the dishwasher
temperature log for the evening was completed
before the shift arrived, the large can opener
attached to the table edge had sticky, biack
residue under the cutting blade, the walk-in
refrigerator contalned an opened bag of slaw that
was unlabeled, the walk-in freezer contained an
opened bag of flsh patties that was unlabeled,
and the dishwasher log had no temperatures
documented for the morning meal,

The findings include:

1. Observations during the initial tour of the
kitchen on 02/12/13 at 1:45 PM, revealed:

a. the flat fop gnilf with an opening used to
discard foods after cooking on the grili top was
found to have a large, black clump of residue
stuck to the edge of the opening.

An interview with Kitchen Aide #10, on 02/1213
at 4:35 PM, revealed the flat top grill was not
used very much and estimated twice per month
usage.

b. the Industrial can opener attached to the
edge of a table had biack residue under and

i
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was cieaned of excess moisture
F 371 Continued From page 7 F 371 on 2-15-13 by Dietary Manager.

¢. The slaw mix in the walk-in
refrigerator was discarded on 2-
i2-13 by the Dietary Manager.

f. The fish sandwich paities in
the walk-in freezer were
discarded on 2-12-13 by the
Dietary Manager.

g. The syrup In the corner of the
reach-in refrigerator was nofed to
be cleaned on 2-13-13 by the
Dietary Manager.

h. in the milk cooler, the
Tupperware drink container of
amber colored liquid was
discarded on2-12-13 by the
Dietary Manager. The Diet soda

was discarded on 2-13-13 by the

« Dietary Manager. On 2-13-13

the kitchen aide removed the
milk crates and cleaned the base

! of the mitk cooler.
. b. The ternperature log in the
- dishwasher room was back in

compliance regarding logging of
temperatures on 2-16-13 as
observed by Dietary Manager.

' 2. To identify other residents

having the potential to be
affected by the alleged deficient
practice the Dietary Manager

- performed a complete Kitchen
~ Sanitation Round on 3-8-13
. utilizing the Kitchen Sanitation

Round form. No concerns were
identified,
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around the cutting blade.

¢. lhe temperature log in the dishwasher room
revealed alt the lemperatures logged for the
marning, afternoon, and evening shifts on
02/12/13. The evening shift had the initials "MP"
as the person who documented the femperatures
but the evening shift had not checked the
temperatures yet as it was only 1:45 PM.

An interview with Kitchen Aide #9, on 02/14/13 at
1:26 PM, revealed he was not working on
02/12/13 and 02/13/13 and the initials on the
temperature log were not his handwriting. He
siated he did not write the temperatures on the
log for February 12 and when he was assigned fo
the dishwasher machine for the evening meal he
logged the temperatures at 8 PM or 9 PM.
Kitchen Alde #9 stated the last time he worked
was on Sunday, February 10, 2013 and he logged
the temperatures for the evening meal,

An interview with the Kitchen Manager, on
02/12/13 at 1:45 PM, revealed the kitchen staff
with the initlals "MP" was not working on 02/12/13
and doesn't know why he would have logged on
{he wrong date. The Kitchen Manager stated the
person who operates the dishwasher is the
person who completes the temperature log and
for the evening log it would have been
documented at about 7 PM or 8 PM,

d. the food processing machine had beads of
moisture fully covered the interior surfaces of the
food heolding companiment with the blade and the
top was Jocked into place.

An interview with the Kitchen Manager, on

X4 D SUMMARY STATEMENT OF OEFICGIENCIES ID PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
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DEFICIENGY)
. 3, Measures put into place or
F 371 Continued From page 8 F 374 pu iwop

systemic changes made to
prevent recurrence are as
follows:

The Administrator will re-
educate the Dietary Manager
regarding kitchen sanitation
rounds utilizing the Kitchen
Sanitation Round Form. This
education will be completed by
3-18-13. The Dietary Manager
will re-educate the dietary staff
regarding kitchen sanitation
rounds using the Kitchen
Sanitation Round Form to
inctude storage of personal food
jtems or open food items
uncovered. This education will
be completed by 3-25-13.

4. Monitoring of the Plan of
Correction is as follows:

The Dietary Manager will
conduct three (3) sanitation
rounds per week for twelve (12)
weeks using the Kitchen
Sanitation Round Form.

The results of the audits will be
reviewed with the Quality
Assurance Committee monthly
for three (3) months. Ifat any
time concerns are identified, the
Quality Assurance Committee
will meet {0 review and make
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F 371 Continued From page 9 F 374 further recommendations, The
02/12/13 &t 1:55 PM, revealed the food Quatily Assurance Committee to
processing machine was used for every meal to ¢ consist of a minimum the
make pureed foods for the residents and there t  Administrator, Director of
shouid not be meisture inside the bow! with the i Nursing, Assistant Director of
top locked. j Nursing, and Social Service
+ Director with the Medical

8. An observation of the walk-in refrigerator Director attending at least
revealed an opened bag of slaw mix that was not quarterly.
labeled.

f. An observalion of the walk-in freezer 3/26/]3
revealed an opened, unlabeled bag which was '
identified by the Kifchen Manager as fish
sandwich patties.

g. An observation of the reach in rafrigerator
revealed two gallon sized containers of pancake
syrup were stuck {o the floor of the refrigerator
with a brown, sticky substance under the T 431
containers.

h. An observation of the milk cooler In the dry . 1. RN # retrieved the two (2)

[ t  TFentanyl transdermal patches
storage area revealed a Diet soda and a " from the trash in Resident
Tupperware drink contalner of amber colored | o,m 1€ trash can i
liquid. The aroma coming from the milk cooler . M $ rooim on 2-13-13. After
when opened was of spoiled milk. ,  retrieval of the patches the

{ patches were discarded in an
2. An observation of the dishwasher area on + appropriate location according to
02/13/13 et 10:45 revealed a dish washer fog with | Federal Guidelines from the
ne temperatures recorded for the morning meal. + Office of National Drug Control.
An interview with Kitchen Aide #11, on 02/13/13 at 2. To identify other residents
10:45 AM, revealed she ran the dishwasher having the potentiat to be
machine for the morning meal and did not check affected by the alleged deficient
the temperatures. . practice the Director of Nursing
F 431 483.60(b}, (d), () DRUG RECORDS, F 431 observed on 3-12-13 that
§s8=D| LABEL/STORE DRUGS & BIOLOGICALS Fentany| patches were properly
disposed of.
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F 431 | Gontinued From page 10 F 431 3. Meqsures put into place or
. _ systemic changes made to
Thg facility must em_ploy or obtaiq the services of i prevent recurrence include the
a licensed pharmacist who establishes a system I . . .
. Dircctor of Nursing, Assistant
of records of receipt and disposition of al . . \
controlled drugs In sufficient detail to enable an : Director of Nursing, or Un.lt
accurate reconciliation; and detemmines that drug [ Man.ager re-educated the licen.sed
records are in order and that an account of all | nursing staff as to the appropriate
confrolled drugs is maintalned and periodically discarding of Fentanyl patches
reconciled. according to Federal Guidelines
from the Office of National Drug
Drugs and biologicals used in the facility must be Control. This education will be
labeled in accordance with currently accepted completed by 3-25-13.
profassional principles, and include the
appropriate accessory and cautionary 4. Monitoring of the Plan of
instructions, and the expiration date when Correction is as follows:
applicable. . The Director of Nursing,
! Assistant Director of Nursing,
In accordance with State and Federal laws, the {  Unit Manager, Director of
facility must store afl drugs and biologicals In ’ Education and Training or
locked compariments under proper temperature | Wound Care Nurse will audit the
controls, and permit only authorized personnei to " removal and disposal of fentany!
have access to the keys. . patches for two (2) residents per
The facHity must provide separatsly locked, | week f:or four (4) weeks thf: h ohe
. (1) resident per week for eight
permanently affixed compariments for storage of { (8) weeks to ensure removal and
controlled drugs listed In Schedule Il of the . ]
Comprehensive Drug Abuse Prevention and * appropriate disposal of Fentany!
Control Act of 1976 and other drugs subject to | patches.
abuse, except when the facility uses single unit ,‘
package drug distribution systems in which the * The results of the audits will be
quantity stored is minimal and a missing dose can i reviewed with the Quatity
be readily detected. . Assurance Committec monthly
; for three (3) months. Ifat any
. time concerns are identified, the
Quality Assurance Cominittee
This REQUIREMENT is not met as evidenced * will meet to review and make
by: . | further recommendations. The
Ba'sed on observation, interview gnd rgcord : Quality Assurance Committee to
review, it was determined ihe facllity failed to i consist of a minimum the
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F 431 | Continued From page 11 F 431 : Administrator, Director of
" N Nursin sistant Director of
properly dispose of contralfled medication ! N ing’ Asd Social Seervicc
transdermal patches for one resident (#4), in the UTSINg, and S0¢ .
i Director with the Medical

selected sample of 15 residents. Resident #4 was
provided two narcotic (Fentanyl) transdermat
patches and when the patches were removed
they were discarded in the resident's room trash

| 3/%6/8

The findings include:

§ Director attending at least
. quarterly.

A record review revealed Resident #4 was
admitied to the facility on 08/08/12 with diagnoses
fo include Kldney Cancer, Chronic Pain, Diabetes
Mellitus and Aftercare Neoplasm Surgery.

A review of the quarterly Minimum Data Set
{MDS) assessment, dated 11/05/12, revealed the
facility essessed Resident #4 as having pain and
in need of routine pain medication.

A review of the Physician Orders, dated February
20113, revealed Resident #4 was ordered
Fentanyl Transdermal patch 12.5 meg/hr every
three days for pain contral,

An observation of medication administration, on
02/13/13 at 8:30 AM, revealed Registered Nurse
(RN} #1 removed two Fentanyl transdermal
patches, dated 02/10/13, from the right shoulder
of Resident #4. RN #1 folded the two patches
and placed them in the trash can at the foot of the
resident's bed. RN #1 placed the two new
transdermal patches on the resident's left upper
back.

An inferview with Licensed Practical Nurse (LPN)
#2, on 02/13/13 at 1:30 PM, revealed she places
{the old transdermal narcotic patches in the
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F 431/ Continued From page 12 F 431
shaips contalner on the side of the medication F 465
cart, :
1,
An interview with LPN #5, 02/13/13 at 1:32 P\, ; a. Inregards {o the kiichen
revealad she disposes the old transdermel | observation both ceiling air vents
narcotic patches in the sharps container outside ! were cleaned by the Maintenance '
the resident's roem. i Supervisor on 2-14-13. '
. . - ¢ b. Inregards to the laundry area
An interview with the facility's Wound Nurse, on i the flexible hose, all facility
02!13{13 at 1:34 PM, revealec_i she disposed of . dryers, all facility washing
narcotic transdermal pafches in the sharps i machines and the concrete drain
conta!ner in the resident's room or li:le sharps | area behind the washers were all
container on the side of the medication cart.
noted to be cleaned by the
An interview with LPN #1, on 02H3/13 at 1:35 : Maintenance Supervisor and
PM, revealed the narcotic patch was to be falded | Housekeeping/Laundry
in half and put in the trash on the side of the | Supervisor by 3-1-13.
medication cart. ! . .
" 2. To identify other residents
An interview with the Assistant Director of | having the potential to be
Nursing, on 02/13/13 at 1:55 PM, revealed thera affected by the alleged deficient
was no policy for disposal of narcofic patches : practice:
presently and she was unable to provide any | a. The Dietary Manager and
training related to how staff were supposed to . Maintenance Supervisor
dispose of the narcolic trensdermal patches. i conducted a complete inspection
F 465 | 483.70(h) F 465 | ofthe kitchen’s vents to enstre
§8=D } SAFE/FUNCTIONAL/SANITARY/COMFORTABL no dust or dirt were present. This
E ENVIRCN [ audit was completed on 3-1-13,
- No concemns were identified.
The facility must provide a safe, functional, | b. The Maintenance Supervisor
sanitary, and comforiable environment for " and Housekeeping/Laundry
residents, staff and the public. Supervisor conducted a complete
* inspection of the entire Jaundry
i area to ensure no dust or dirt was
| present. This audit was
completed on 2-18-13. No
This REQUIREMENT Is not met as evidenced concerns were identified.
Event ID: BOMLEL Faciity ID: 100175 If conlinuation shael Page 13 of 16
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by:

Based on observation, interview, and review of
the facility's policy, it was determined the facility
failed to provide & safe, functional, sanitary
environment related to dust, dirt, and unknown
substances buift up in the {aundry room and in the
facifity kitchen. The faundry room was found to be
dirty on the flex hose above dryer #3, around the
door of the older washing machine, in the back
opening of the three dryers, on the top motor fan
guard of the newer washing machine, and the
concreta drain area behind the washing
machines. In addilion, two ceiling air venis in the
kitchen were identified completely coated with a
thick build up of black dust and dirt.

The findings Include:

1. An observation of the kitchen, on 02/12/13 at
4:35 PM and 02/13/13 at 3.40 PM, revealed two
ceiling air vents just inside the entrance door with
a thick build up of black dust and dirt.

An interview with the Maintenance Supervisor, on
02/13/13 at 3:40 PM and 02/14/13 at 8:30 PN,
revealed the vents were cleaned at the same time
the alr filters were ¢changed and this was
compieted monthly. He aiso stated the cleaning
of the vents was tied fo the maintenance of the
roof ventilation units but did not aiways clean
{hem on the same day at the roof ventilation
units. The Malntenance Supervisor revealed he
had not cieaned the vents or changed the filters
this month. He stated he had ne set schedute for
cleaning the vents and changing the fifters but
thought he could show when it was last cleaned
from the program in the computer.

2. An observatton on 02/13/13 at 4:00 PM, of the

. systemic changes made to
' prevent recurrence;

- Housekeeping/Laundry

C2-22-13.

x40 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION o5
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F 465 | Continued From page 13 F 465 3. Measures put into place or

a. The Administrator will re-
educate the Dietary Manager and
Maintenance Supervisor
regarding ensuring all kitchen
vents are cleaned timely as to not
have any dust or dirt in the vents.
This education will be completed
by 2-22-13.

b. The Administrator will re-
educate the Maintenance
Supervisor and

Supervisor regarding ensuring
the Jaundry area and equipment
remain free of dust and dirt. This
education will be completed by

4. Monitoring of the Plan of
Correction iz as follows:

a, The Dietary Manager or
Maintenance Supervisor will
audit the kitchen vents for dust
and dirt two (2) times per week
for four (4) weeks and then one
(1) time per week for eight (8)
weeks.

b. The Housekeeping/Laundry
Supervisor or Mainienance
Supervisor will audit the laundry
area for dust and dirt five (5)
times per week for four (4)
wecks and then three (3) times
per week for eight {8) weeks.
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F 485 | Continued From page 14 F 465 The resuits of the audits will be

laundry area revealed there was thick dust and
dirt on the Rexible hose extending from the
concrete walt o the top of dryer number three, a
build-up of visible tint and dirt on top of and
hanging from the back opening of the three
dryers, a huild-up of dust on the top motor fan
guard on the fop of the newer washing machine
and the concrete drain area behind the washers
was excessively coated with black fint and dirt.

A review of the facility's most recent tn-service

training record, tiled "Laundry Fire Prevention

Planning" , dated 01/28/13, revealed preventive
malntenance should be provided to all dryers to
include "lint shoul not be aliowed 1o build up in
the dryer case, exhaust pipes or traps.”

An interview with the Maintenance Supervisor, on
02/13/13 at 4:00 PM and 02/14/13 at 8:30 AM
respectively, revealed he had no set schedule for
cleaning the faundry area and stated he removed
the front from each dryer and blew out the top,
took the cover off the bottem and blew it out and
also blew out the back of each dryer on a monthly
basis. The Maintenance Supervisor stated he had
a fog on his computer program to verify the most
recent cleaning but steted he had not gotten to it
this month. The Maintenance Supervisor revealed
he was not responsible to clean the cancrete area
behind the washing machines. Further interdlew
revealed the laundry cleaning log was no found in
the compuler system and the program provided
the minimum guidelines for mafntenance work to
be done. He stated {he faundry was due to be
cleaned and his work was done according to the
computer program.

An interview with the Housekeeping and Laundry

reviewed with the Quality
Assurance Committee monthly
for three (3) months, If at any
time concerns are identified, the
Quality Assurance Committee
will meet to review and make
fusther recommendations. The
Quality Assurance Committee to
consist of a minimum the
Administrator, Director of
Nursing, Assistant Director of
Nursing, and Social Service
Director with the Medical
Director attending at least
quarterly.

326/3
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F 465 | Continued From page 15 F 465

Supervisor, on 02/13/13 at 4:00 PM, reveated the
a company came fo the laundry to clean and
service the washing machines at least one time
each month and any time she called them with a
problem. She stated she had "never known the
[concrete} area [behind the washing machines) to
be cleaned since she got this building and that
was just over 1 year ago”,

An Interview with the Administrator, on 02/14/13
al 8:30 AM, revealed the Mainienance Supervisor
was responsible for the environmental areas, the
Housekeeping and Laundry Supervisor was
responsible for the laundry, and the Dietary
Manager was responsible for the kitchen area to
determine the effectiveness of the minimum
cleaning guidefines scheduied by the computer
program.
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Smoke harrlers are constructed to provide at
least a one half hour flre resistance rating in
accordance with 8.3, Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panals and steal framas. A minimum of two
separate compartments are provided on each
ficor. Dampers are not required In duct
penetrations of smcke barriers in fully ducted

heating, ventifating, and air conditioning systems.

19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD Is not met as evidenced by:
Based on observations and interview, itwas -
determined the facility failed to maintain smoke
barriers that would resist the passage of smoke
between smoke compartments in accordance
with NFPA standards. The deficiency had the
potential to affect four (4} of five (5) smoke
compartments, seventy (70) residents, staff and
visitors. The facllity is certified for ninety (90}
beds with a census of seventy-four {74) on the
day of the survey. The facilly failed to ensure
four {4) smoke barriers were sealed around and
inside pipes going through the walls. Thisis a
repeat deficiency that was cited on the previous
survey conducted on 11-3-11.

The findings include:

. educate the Mainfenance
© Supervisor regarding Life Safety

" The resuits of the audits witl be

- Assurance Committee monthly

X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [1.35]
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.1 K025
K 000 | Continued From page 1 K 000
Fira). 1. The identified penetrations in
the smoke barrier wails will be
Deficiencies were cited with the highest corrected by an independent
deficlency identified at "F" level. contractor by 3-25-13 to include
K025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025 being able to access the fire wall
SS=E by the medicine room.

2, On 2-15-13, the Maintenance
Supervisor audited the entire
facility to identify any smoke
barriers with penetrations, This
audit was compared to an
independent contractor audit. All
identified areas wiil be repaired
by 3-25-13 by independent
contractor to include being able
to access the fire wall by the
medicine room,

3. The Administrator will re-

Code regulation of no
penetrations in smoke barrier
walls. This education will be
completed by 3-25-13,

4. The Maintenance Supervisor,
Housekeeping/Laundry
Supervisor and/for facility
Housekeeping Floor Technician
will audit all smoke barriers to
ensure that there are no
penetrations four (4) times a
month for three (3} months,

reviewed with the Quality
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K 025 | Continued From page 2

Observations, on 02/12/13 between 1:36 PM and
2;00 PM with the Maintenance Supervisor,
revealed tha smoke partitions, extending above
the cailing located af room # 42, #27, and #1
were penetrated by pipes and wires, Further
ohservalion reveeled the fire wall located at the
Medicine Room was inaccessible. The
maintenance supervisor tried to access the
smoke barrier but was unable fo access the wail.

Interview, on 02/12/13 between 1:36 PM and 2:00
PM with the Maintenance Supervisor, revealed he
was unaware of the penetrations in the smoke
barriers as they have been inspected several
times since the last survey. He stated the smoke
barriers had been inspected at least once a
quarter since the last inspection as the Plan of
Correction stated. He had to sign off with the
Administrator every Ume he went up to the attic to
inapact the smoke barmriers. He stated he could
not properly access the smoke barrier at the
medicine room to properly check the wall.

intarview, on 02/12/13 at 4.55 PM with the
Administrator, revealed he was unaware of the
penetrations in the smoke barriers. He gave the
Maintenance Supervisor an in-service on
inspecting the smoke baniers and stated there
was to be no breaks/penstrations in the smoke
barriers. The Maintenance Superviscr performed
three (3} audits of the smoke barriers as stated in
the plan of correction. The Maintenance
Supervisor was the only person to inspect the
smoke berriers, The Administrator was unaware
the Maintenance Supservisor was unable to
access the smoke barrier at the medicine room,

further recommendations.

Director with the Medical
Director attending at least
quarterly.

for three (3) snonths. If at any
K025 time concerns are identified, the
Quality Assurance Committee
will meet to review and make

Quality Assurance Committee

will consist of a minimum the
~ Administrator, Director of

Nursing, Assistant Director of
. Nursing, and Social Service

The

3/26/13
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K 025 Continued From page 3 K025
This is a repeat deficiency.
Reference: NFPA 101 (2000 Edition).
8.3.6.1 Pipes, conduits, bus ducts, cablas, wires,
air ducts, pneumatic tubes and ducts, and similar
bullding service equipment that pass through
floors and smoke barriers shall be profected as
follows:
(a) The space between the penefrating item and
the smoke barrier shall
1. Ba filled with a material capable of maintairing
the smoke resistance of the smoke barrier, or
2. Be protected by an approved device designed
for the spedcific purpose.
{b) Where the penelrating item Uses a sleeve to K027
penetrate the smoke barrier, the aleeve shall be
solidly set In the smoke barrier, and the space 1. The facility Maintenance
between the ltem and tha sleeva shall Supervisor identified the issues
1. Be filled with a material capable of maintaining with the cross-corridor doors
the smoke resistance of the smoke barrler, or coordinating devices identified as
2. Be protected by an approved device designed not working properly and fixed
for the specific purpose. the coordinators on 2-13-13, The
(C) Where designs take transmission of vibration Cross.corridor door courdinati ng
into conslderation, any vibration Isclation shall devices were observed by the
1. Be made on either slde of the smoke barrier, or Maintenance Supervisor as
2. Be made by an approved device designed for closing correctly on 2-13-13,
the specific purpose. 2. On 2-13-13, the Maintenance

K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K027 Supervisor audited all cross-

S8=F . . corridor door coordinators and
Door openings fn smc?ke bafr:ers have at least a found all to be in working order.
20-minute fire protection rating or are at least 3. The Administrator will re-
1¥%-Inch thick solid bonded wood core. Non-rated ' .

. : educate the Maintenance

protective plates that do nol exceed 48 inches Direct di ing th
from the bottom of the door are permitted. frector Tegaraing ensuring that
Horizontal siiding doors comply with 7.2.1.14, the cross-corridor doors operate
Boors are self-closing or automatie closing In according to regulation with the
accordance with 19.2.2,2.6. Swinging doors are coordinating devices. This
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K 027 | Continued From page 4 K 027 education will be completed by

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

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure cross
~corridor doors located in a smoke barrier would
resist the passage of smoke in accordance with
NFPA standards. The deficiency had the
potential to affect five (5) of five {5) smoke
compartments, all residents, staff and vishtors.
The facility is certified for ninely (80) beds with a
census of seventy-four {74) on the day of the
survey. The facility falled to ensure the cross
corridors doors would close properly with the
Installed door coordinators.

The findings inciude:

Observation, on 02/12/13 between 2:41 PM and
4:00 PM with the Maintenance Supervisor,
revealed the cross-comidor doors located at the
front of the hall 1, front of hall 2, hall 1 nurses
station, and the back hall next o laundry would
not close completely when tested. This was due
to the doors not having a coordinating device
properly instalfed on the doors. The doors would
not close properly when the doors were opened
after the initial close from the magnetlc locks.

Inferview, on 02/12/13 belween 2:41 PM and 4:00
PM with the Maintenance Supervisor, revealed
the coordinators were recently instatled and he
was unaware of how they worked properly,

3-25-13,

will audit all corridor doors to
ensure the doors close
appropriately monthiy for three
{3) months,

The results of the audits will be
reviewed with the Quality
Assurance Commitiee monthly
for three (3) months. If at any

Quality Assurance Committeg
will meet to review and make
Turther recommendations. The
Quality Assurance Commiitee
will consist of a minimum the
Administrator, Director of
Nursing, Assistant Director of
Nursing, and Social Service
Director with the Medical
Director attending at least
quarterly.

4. The Maintenance Supervisor

time concerns are identified, the

3/26/83

FORM CMS-2567{02-99) Prevlous Verslons Obsolela

Evenl [D:B0ML24

Facility ID: 100175

If continuation sheet Paga 5 of 20




03/18/2013 11:18 #1390 P.007/021

From:

PRINTED: 02/28/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MED|CAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {¢2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILOING 01 - MAIN BUILOING 01
B, WING
185402 02/12/2013
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
HENDERSON NURSING AND REHABILITATION CENTER 2500 NORTH ELM ST.
HENDERSON, KY 42420
*a) 1D SUMMARY STATEMENT OF OEFICIENCIES D PFROVIDER'S PLAN OF CORRECTION 85
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
K027 | Cantinued From page 5 K027
Reference: NFPA 101 (2000 Edition),
19.3.7.8". Requires doors in smoke barers to
be self-closing and resist the passage of smoke.
Reference: NFPA BO (1999 Edition)
2-4.1 Closing Devicas. K 038
2-4.1.1 Where there is an astragal or projecting
fatch boit that 1, The identified signage without
prevents the inactlve door from closing and contrast to the lettering on the
latchmg before _ exit doors was correcied with
Lhe :actws clifoor closes and latches, a coordinating contrast to the lettering by the
evice sha . .
nce Supervisor on 2-20-
be used, A coordinating device shall not be Il\gamtena ce Sup
required where ' :
each door closes and latches independently of 2. On ?_20 13'. the Maintenance
Supervisor audited every epress
the other, . .
door and exit to ensure all exit
Reference: NFPA 101 (2000 edition) doors had egress signage that had
8.3.4.1* Doors in smoke barriers shall close the contrast to the lettering. This
opening leaving audit fOl:lﬂd all doors had
anly the minimum clearance necessary for proper appropriate signage,
operation 3, The Administrator will re-
and shail be without undercuts, louvers, or griffes. educate the Maintenance
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038| ©  Supervisor regarding ensuring all
58=F : egress doors/exits have the
Exit access is arranged so that exits are readily ¢ appropriate signage. This
accessible at alt imes In accordance with section ; education will be completed by
71, 1921 _ 3-25-13.
{4, The Maintenance Supervisor
I will audit al} egress doors and
exits to ensure appropriate
signage is in place monthly for
three (3) months.
The results of the audits will be
. ) reviewed with the Quality
This STANDARD fs not me.( as eylder?oed by: Assurance Committee monthly
Based on observation and interview, it was
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K 038 | Continued From page 6 K 038

determined the facllity failed {o ensure egress
doors and exits were maintained In accordance
with NFPA standards. The deficiency had the
potential to affect five {5} of five (5} smoka
compariments, all residents, staff and visitors.
The fadliity Is certified for ninety {20} beds with a
census of seventy-four (74) on the day of the
survey. The facility failed to ensure four (4}
egress doors had the proper signage for detayed
egress doors,

The findings include:;

Cbservation, on 02/12/13 between 1:36 PM and
3:34 PM with the Maintenanca Supetvisor,
revealed the egress doors at the back two (2)
exits, the kitchen area exit, and the front exit were
equipped with delayed egress signs that had a
clear background which was not contrasting to
the fettering.

[nterview, on 02/12/13 betweesn 1:36 PM and 3:34
PM with the Malntenanca Supervisor, revealed he
was unaware the doors were required to have
slgnage with a contrasting background.

Reference:

NFPA 101 {2000 Edition)

19.22.2.4

Doors within & required means of egress shall not
be equipped with a latch or Jock thal requires the
use of a tool or key from the egress side.
Exception No, 1: Door-locking arrangements
without deiayed egress shall be permitted in
health care occupancles, or portions of heaith
care occupancles, where the clinical needs of the
patlents require specialized security measures for
their safety, provided that staff can readily unlock

further recommendations,

Director with the Medical
Director attending at least
quarterly.

for three (3) months. Ifat any
time concerns are identified, the
Quality Assurance Committee
will meet to review and make

Quality Assurance Committee
will consist of a minimum the
Administrator, Director of
Nursing, Assistant Director of
Nursing, and Social Service

The

3/26/13
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K 038 | Continued From paga 7 K038

such doors at all times, (See 19.1.1.1.5 and
19.22.25)

Exception No. 2*: Delayed-egress locks
complying with 7.2.1.6.1 shall be permitied,
provided that not more than one such device Is
located in any egress path,

Exception No. 3: Access-controlled egress doors
complying with 7.2.1.6.2 shail be permitted.

7.2.1.6,1 Delayed-Egress Locks. Approved,
listed, delayed egress

locks shall be permitted to be instalied on doors
serving

low and ordinary hazard contents in buildings
protected

throughout by an approved, supervised automatic
fire detection

system in accordance with Section 9.6, or an
approved,

supervised automatic sprinkler system in
accordance with Section

8.7, and where permitied in Chapfers 12 through
42, provided

that the following criteria are met.

(a) The doors shall uniock upon actuation of an
approved, supervised automatic sprinkler system
in accordance

with Section 9.7 or upon the actuation of any heat
detector or activation of not more than two smoke
detectors

of an approved, supervised automatic fire
detection system in

accordance with Section 9.6,

(b) The doors shall uniock upon loss of power
controlling
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K 038 | Centinued From page 8 K038
the lock or tocking mechanism,
{c) An irreversible procass shall releassa the lock
within 15
seconds upon application of a force lo the releasa
device
required in 7.2.1.5.4 that shall nct be required to
exceed 15 Ibf
{67 N} nor be required to be continucusly applied
for more
than 3 seconds. The initiation of the release
procass shall activate K 04
an audible signai in the vicinily of the door. Once 045
the , .
door lock has been released by the application of ] 1_' The ’de_"“ﬁed emergency
force to the : lights lacking two (2) bulbs will
releasing device, relacking shall be by manual i be corrected by independent
means on]y_ contractor by 3-25-1 3.
Excaption; Where approved by the authority 2. On 2-15-13, the Maintenance
having jurisdiction, a delay Supervisor audifed the entire
not exceeding 30 seconds shall be permitted. exterior of the facility regarding

exit lights to ensure al} have at

{d) *On the door adjacant to the refease device, 1 least two (2) bulbs. Any
there - identiffed concerns wili be
shall be a readily visible, durabie sign In letters i corrected by independent
nof less than 1 in. (2.5 cm) high and net less than " contractor by 3-25-13.
1/8 In. (0.3 cm) In stroke width on a contrasting 3. The Administrator will re-
background that reads as follows: educate the Mai
PUSH UNTIL ALARM SOUNDS Supervisor 1o ar";f:a’:}f:
DOOR CAN BE OPENED IN 15 SECONDS requiremont g e%ms 1o be

ngt_$|5: NFPA 101 LIFE SAFETY CODE STANDARD K 045 ! lighted with at least two (2)
Blumination of means of egress, including exit bulbs. This education will be

' . | completed by 3-25-13,
discharge, Is arranged so that failure of any single ! 4. The Maj \
tighting fixture (buib) will not leave the area in : '.“ ed' amtena:nlce Sn.pe‘rvssor
darkness. (This does not refer to emergency will audit all facility exit lights to
lighting in accordance with seclion 7.8}  19.2.8 ¢nsure proper lighting monthly
for three (3) months.
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K 045 | Continued From page 9 K 045 The results of the audits wili be

reviewed with the Quality
Assurance Committee monthiy
for three (3) months, If at any

This STANDARD is not met as evidenced by: : time concerns are identified, the
Based on observation and Interview, it was Quality Assurance Committee
determined the facility failed to ensure exits were will meet to review and make
equipped with lighting in accordance with NFPA further recommendations. The
standards. The deficiency had the potentiat o Quality Assurance Committee
affact four {4) of five (5) smoke compartments, all will consist of a minimum the
residents, staff and visitors. The facility fs Administrator, Director of
certified for ninety (90) bads with a census of Nursing, Assistant Director of
gseventy-four {(74) on the day of the survey, The ] Nursing, and Social Service
facility failed to ansure the emergency fights had " Director with the Medical
two (2) bulbs at two (2) exits. Director attending at least
quarterly.

The findings include:
Obsarvation, on 02/12/13 between 3:49 PM and 3/ 26/ B
4:30 PM with the Maintenance Supervisor,
revealed the exterior exils at the employee
smoking area and the middle exit on the Elm
Street side only had a single light for llurnination
of the outside of the exit.

interview, on 02/12/13 between 3:49 PM and 4:30
PM with the Maintenance Supervisor, revealed he
was aware the exits neaded to have more than
one light and that he had submitted a work order
but nothing had been done to fix the light fixtures.

Reference: NFPA 101 {2000 edition)

7.8.1.4* Required illumination shall be arranged
so that tha

failure of any single lighting unit does not result In
an illumination

level of less than 0.2 ft-candle (2 {uX) in any
designated

area.
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K 054 § NFPA 101 LIFE SAFETY CODE STANDARD K (54
§G=F K 054

All required smoke detactors, including those
activating door hold-open devices, are approved,
maintained, inspected and {ested in accordance
with the manufacturer's specifications. 9.6.1.3

This STANDARD s not met as evidenced by:

Based on record review and interview, it was
determined the facifity failed to ensure smoke
detaclors ware inspected and tested in
accordance with NFPA Standards. The deficlency
had the potential to affect four {4} of five (5)
smoke comparlments, all residents, staff and
visitors. The facility is certified for ninety {80}
beds with a census of seventy-four (74} on the
day of the survey. The facility falled to ensure
that the battery powered smoke detectors in each
resident room were being properly tested and
cleaned,

The findings include:

Record review, on 02/12/13 between 1:36 PM
and 4:30 PM with the Maintenance Supervisor,
revealed there was no documentation of Smoke
Detector weekly testing or monthly cleaning of the
battery powered smoke detectors located in the
resident rooms. The manufacturer's
specifications of the battery powered smoke
detectors in the resident rooms recommended a
weekly check of the smoke detectors and a
monthly cleaning of the detector,

interview, on 02/12/13 between 1:36 PM and 4:30
PM with the Maintenance Supertvisor, revealed he
checked the baltery powered smoke defeclors

1. The Maintenance Supervisor
removed all battery powered
smoke detectors on 3-4-13. This
was done due to the facility
having a facility wide automatic
sprinkler system and therefore
battery powered smoke detectors
are not required by Life Safety
Code regulation,

2. On 3-4-13, the Maintenance
Supervisor audited the entire
facility to ensure that there were
no battery powered smoke
detectors present in the facility
with none found.

3. The Administrator will re-
educate the Maintenance
Supervisor regarding the facility
niot needing to have battery
powered smoke detectors. This
cducation will be completed by
3-25-13.

4. The Maintenance Supervisor
will audit the entire facility to
ensure there are no battery
powered smoke detectors present
monthly for three (3) months,

FORM CM5-2567{02-99) Previcus Varsions Cbsoleta

Event 1D: 8DML24

Fecility ID: 100175

If conlinuation sheet Paga 11 of 20



From:

DEPARTMENT CF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

03/18/2013 11:19

PRINTED: 02/28/2013
FORMAPPROVED

OMB NO, 0938-0391

STATEMENT DF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: COMPLETED
A BUILDING o1 - MAIN BUILDING 01
B, VANG
185402 02/12/2043
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
HENDERSON NURSING AND REHABILITATION CENTER 2600 NORTH ELM ST.
HENDERSON, KY 42420
(X4) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (83
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRLATE DATE
DEFICIENGY)
: The resuits of the audits wili be
K 054 | Continued From page 11 . . .
. pag K054 reviewed with the Quality
eiv ery.srxée) mtonttl‘:s 3”? \:as unaware of any Assurance Committee monthly
cleaning dons 1o the detectors. for three (3) months. If at any
i ei ified, th
Reference: NFPA 72 (1998 ed.) gmael conserns are 'dCeO“:':n‘:‘:é o
7-4.1 Fire alarm system equipment shail be u Y ASSUT . ©
N will meet to review and make
maintained in furth dati Th
accordance with the manufacturer ' s instructions. rther recommendations. The
The frequency Qpallty Assurance‘c‘ommlttec
of maintenance shail depend on the type of will consist of & minimum the
equipment Administrator, Director of
and the locat ambient conditions. NUTS!“S» ASSESW“} Direct‘or of
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 Nursing, and Social Service
$8=D Director with the Medical

If there is an autematic sprinkier system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in
accordance with NFPA 25, Standerd for the
Inspection, Testing, and Maintenance of
Waler-Based Fire Protection Systems, itis fully
supervised. There |s a reliable, adequate water
supply for the system, Required sprinkier
systarns are equipped with water flow and tamper
switches, which are eleefrically connected to the
buliding fire alarm system. 19.3.5

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facllity failed to ensure the
building had a complete sprinkler system, in
accordance with NFPA Standards. The deficlency
had the potential to affect one (1) of five {5)
smoke compariments, no residents, staff and
visitors. The facllity Is certified for ninety {90)

Director attending at least
quarterly.

3/26/13

K 056

1. The identified sprinkter heads
nat engaging at the same heat
level in the television lounge area
will be replaced by an .
independent contractor by 3-25-
3.
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beds with a cansus of seventy-four (74} on the
day of the survey. The facllity failed to ensure all
sprinkfer heads in the same compartment would
engage at the same heat leve! in the television
lounge area.

The kndings include:

Observations, on 02/12/13 at 4:23 PM with the
Maintenance Supervisor, reveated standard
response sprinkler heads and quick response
sptinkler head in the same compariment located
in the television lounge area.

Interview, on 02/12/13 at 4:23 PM with the
Malnienance Supetvisor, revealed he was not
aware that the sprinklers had to have the same
engagement heat if the sprinkier heads are
located in the same compariment.

Referance; NFPA 13 {1999 Editlon)

7-2.3.2,4 Where listed quick-response sprinklers
are used

throughout & system or portion of a system
having the same

hydraulic design basis, the system area of
operation shall be

permitted to be reduced without revising the
density as indicated

in Figure 7-2.3.2.4 when all of the following
conditions

are satlsfied:

(1) Wet pipe system

(2) Light hazard or ordinary hazard occupancy
{3) 20-ft {6.1-m) maximum ceiling height

The number of sprinklers in the design area shall
nevear be

tegs than five, Where quick-response sprinklers

2. On 2-15-13, the Maintenance
Supervisor audited the entire
facility to identify any other
sprinkler head concerns related to
sprinkler heads not engaging at
the same heat level, ‘This audit
was cotnpared to an independent
contractor audit. All identified
concerns will be corrected by 3-
25-13 by an independent
coniractor.

3. The Administrator will re-
educate the Maintenance
Supervisor regarding the
requirement of sprinkler heads in
the same compartment to have
engagement at the same heat
tevel. This education will be
completed by 3-25-13,

4, The Maintenance Supervisor
will audit the entire facility to
ensure sprinkler heads meet the
regulatory requirement with Life
Safety Code monthly for three
(3) months,
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K 056 | Continued From page 13 K 056 The results -ofthe audits' will be
are used on a reviewed with the Quality
sloped ceiling, the maximum cailing height shal! Assurance Committee monthly
be used for :  for three (3) months. If at any
- identi
determining the percent reduction in design area. | fime concerns are identified, the .
Where | Quality Assurance Commitiee
quick-rasponse sprinkiers are installed, all will meet to review and make
sprinkiers within a . further recommendations. The
compartment shall be of the quick response typs, i Quality Assurancelctommlttee
Exception: Where circumstances require the use i will consist of a minimum the
of other than ordinery i Administrator, Director of
temperature-rated sprinklers, standard response | Nursing, Assistant Director of
sprinkiers shall be ! Nursing, and Social Service
permitted to be used. i Director with the Medical
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 i Director attending at least
S8=E i quarterly.
Required automatlc sprinkier systems are
continuously maintained in reliable operating
congition and are inspected and tested 3/26/]3
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25,
9.7.5
K 062

This STANDARD is not met as evidenced by:
Based on observation and interview, It was
determined the facility failed to ensure sprinkler
heads were maintained in accordance with NFPA
standards. The deficiency had the potential to
affect four {4} of five (56) smoke compartments,
sixty (60) resldents, staff and visitors. The facility
is certified for ninety (90) beds with e census of
seventy-four {74} on the day of the survey. The
facliity failed to ensure fifteen (15) sprinkler heads
were maintalned in reliable operating condition.

The findings include:

Observetions, on 02/12/13 between 1:356 PM and

1. The identified sprinkler heads
with concerns related to sprinkler
heads with paint or corroded
heads will be replaced by
independent contractor by 3-25-
13.

2. On 2-15-13, the Maintenance
Supervisor audited the entire
facility to identify any other
sprinkler head with paint or
corrosion . This audit was
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K 082 | Continued From page 14 K 062 compared to an indep;ndept
4:00 PM with the Maintenance Supervisor, contractor audit. All identified
revealed tha sprinkler heads located In the concerns ‘_"”” be corrected by 3-
closets of resident rooms #18, #17, #19, #21, 25-13 by independent contractor.
#25, #43, laundry storage, rehab room, rehab 3. The Administrator will re-
stalr room, soclal services closet, medicine room, educate the Maintenance
hatl 2 front wing shower reom, and room #27 had Supervisor regarding the )
paint applied to the sprinkler heads, Further requirement to maintain sprinkler
observation revealed the dishwasher room and heads in operating condition (no
the kifchen refrigerator had corroded sprinkler paint on sprinkler head etc). This
heads. education will be completed by
3-25-13.
Interview, on 02/12/13 between 1:36 PM and 4:00 4. The Maintenance Supervisor
PM with the Maintenance Supervisor, revealed ha will audit the entire facility to
was unaware the sprinkier heads in the facility ensure sprinkler heads remain
had been painted. free of paint and or corrosion
monthly for three (3) months.
Referanca: NFPA 25 (1998 Edition).
2-2.1.1* Sprinklers shall 'be inspected from the The results of the audits will be
ftoor te!vel annuatly. Sp(lnklers .shail be free of reviewed with the Quality
corrosion, forelgn materials, pa.mt, and physical Assurance Committee monthly
damage and shall be insfalted in the proper
i i i for three (3) months. If at any
orientation {e.g., upright, pendant, or sidewall). ) ‘dentified, the
Any sprinkler shall be replaced that Is painted, time concerns are 1 entilied,
corroded, damaged, loaded, or in the improper Quality Assurance Committee
orientation, ~ will meet to review and make
K 088 | NFPA 101 LIFE SAFETY CODE STANDARD koeg| | further recommendations. The
§8=E t Quality Assurance|C.ommutee
Combustion and ventilation air for boller, % will consist of a r!nmrnum the
incingrator and heater rooms is taken from end ; Adminijstrator, Director of
discharged to the outside air. 19.5.2.2 i Nursing, Assistant Director of
! Nursing, and Social Service
" Director with the Medical
Director attending at least
quarterly.
This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facility failed to ensure 3/26/13
combustion air and ventilation for fuei fired hot
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water heaters were Instalied in accordance with
NFPA standards. The deficiency had the
potential to affect two {2} of five (5) smoke
compartments, thirty-eight (38) residents, staff
and visitors. The facllity is cerlified for ninety {S0})
beds with a census of seventy-four (74} on the
day of the survey. The facility failed 1o ensure the
laundry utility room did not vent directly to the
attic. .

The findings include;

Obsarvation, on 02/12/13 at 3:30 PM with the
Maintenance Supervisor, revealed the fresh air
vent for the faundry utility room was venting
directly into the attic to the drywall not belng
sealed around the vents going through the attic.
Further observation revealed there was nol a
fresh air vent lower on the wall only the ones
installed in the celling.

Interview, on 02/12/13 at 3:30 PM with the
Maintenance Supervisor, revsaled he was
unaweare the room was not properly vented for the
fuel fired hot water heater.

Reference: NFPA 101 Life Safety Code {2000
edition)

Sactlon 18.5 Building Services

18,522

Any heating device other than a cantral heating
plant shail be designed and installed so that
combustible material will not be Ignited by the
device or its appurtanances. If fuel-fired, such
heating devices shall be chimney connecled or
vent connected, shall take air for combustion

1. The identified concern of not
having the laundry utility room
related to the fuel fired hot water
heater vent directly to the attic
will be corrected by independent
contractor by 3-25-13,

2. On 2-15-13, the Maintenance
Supervisor audited the entire
facitity to identify any other
ventilation issues, No further
issues were found.

3. The Administrator will re-
educate the Maintenance
Supervisor regarding requirement
that fuel fired equipment such as
the hot water heater should have
ventilation to the outside of the
facility. This education will be
completed by 3-25-13.

4. The Maintenance Supervisor
will audit the entire facility to
ensure ventilation of fuel fired
equipment such as the hot water
heater are properly vented and
meets the reguiatory requirement
with Life Safety Code monthly
for three (3) months,
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Means of egress are coniinuously mainfained free
of all phsiructions or impediments to full instant
use in the case of fire or other amergency. No
furnishings, decorations, or other objects obstruct
oxits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facllity failed to maintain exit
access In accordance with NFPA standards. The
deficiency had the potentlal to affect four (4) of
five (5} smoke compariments, seventy {70)
residents, staff and visitors. The facility is
certified for ninely {80) beds with a census of
saventy-four {74) on the day of the survey. The
facility falled to ensure food carts, wheelchairs
and chairs for the iobby were properly stored out
of the corridor when not In use.

The findings include:

Observation, on 02/12/13 betwean 1:47 PM and
3:48 PM with the Maintenance Supervisor,
revealad several wheelchairs, two (2) food carts
by the kitchen area, end linen carts were stored in

Administrator, Director of
Nursing, Assistant Director of
Nursing, and Social Service
Director with the Medical
Director attending at least
quarterly.

Ko072

I. The facility wheelchairs, food
carts and linen carts have been
refocated as to not be stored in
the facility corridor when not in
use. In addition, all of the
facility lobby furniture and fish
tank have been relocated and are
not permanently in the front
lobby. This was completed by
the Maintenance Supervisor on
2-15-13. The Administrator
observed on 3-1-13 that there
were no obstacles for means of
egress.
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K 068 | Continued From page 16 K 068 The results of the audits will be
directly from the outside, and shali be dssigned ;fvlewed wg h lhc.t(,l)ual:ty thl
and installad to provide for complete separation f SSL;:ancz omm;} eelrfnon y
of the combustible system from the almesphere or three (3) mont : .?.t :nyh
of ihe occupied area, Any heating device shall : time goncerns are 1 entt ted, the
have safety features to immediately stop the flow ! Quality Assurance Committee
of tuel and shut down the equipment in case of - will meet to review and make
either excessive temperature or ignitlon fallure. furth?r n ecommendatlons.‘ The

K 072 | NFPA 101 LIFE SAFETY CODE STANDARD kKorz2| .  Quality Assurance Committee

SS=F ' will consist of a minimum the

3/26/8
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the corridors throughout the facllity from 1:47 PM
to 3:48 PM. Funther observation revealed a lobby
area set up in the egress corridor at the front of
the building with four {4} chairs, table, and a fish
tank stored permanently In the corridor.

Interview, on 02/12/13 between 1:47 PM and 3:48
PM with the Maintenance Supervisor, revealed he
was unaware of the thirty (30) minute time limit on
storage in the corridors. Further interview
revealed the furniture for the lobby area had been
there for at least eight {8) years.

Reference: NFPA 101 (2000 Edition)

Means of Egress Reliability 7.1.10.1

Means of egress shall be continuously
maintained free of all obstructions or
impediments to full Instant use in the case of firg
or other emergency.

NFPA 101 LIFE SAFETY CODE STANDARD

Efectrlcal wiring and equipment s in accordance
with NFPA 70, Nationat Electrical Code. 8.1.2

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facllity failed to ensure electrical
wirlng was maintalned in accordance with NFPA
standards. The deficiency had the potential to
affect four {4} of five {5) smoke compartments, all
residents, staff and visitors. The facility Is
certified for ninety (90) beds with a census of
seventy-four (74) on the day of the survey. The
facllity fafled to ensure power strips were being

Kor2

K147

2. On 2-18-13, the Maintenance
Supervisor audited the entire
facility to identify any further
concerns with facility equipment
stored in corridors. All faeility
equipment was appropriately
stored out of the corridors. The
Administrator observed on 3-1-
13 that there were no obstacles
for means of egress,

3. The Administrator will re-
educate the Maintenance
Supervisor regarding the

requirement that facility must
remain continuously free of
obstructions or impediments to a
means of egress. This re-
education will be completed by
3-25-2013. In additicn, ail
facility staff will be re-educated
regarding the requirement that
facility must remain continuously
free of obstructions or
impediments to a means of
egress. This re-education wili be
completed by 3-25-13.

4. The Maintenance Supervisor
will audit facility remains
centinuously free of obstructions
or impediments to a means of
egress five (5) times a week for
four (4) weeks and then three (3)
times a week for eight (8) weeks.
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K 147 | Continued From page 18 K 147 The results of the audits will be
used properly. One resident room and two reviewed with the Quality
officas utltized power strips improperly violating Assurance Committee monthly
the requirements. Furthermore, the facility was for three (3) months. If at any
cited this deficiency praviously on 11/03/11 time concerns are identified, the
regarding powaer strips, the facliity had recently Quality Assurance Committee
conducted an audit which falled to identify these will meet to review and make
issues. further recommendations, The
Quality Assurance Committee
The findings include: will consist of a minimum the
Administrator, Director of
Observations, on 02/12/13 between 1:17 PM and : Nursing, Assistant Director of
3:30 PM with the Maintenance Supervisor, Nursing, and Social Service
revealed: Director with the Medical
. : Director attending at least
1)  Apower strip was plugged into another power quarterly.
sirip located in the conference room. :
2} An oxygen concenirator was plugged into a
power stip located in room #1. 3/ 26/ ]3
3) Acoffee pot was plugged into a power strip
located in the rehabs area.
4} A coffee pot was plugged Inio a power strip
localed In the soclal services office.
5} Battery chargers for medical equipment and a K 147
refrigerator were plugged into a multi-plug
adapter located in the biohazard room. [. The coffee pots plugged intoa
power strip in the rehab area and
intarview, on 02/12/43 between {:17 PM and 3:30 Social Services office have been
PM with the Mainfenance Supervisor, revealed he | removed by the Maintenance
had just done an audit of the facility looking for i Supervisor on 2-13-13. The
any electrical [ssues, He stated the faclity has : power strip in room #1, the
added many outlats to try and be in compliance ' conference room, and bichazard
with life safety code. ' room will be corrected by
. independent contractor adding
This is a repeat deficlency. additional electrical outlets by 3-
Reference: NFPA 99 (1999 edition) ;,215(1)?,2 i5-13, the Matiitenance
3-321.2D Supervisor conducted an audit of
Minimum Number of Receptacles. The number of the entire facility to ensure no
ather multiple outlet adapters
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were present. Addifional
adapters found will be removed

K 147 | Continued From page 19 K 147 .
. . and electrical outlets added by
recaptacles shall be determined by the intended independent contractor by 3-25-
use of the patient care area, There shall ba : 13 P ¥

sufficient receptacles located so as to avoid the
need for extension cords or muitiple outlet
adapters.

3. The Administrator will re-
educate the Mainlenance
Supervisor regarding the
requirement that multiple outet
adapters are not allowed to be
used in the facility. This

: education will be completed by

3-25-13.

f 4. The Maintenance Supervisor,
Housekeeping/Laundry
Supervisor and/or facility
Housekeeping Floor Technician
will audit the entire facility to
ensure no multiple outlet
adapters are in the facility five
(5) times a week for four (4)
weeks then one (1) time a week
for eight (8) weeks.

The resuits of the audits will be
reviewed with the Quality
: Assurance Commitiee monthly
j for three (3) months. If at any
time concerns are identified, the
| Quality Assurance Committee
will meet to review and make
further recommendations, The
Quality Assurance Committee
will consist of a minimum the
Administrator, Director of
Nursing, Assistant Director of
! Nursing, and Social Service
' Director with the Medical
Director attending at least 3/26/13
quarterly.
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