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Based upon implementation of the acceptable
POC, the deficiencies were deemed to be
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constitute an admission of guilt by the facility of
cited deficiencies or any violation of a regulation or

Amended standard ol care. Also, we reserva the right to take
further action, Including any and ali legal means
A Recertification Survey was conducted on necessary, 1o resolve any dispute aboul the
07/28/18 through 07/30/15 with deficiencies cited accuracy of this information.
at the highest Scope and Severity of a "E", 483.15(a)
F 241) 483.15(a) DIGNITY AND RESPECT OF F 241{ 1. Residenl #6 had a dignity bag placed over
S§S=p | INDIVIDUALITY catheter bag on 07/28/2015 by the Director of
Nursing.
The facliity must promote care for residents in a 2. On 07/28/2015 the Director of Nursing
manner and in an environment that maintains or verified that every resident who required the
enhances each resident’s dignity and respect in use of a catheter had a dignily bag attached
full recognition of his or her individuality. to both sides of ihe bed, and an any chair
used for mability.
3. The Stalf Development Nurse
i will In-service all nursing staft on the Foley
Ec:is REQUIREMENT is not met as evidenced Catholor Care policy andl procecurs by
Based on observation, interview, record review 09/08/2015.
and facility policy review it was determined the 4. The Assistant Director of Nursing or the

f Nursing will complale a Weekly
facllity failed to promote dignity and respect for Director of 1

one (1) of fifteen sampled residents (Resident g:’;?:':;:;;::;":;ﬂ;i‘;d“‘:; ':‘:‘;"’; 2:'21:::';;:
#68). Observation of Resident #8 revealed the

‘ ensure correct placement of tubing, and to
resident’s catheter bag was not in a dignity bag. ensure dignity bags are in place and used

appropriately,

5. After completion, the Director of Nursing
will submit tha Weekly Dignity Audit
to the Administrator.

The findings include;

Review of facility policy tilled, "Foley Catheter

Care”, not dated, ravealed staff should secura the 6. The Adminlstrator will report alt findings from
catheler properly and ensure the catheter bag the Weekly Dignity Audi to the
was placed In a dignity bag and the dignity bag Quality Assurance Committes monthly for a
should nat touch the floor. period of twelve {12) monihs,
7. The Director of Nursing will be responsibla for
Record review revealed the facility admitted follow-up and completing the recommendations
Resident #8 on 05/23/14 with diagnoses which from the Quality Assurance Commities.
included Quadriplegia and Quadriparesis C1-C4 {Continued on Page 2)
Complele, Thrombocytopenia, Anxiety State,
Depressive Disorder, Chronic Pain, and Urinary
tract Infection. Review of the Annual Minimum
LABORATORY DIRECTGR'S OR pnownessupmsa RESENTATIVE'S SIGNATURE TITLE {X8) DATE
vﬂmm[ . CE-)Q NHH 09-24-2p5

other safeguards da sufficient protection lo tha patienls. (See Instructions.) Except for nursing homes, the findings staled above are disclosable 80 days
lnltowing tha data\of survey whether or not a plan of correction Is pravided. For nursing homes, the above findings and plans of cotraction ara disclosabla 14
days Iolbvd:lgdl:au ate hese documents are made available to the facility, If deficiencles are ciled, an approved plan of camaction Is requisiie lo continued
program pa aton.

Any deficlency s?&nl ending with an agterisk (*} denolas a deficiancy which the Insiitution may be excused from corecting providing it is determined that
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{Continued from Page 1)
F 241 | Continued From page 1 F 241| 8. Quality Assurance Commitlee members are
Data Set (MDS) assessment, dated 05/10/15, as follows:
revealed the facility assessed Resident #6's Dr. Amelia Kisar, Medical Director
cognition as intact with a Brief Interview of Mental Lisa Wright, LPN, Pharmacy Consultant
Stalus (BIMS) scare of fifteen (15) which ::::‘a";t:‘l’é;?&“;gm's"a“”
Indicated the resident was interviewabla. Tammy London, AN, ADON
Observation on 07/28/15 at 2:45 PM reveated ;;:'::nmar::':: .éi:h(:
Resident #8 was asslsted to bed by Licensed Shirley James, Environmental Supervisor
Practical Nurse (LPN) #8 and Certified Nursing Shert! Likens. 'LPN HR/SD 09/13/2015
Assistant (CNA) #8. CNA #8 removed the ' T
catheter bag from the broda chair and atlached it
to the bed. The catheter bag was not coverad
with a dignity bag and residents urine was visible.
Interview with CNA #6, on 07/28/15 at 3:18 PM,
revealed sha did not place the catheter in a
dignity bag,
Interview with LPN #6, on 07/28/15 at 3:50 PM,
revealed Resldent #8's calheter bag should have
been placed in the dignity bag.
Interview with the Assistant Director of Nursing
(ADON), on 07/30/15 at 3:05 PM, revealed she
expecled staff to place catheler bags in a dignity
bag.
Interview with the Director of Nursing (DON), on
07/30/15 at 3:.05 PM, revealed the catheter bag
should always be placed in a dignity bag for the
residents, and not be allowed to touch the floor. y
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F280| e Dlostor ol Nusig updated resident #10'
$5=0 | PARTICIPATE PLANNING CARE-REVISE CP care plan to include the bed alarm and the chair
alarm on 07/30/2015,
The resident has the right, unless adjudged °
incompetent or otherwise found lo be
incapacitated under the laws of the State, to
participate in planning care and treatment or {Continued on Page 3)
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Continued from Page 2
F 280, Continued From page 2 F 280 ( w8 o
2. The Director of Nursing changed Resident #10
changes in care and treatment. to assist of 1 with grooming, toileting,
arnbulation, and transiers on 08/07/2015.
alfﬁmgrghemlxa t‘i?‘l‘e plan ll.n:lISl bef de"ehped 3. The Director of Nursing updated the care plan
n 7 cays aiter Ine wmp_a on of the on 07/30/2015 for hip and elbow proteciors
comprehensive assesament; prepared by an on resident #9 as a late entry for 07/14/2015,
Interdisciplinary team, that includes the altending 4. RN #2 In-serviced by Assistant Director of
physician, a registered nurse with responsibility Nursing on 07/30/2015 regarding
for the resident, and other appropriate staff in documsntation of falls, completion of post fall
disciplines as determined by the resident's needs, investigation & determining root cause factor
and, lo the extent practicable, the participation of of fall, and care plan interventions.
ihe resident, the resident's famlly or the resident's 5. The Direclor of Nursing checked ali residents
legal representative; and perlodically reviewed that have fallen 1o ensure that all falls have
and revised by a leam of qualified persons after been Investigated to datermine root cause of
each assassment. tall and appropriate care plan inlerventions
are in place for those rasidents,
6. Stail Development Nurse will in-sarvice the
Licensed Nursing Statf on fall prevention
& documentation, investigation and
datermining root cause, and care plan
. interventions by 09/10/2015,
;;'_Is REQUIREMENT is not met as evidenced 7. The Director &for Asst. Director of Nursing
i . will review all falls, as they occur, lor
Badsred i‘l}n Ob?lemuc;n' ln.temew' record review moniloring of documentation, datermination of
and facility policy review, it was determined the root cause, and accuracy of interventions thal
facllity failed to review/revise the falls care plans have been put into place.
for two (2? of fifteen (16) sampled residents 8. A fall report, including rool cause and
(Resldent's #9 and #10). Staff failed to revise the inlerventions put into place, will be completed
care pian to address Resident #10's behavior of by the Director &/or Asst. Director of Nursing,
cantinually getting up without assistance and and given to the Administrator on a weekly
failed lo develop an intervention to address basis for a period of twelve (12) months.
Resident #9's fall on 07/10/15. 9. The Administrator will report the waekly
tindings 1o the Quality Assurance Meeting on
The findings include; a monthly basis for a period of twelve (12)
months.
Review of facility policy titled, "Fall Assessment 10. The Direciar of Nursing wif monilor and
Protocal”, last revised 06/15/15, revealed care be responsible for follow-up and
plan interventions should be initiated after each :ﬁ;?;i:‘g:;’:l:g;“ LT LY
a X ’
fall to attempt to prevent falls from occurring (Continued on Page 4)
1. Record review revealed the facility admitted
FORM CMS-2567(02.99) Previous Versions Cibisolete Event ID: E1LUN Facikty (D; 100012 If continuation shest Pege 3 of 28
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Resident #10 on 11/05/14 with diagnoses which
included Dementia with Behavioral Disturbances,
Alcohol Induced Amneslic Disarder, Wernicke's
Korsakoff Syndrome and a History of a Cerebral
Vascular Accident. Review of the quarterly
Minimum Data Set (MDS) Assessment, dated
05/31/15, ravealed the facility assessed Resident
#10's cognition as moderately impaired with a
Brief Interview of Mental Stalus (BIMS) score of
twelve (12), indicating the resident was
interviewabla. Further review revealed the
resident required supervision and set-up
assistance with transferring and ambulating the
haliway and In room and utllized a cane for
ambulatian,

Review of the Falls Care Plan, dated 05/18/15,
revealed the resident was at risk for falls due to a
history of falls, weakness and periods of
confusion. Interventions were for the Falling Star
Program; monilor for activity tolerance and
encourage resl periods; to have the resident to
waear shoes and non-skid socks with all transfers;
monitor for the causalive factor for the falls; and,
lo encourage the resident to call for assistance
prior to ambulation or transfers,

Review of lhe Falls Event Reporis for Resident
#10, dated 03/25/15, 04/03/15, 04/03/15,
05/Q5/15, 05/17115, 06/02/15, 06/28/15 and twice
on 07/01/15 and interview with the DON on
07/30/15 al 4:38 PM, revealed ihe resident
experienced nine (9) falls due to the resident's
falture to request assislance with transfers and
ambulation, with only one (1) injury and this was
an abrasion to the top of the head on 05/17/15.
However, the unassisted transfers were not
identifled as the causative factor of the falls and

an intervantion for a bed alarm did nat eceur until

{Continued from Faga 3)
11. Quality Assurance Commitiee members are
F 260 as loflows:
Dr. Amelia Kiser, Madical Director
Lisa Wright, LPN, Pharmacy Consultant
Yvonna W. Cook, Administrator
Tonia Bullock, RN, DON
Tammy London, RN, ADON
Vivian Kinslow, RSC
Sharon Bragg, CDM
Shirley James, Environmental Supervisor
Sherri Likens, LPN, HR/SD 09/13/2015
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Continued From page 4

after the ninth fali, in addition, further review of
the 05/18/15 Fall Care Plan revealed the bed
alarm was not added to the care plan
interventlons, as of 07/30/15.

Qbservation of Resident #10, on 07/28/15 at 3:18
PM, revealed the resident was resting quietly
supine in bed with no bed alarm to bed but the
resident’s wheelchalr had a chair alarm attached.

Interview with the DON, on 07/30/15 al 4:38 PM,
revealed the interventions implemented to
prevent further falls for Resident #10 were for
educaling the resident on the use of the call light
and did not change after the first two (2) falls.
She staled on the third fall, Occupational Therapy
screened yet had no new recommendations and
on the fourth fall, the staff were encouraged to
ensure the resident’s personal lems were in
reach and lo prompt the resident to request help,
She said the fifth and sixth fall were due to the
resident’s footwear after getting up unassisted
and on the seventh fall, the resident was placed
on the Falling Star Program, which interview with
the DON revealed this lo mean the staff need 1o
ba monitoring the resident closer. She stated on
the eighth fall, the resident rolled out of bed, due
to being hungry and the staff were to affer
snacks. After the ninth fall, a bed alarm was
placed. The DON stated the Interventions of
reminding the resident lo call for assistance with
ambulation were not effective for this resident and
did not address the root cause of the falls or
prevent further falls.

2. Record review reveaied the facility admitled
Resident #9 on 08/18/14 with diagnoses which
included Dementia, Hereditary and Idiopathic
Peripheral Neuropathy, Vitamin B-12 Deficiency

F 280
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Anemia, Paralysis Agitans, and Depressive
Disorder,

Review of Resident #9's Fall Care Plan, dated
05/26/15, revealed the resident has tendency to
lay self in floor with interventions to monitor and
track falls as they occur for causative factor,
assist of one (1) as needed for transfers and
ambulation, and lo conduct safaty checks every
fifteen (15) minutes to address wanlis/neads.

Review of an Unwilnessed Incident Description,
dated 07/10/15, ravealed Residenl #9 was found
in floor with resident assessed with no injury and
relocated to bed; howaver, further review of the
care plans revealed there was no Post Fall Care
Plan completed for Resident #9 for the 07/10/15
fall and no intervention to address the root cause
of this fall per facility policy.

Interview with Registered Nurse (RN) #2, on
07/30115 at 3:50 PM, revealed she did not do a
Post Fall Care Plan for the 07/10/15 unwitnessed
fall. She stated staff assisted the resident up and
relocaled him/her o the bed. She said she
should have developed an intervention lo address
the cause of the fall,

Interview with the Assistant Director of Nursing
(ADON), on 07/30/15 at 4:20 PM revealed there
was no information for the fall for Resident #0 on
07/10/15.

483.20(k)}3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meel professional standards of quality.

F 280

F 281

1. Stalf Developmant Nurse in-serviced CNA #5

483.20{k)(3)(1)

and LPN #6 on proper use of gait belt on
07/30/2015.
{Continued on Page 7)
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F 281 | Continued From page 8 F 281 2 0n 07/30/2015 the Director of Nursing
monitored gait belt usage on resident #6 to
This REQUIREMENT Is not met as evidenced . ensure that gait belts were belng usad
by: according to policy & procedure.
Based on observation, Interview, record review 3. The Diractor of Nursing monitored all
and facility policy review, it was determined the residents to ensure galt belts were being used
facility failed to provide services by qualfied on 07/30/2018.
persons for ane (1) of fifteen (15 ) sampled 4, The Statl Davelopment Nurse will in-service alt of]
residents. Certified Nursa Aide (CNA) #8 and the nursing an the Transter Palicy and
Licensed Practical Nurse (LPN) #6 transferred :ﬁ;‘;‘é’:’;“ ensure proper use of gait belts by
Resident #8, a quadriplegic, from a broda chalr to )
§. The Director &/or Asst. Diractor of Nursing will
bgl? without the use of a gait belt per facility complate weekly audits for a perlod of twelve
policy. (12) months of the nursing staft 1o ensure proper
. use of gait belts.
The findings Include: 6. The Director of Nursing will lorward the audit
report to the Adminisirator on a waekly basis,
Review of the facility policy titted , Transfes 7. The Administralor will report the tinding of tha
Resident/Ambulate/Mechanical Lifts/Gait Belis audit report to the Quality Assurance Commitiee
(Transfer Helpless Resident from Bed to Chalr), monthly for a period of twelve (12) months.
nol dated, revealed for staff to assist resident {o a 8. ‘Tha Director of Nursing will monitor and be
sitting position, apply transfer belt, position chalr respongible for follow-up and recommandations
to resident’s strong side parallel to or at a 45 from the Quallly Assurance Commiliee.
degree angle to bed {when moving from bed to 9. Quality Assurance Committee members ara
chaklr), lock wheels of char, stand directly In front as follows:
of the resident, grasp back of the belt, support Dr. Amelia Kiser, Madical Director
resident knees and feet with your knees and feet, Lisa Wright, LPN, Pharmacy Consultant
have resident lean forward and instruct resident _‘r""’:‘"g “l';’ i"ﬂ‘ﬁgg:'s"a“"
to push up as much as possible while you assist ona Bullock, RN,
him/her up by straightening-your legs and hips 5:";""‘:0"""“"""?2"(‘:' e
and holding onto the belt. Pivot bady as well as ! ;:::'CDM
resi;:ilen'laf body, assist the resident to the chair, if Shirley James, Environmental Supervisor
LGl bl Sheni Likens, LPN, HR/SD 09/13/2015
Record review revealed the facility admitted
Resident #6 on 05/23/14 with diagnoses which
included Quadriplegia and Quadriparesis C1-C4
Complele, Anxiety Siate, Depressive Disorder,
Chronic Pain, and Urinary tract Infection. Review
of the Annual Minimum Data Set (MDS)
Assessment, daled 05/10/15, revealed the facillty
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assessed Resident #8's cognition as intact with a
Brief Intarview of Mental Status (BIMS) score of
fifleen (15) indicating the resident was
interviewable. In addition, the resident was
assessed to require lotal assistance with aclivities
of daliy living (ADLs).

Observation on 07/28/15 at 2:45 PM revealed
Resident #8 was assisted by two (2) staff (LPN
#8 and CNA #8) from a Broda chalr to the bed
without the use of a gait belt.

Interview with LPN #8, on 07/28/15 at 3:50 PM,
revealed she did not use a galt belt when
transferring Resident #8 from Broda chair to the
bed. LPN #6 stated the galt belt shouid have
been used for the transfer and the resident's
shoulder could have been hurt or the resident
could have been dropped. LPN #8 sald a gait
beit was a part of the uniform and should be with
staff at all imes.

Interview with LPN #7, on 07/30/15 at 3:03 PM,
revealed the slaff should use a gait belt with all
transfers.

Interview with the Director of Nursing (DON}), an
07/30/15 at 10:43 AM, revealed any transfer was
a galt belt transfer, and the gait beit was
supposed to be with staff at all times. The DON
stated the gait belt should be used for a
quadriplegic because it would not put pressure
under the arms and If pressure was applied under
the arms il "could take the shoulders out, they are
dead weight",

483.20(k)(3)(ii) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

F 282
58=D

F 281

483.20(k)(3)(ii)
(Continued on Page 9)

F 282
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1. Tha Diractor of Nursing updaled the care plan
for resident #3 on 07/29/2015 to add skin
sleevas to BUE on at all times except during
hygiane & skin care.

The services provided or aranged by the facllity
must be provided by qualified persons In
accordance with each resident's written plan of

cara. 2. The Birector of Nursing updated the Post Fali
cara plan intervention on resident #7 from assis{
. of 1 10 assist of 1 as needed with transfers
This REQUIREMENT is not met as evidenced and ambulation 1o reflect current status on
. 08/07/2015.

Based on observation, interview, record raview, 3. The Director of Nursing updated resident #10's
and review of facllity policy, il was determined the care ptan to include the bed alarm and chair
facility failed to follow the interventions of the care alarm on 07/30/2015.
plan for three (3) of fifteen (15) sampled resident 4. On 07/30/2015 the Director of Nursing
(Resident #3, Resident #7 and Resident #10). reviewed all residents with alamms & special
The staff failed ta Implement the cars plan for aquipment to ensure proper placement of
Resident #3's related to placing the resident's such devices.
hands on top of pillows and blankets when in bed, 5. All nursing stalf will ba In-serviced an praper
Resident #7 related o the assist of one (1) staff e Ll b DG G
for ambulation and Resident #10 related to a bed e L IR L S
alarm. 6. The Director of Nursing wili ensure

alarm placement Is placed on Treatment racord
and Heensed nursing statf will sign off each shift

The findings include: that atarm is in place and functioning

Review of the facility’s policy titied, "Care properly.

Planning’, last revised 03/04/11, revealed the Bl il

Resident Assessment Instrument (RAJ) process placement of such devices for a period of

shall ba adhered to by the interdisciplinary team twelve (12} months.

to develop an accurate and individualized plan of 8. The weekly Alarm Audit Report will be

care reflective of resident needs to ensure quality forwarded 10 the Administrator by the

of care. The policy did not address Director of Nursing on a weekly basls.

Implementalion of the care plan. 9. The Administrator will report finding of the
Woeekly Alarm Audit Report fo the Quality

1. Record review revealed the facility admitted Assurance Committes monthly for a period of

Resldent #3 on 05/22/156 with diagnoses which iwelve (12) months.

included Left Traumatic Subarachnoid 10. The Director of Nursing will monitor and be

Hemon’hage’ Left Subdural Hematoma. and rasponsibla for follow-1p and recommendations

Brain Compression- Review of Admissl‘on from the Quality Assurance Commitiee.

Minimum Data Set (MDS) Assessment, dated {Continued on Page 10)

06/01115, revealed the facility assessed Resident
#3's cognition as severely impaired which
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indicated the resident was not inlerviewable. Tha Dr. Ame“a'.qser, Medical Director
resident was unable to complete a Brief Interview Lisa Wright, LPN, Phamnacy Consultant
for Mental Status (BIMS), Yvonne W. Cook, Administrator
Tonia Bullock, RN, DON
Review of Resident #3's Wound Care Plan, dated Tammy London, AN, ADON
07/24115, revealed an intervention to ensure both Vivian Kinslow, RSC
resident’s hands were placed on top of a pillow Sharon Bragg, CDM
and on lop of blankets while in bad. Shirley James, Envirormnental Supervisor
Sherr Likens, LPN, HR/SD 09/13/2015

Qbservalion of Resident #3 on 07/29/15 at 8:40
AM and 10:10 AM, ravealed both of Resident #3's
hands and arms were under his/her blankets.

2. Record review revealed the facllity admitted
Resident #7 on 10/28/13 with diagnoses which
Included Alzheimer's, Anxiety, Depressive
Disorder, Anemia, Hypertension, Dementia with
Psychosis, and Osteoporosis.

Review of Quarierly MDS Assessment, dated
06/14/15, revealed the facility assessed Resideni
#7's cognition as severaly Impaired with a BIMS
scora of three (3), which indicated the residant
was not interviewable. In addition, Resident #7
required one {1} staff physical assist for walking
in the room and in the carridor.

Review of Resident #7's Al Risk for Falls Care
Plan, dated 06/28/15, revealed an intervention for
assist of one (1) as needed (PRN) for ambulation.
However, review of Reslident #7's Posl Fall Care
Ptan, dated 07/22/15, revealed he/she had a fall
on 07/22/15 with an intervention of assist of one
staff for ambulation added as an immediate
intervention post fall. in addition, review of
Resident #7's Post Fall Care Plan, dated
07/25/15, revealed he/she had a fall on 07/25/45
with an intervention of staff were educated that
the resident was to be a one (1) assist anytime

FORM CMS-2587(02-89) Previous Verslons Cbsclete Event ID:E1LUT1 Feclity 10 100012 |{ continuaticn shesl Page 10 of 28
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he/she is ambulating added as an immediate
intervantion post fall.

Observation of Resident #7, on 07/29/15 at
01:30 PM and on 07/30/15 at 10:30 AM, revealed
he/she was ambulating with the use of a standard
walker in the front lobby area with no staff
assisling or monitoring the resident.

3. Record review revealed the facility admitted
Resident #10 on 11/05/14 with diagnoses which
included Dementia with Behavioral Disturbances,
Alcohol Induced Amnestic Disorder, Wernicke's
Korsakoff Syndrome and a History of a Cerebral
Vascular Accldent.

Reaview of the quarterly MDS assessment, dated
05/31/15, ravealed the facllity assessed Residant
#10's cognilion as moderately impaired with a
BiMS score of tweive (12), indicating the resident
was Interviewable. Furiher review revealed the
resident required supervision and set-up
assistance with transferring and ambulating the
hallway and room and ulilized a cane for
ambulation,

Revlew of the Falls Evant Report, dated 07/01/15,
revealed Resident #10 had a fall and an
intervention was added to have a bed atarm.
However, raview of the 05/18/15 Fall Care Plan
revealaed this was not added to the care plan
interventions, as of 07/30/15.

QObservation of the resident on 07/28/15 at 3:18
PM, revealed the resident resting quietly supine in
bed, with a nearby walker and wheel chair, with a
chair alarm attached and no bed alarm in use,

Interview with Assistant Direclor of Nursing
FORM CMS-2567(02-99) Pravious Verslons Obsolele Event ID:EVLUY1 Facility 1D: 100012 If continuation shas! Page 11 of 28
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(ADON]), on 07/30/15 at 2:30 PM, revealed she
expected staff to follow the resident care plans as
the cara plans are a guide to taking care of the
residents. She further slated the administrative
nurses are lo review the falls informatlon and
determine Iif post fall immediate interventions that
were put inlo place immediately following a fall
are appropriate and if assessed to be a
appropriate the intervention will continue to be
used and if it was assessed that a different
intervention was needed then a new intervention
as assessad o be appropriale will be
Implemented and added. She stated she
expected staff to follow the resident care plans as
the care plans are a gulde to taking cara of the
residents.
Interview with Director of Nursing (DON), on
07/30/15 at 02:35 PM, revealed she expecled
staff to foliow the care plan interventions for all
residents,
F 315 483.25(d) NO CATHETER, PREVENT UTI, F 315 483.25(d)
$$=D | RESTORE BLADDER 1. CNA #1 and RN #1 wera insiructed on proper
catheter care for Resldent #3 by Asst, Director of
Based on lhe resident's comprehensive Nursing on 07/29/2015.
assessment, the facility must ensure that a 2. The Director of Nursing checked all residents
resident wha enlers the facility without an with catheters lo ensure thal proper catheter
indwelling catheter is not catheterized unless the care Is conducted an 07/29/2015.
resident's clinical condilion demonsirates that 3. CNA #1 and RN#1 will complete a Catheter Care
catheterization was necessary; and a resident Procedure in-service and return demonstration
who is Incontinent of bladder receives appropriate with proper technique to the Statf Development
treatment and services to prevent urinary tract nurse on 08/04/2015,
infections and to restore as much normal bladder 4. All nursing staff will complete a Catheter Care
function as possible. Procedure in-service and return demonstration
with proper techniqua, and Iraining on proper bag
and tubing placement by 09/11/2015 by Stat
This REQUIREMENT Is not met as evidenced ST R T
by: (Continued on Page 13)
FORM CMS-2567(02-99) Pravious Versions Obsolale Evant ID; E1LU1 Facllity 10: 100012 If conlinuatian shest Paga 12 of 28



Fram:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

08/25/2015 0B:57 w820 P.

014/029

PRINTED: 08/24/2015
FORM APPROVED

MB NO. 0

Based on obzervation, interview, record review,
and facility policy review, it was determined the
facility failed to ensure appropriate trealment and
sarvices were provided ta prevent an infection of
the urinary tract for one (1) of fitean (15)
sampled residents (Residenl #3). Certified Nurse
Aide (CNA) #1 falled to properiy clean and rinse
the rasident’s perineal area and indwelling urinary
catheter while providing catheter care.

The findings Include:

Review of the facility policy for Urinary Catheter
Care, not dated, revealed faclility staff should
gently wash around the opening of the urethra
with soap and waler, then holding the catheter
naar the meatus, clean the catheter fram tha
meatus down the catheter about four (4) inches,
using soap, water, and a clean wash cloth, Clean
downward away from the meatus with one stroka.
Repeat as needed with a clean area on the wash
cloth each time. Rinse and pat dry.

Record review revealed the facility admitted
Resident #3 on 05/22/15 with dlagneses which
Included Left Traumatic Subarachnoid
Hemorrhage, Left Subdural Hematoma, and
Brain Compression. Raview of tha Admission
Minimum Data Sel (MDS) Assessment, dated
06/01/15, ravealed he/she could not be assessed
for a Brief Interview for Mental Status (BIMS)
score due to severely impaired cognition which
Indicated he/she was not interviewable,

Observation of Resldent #3 receliving indweliing
urinary catheler care, on 07/29/15 at 2:07 PM by
Certified Nurse Aide (CNA) #1, revealed the CNA
placed equipment on the bedside table o provide
catheter care to include a basin with ciean warm
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5. All non-licensed staff will be in-sarviced on
proper nofiticatlon to nursing stati when a residept
needs to be relocated or belongings need to be
moved by the Stafl Development Nurse on

09/08/2015

6. The Staff Development Nurse or the Director
of Nursing will randomly audit two {2) CNA's
and ona (1} licensed nurse each monih for
catheter care procedure for a period of
twelva (12) months.

7. The Staft Development Nurse will
report the Catheter Care Procedure audit
results to the Administrator monthly.

8. The Administrator will report the Catheter Care
Procedure Audit rasults to the Quality
Assurance Commitiee monthily for a perled of
twelve (12) months.

9. The Diracior of Nursing will monitor & be
respoensible for follow-up and
recommendations from the Quality
Assurance Committea.

10. Quality Assurance Committee members are

as lollows:

Dr, Amelia Kiser, Medical Director

Lisa Wright, LPN, Pharmacy Consultant
Yvonne W. Cook, Administrator

Tonia Bullock, RN, DON

Tammy London, RN, ADON

Vivian Kinslow, RSC

Sharon Bragg, CDM

Shirley James, Environmental Supervisor
Sherri Likens, LPN, HR/SD

0913/2015
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water with one (1) washcloth placed in water; a
second basin with warm soapy water with one (1)
washcloth in that basin; and, a clean clean dry
towsl an bedside table. CNA#1 donned gloves,
and removed the resident's covers and
repositioned the resident’s gown. CNA#1 was
observed taking a clean washcloth out of the
soapy waler basin and cleansed Resident #3's
perinealiurethral area. CNA #1 then proceeded
io cleanse tha indwelling urinary catheter from the
meatus down the catheler with the same
washcioth. CNA #1 initially secured the urinary
catheter approximately four (4) inches down the
catheter and proceeded to cleanse the catheter
away from the mealus toward whera she had
secured the catheler with her left hand, she then
repositioned her left hand to secure the catheter
directly abuve the meatus approximately ona (1)
inch abova the meatus and dlean down the
catheler again away from the meatus. CNA #1
then placed the contaminated soapy washcloth
Into the rinse water basin with the clean rinse
washcloth. CNA #1 then went to reach for the
clean washcloth in the rinse basin lo remove a
washcloth from the basin, but Registered Nurse
(RN) #1 verbally informed CNA #1 to stop dua to
she contaminated that basin by placing the dirty
washcloth in the rinse basin. CNA #1 then
praceeded to plck up a pack of disposable
sanitary wash clothes (o use one to rinse
Resident #3; however, RN #1 again verbally
informed CNA #1 that was not appropriate to use
the disposable sanitary washcloths for rinsing.
CNA #1 proceeded to leave the resident's room
to go obtain a clean washclolh for rinsing. CNA
#1 returned {o Resident #3 room after several
minutes with gloves on and with a wet washcloth
in her hand and proceeded to rinse Resident #3's
penis and catheter. CNA #1 was verbally
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informed by RN #1 that she was supposed lo pat
dry the perineal area and catheler area after the
areas were rinsed. After being instructed to do
such, CNA #1 grabbed a clean lowe! and patted
ihe areas dry.

Interview with CNA #1, on 07/29/15 at 2:258 PM,
revezled the CNA had been trained to provide
urinary catheter care avery shift and on an "as
neaded" basis. CNA #1 stated she had been
trained to use warm waler, soap, and washcloths
to clean the resident's perinealfurethral area,
discard the soiled washclolh, rinse the area with a
clean washcloth, discard the soiled washcloth
used for rinsing, and use two (2) additlonal clean
washcloths to clean and rinse the cathater. CNA
#1 stated she should have had more washcloths
for cleaning and rinsing (he perineal/urethral area
and catheter on hand and available.

Interview with RN #1, on 07/29/15 at 02:30 PM,
reveaiad she expected staff to have available
supplies on hand prior to the start of
catheter/peri-care. She siated she expected staff
to have changed gloves prior to restarting
catheter care after leaving the room for supplies
and returning to the resident’'s room with the
same gloves on.

interview with Director of Nursing (DQON), on
07/30/15 at 02:05 PM, revealed she expected
slaff to be prepared prior to starting catheler
cares by having the supplies on hand at bedside.
She further stated she expected staff to follow
catheler care as per policy.

Further observation of Resident #3, on 07/30/15
at 10:30 AM, revealed he/she was sittingup ina
geri-chair in room with his/her urinary calheter
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Continued From page 15
drainage bag resling on top of histher abdomen.

Interview with Licensed Practical Nurse (LPN) #2,
on 07/30/15 at 10:40 AM, revealed she expecled
staff to position the urinary catheter bag below the
resldent's bladder and It was not appropriate to
rest a urinary drainage bag on tap of a resident
due to this was an infection controi issue and also
this would prevent the proper drainage of urine
into the drainage bag which could cause a
resident to develop an infection.

Interview with Assistant Director of Nursing
(ADON) on 07/30/15 at 10:35 AM, revealed she
expected staff to anchor the urinary catheter
drainage bag to the gerl-chalr and it was
unacceplable for a urinary drainage bag to be
placed on top of a resident as this was an
infection control Issue. She further stated the
drainage bags are to be anchored below the
resident's bladder lo promotle proper urinary
drainage.

Further interviaw with DON, on 07/30/15 at 2:35
PM, revealed she expected staff to anchor a
indwelling urinary catheter bag below a resident's
bladder lo maintain proper urinary flow Into the
dralnage bag and that staff were neverto lay a
urinary drainage bag on top of a resident as this
was an infection control concemn.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

‘The facility must ensure that tha resident
envircnment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices 1o
prevent accidents.

F 315

F 323

483.25(h)
1. The Director of Nursing updated the
Post Fall care plan intervention for assist of
1 to assist of 1 as needed with
transiers and ambulation on resident #7 to
reflect current status on O8/07/2015.
(Continued on Page 17)

FORM CMS-2387(02-98) Previous Verslons Obscleis

Event ID:ELUN

Faciity 10: 100012

If continuation shael Pags 16 of 28



From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

089/25/7/2015 09:58 #820 P.018/029

PRINTED: 08/24/2015

GLENVIEW HEALTH CARE FACILITY

1002 GLENVIEW DR.
GLASGOW, KY 42141

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DAYE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: A. BUILDING COMPLETED
185271 8. WING 07/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE camEnon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OAYE
DEFICIENCY)
{Continued irom Page 16)
F 323| Continued From page 16 F 323 2. Resident #10 only had 1 fall on 04/03/2015.
3. The Diractor of Nursing updated the care plan
of resident #10 adding the bed alarm &
chair atarm on 07/30/2015.
4. Resident #10 was changed to assist ol 1 with
This REQUIREMENT Is nat met as evidenced grooming, toileting, ambulation, and Iransters
by: by the Director of Nursing on 08/07/2015.
Based on observetion, inlerview, record review 5, Statf Development Nurse in-serviced CNA #6
and facility policy review, it was determined the and LPN #& on proper use of gait belts on
facility failed to ensure each resident recsived 07/30/2015.
adequate supervision and assistance devices o 6. The Director of Nursing raviewed all
pravent accidents for threa (3) of fifteen (15) residents plan of care to ensure that fransters
sampled residenis (Resident’s #8, #7, and #10). are being periormed per individual plan of care
Staff failed to ensure Resident #7 and Rasident on 07/31/2015 ,
#10 had adequate supervision for ambutation and 7. Tha Staft Development nurse will In-sarvice
falled to ensure a gall belt was used for Resident — f;’;'n‘;gr‘:: ;'::rsffs; Policy &
#6 with transfers io pravent accidenis. of galt beits by 09/08/2015
, 8. The Director of Nursing changed the
The ﬁ"dmgs chluda. recording of the alarm placement to place
- on Treatment record and licensed nursing
Review of facility policy titled "Resident statf will sign off each shift that atarm Is in
incident/Accident Policy”, last updated 08/15/15, place and functioning appropriately on
revealed it was the policy of the facility to attempt 09/13/2015.
to provide a safe environment free from accidents 8. AW nursing statf will be in-sarviced on proper
with proaclive, pravantalive care intervenjions. placement and observation of all alarms on
(9/08/2015 by Stati Development Nurse
1. Record review revealad the facility admitted 10. The Director &/or Asst. Director of Nursing
Resident #7 on 10/28/13 with diagnoses which will compiete weekly audils of ihe nursing
included Alzheimer's, Anxiety, Depressive staff to ensura proper use of gait belts for a
Disorder, Anemia, Hypertension, Dementia with period of twelve {12) months.
Psychosis, and Osteoporosis. Review of 11. The Director &/or Asst. Director of Nursing
Quarterly Minimum Daia Set (MDS) Assessmenl, will audit alarms weekly to ensura appropriatg
dated 068/14/15, revealed he/she had a BIMS placement of such devices for a pariod of
Score of three (3), which indicated the resident b UL b
was not Interviewable. Further Review of LS P G G Bl
Quarterly MDS dated 06/14/15, revealed Balt Audit Report will be lfarwarded 10 the
Resident #7 was coded as needing limited Administralor by the Director of
assistance of ona (1) staff physical assist for N(%'::'fnz';:;e;:geh?;;s"
walking In the room and in the corridor.
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F 323/ Continued From page 17 F 323} 15 (o Admanistrator il raport findings of the
Review of Resident #7's Comprehensive Care Waekly Alzrm Audit Report to the Quality
Plan "At risk for falls" dated 06/28/15, revealed Assurance Committea monthly far a paricd
this resident was at risk for falls and/or injury of twelve (12) months.
related to having unsteady gait, history of falls, 14, The Director of Nursing will monitor and be
knee pain, combative behaviors, wandering, and responsible for foliow-up and
increased confusion. Further review of this care recommendations from the Quality
plan, revealed an intervention in place for assist Assurance Commitiee.
of one (1) as needed (PRN) for ambulation, 15. Ou:::v Assurance Commitlee members are
as owS:
Review of Resident #7's Past Fall Care Plan, il e bl S Lo
dated 07/22/15, revealed he/she had a fall on Lisa Wright, LPN, Pharmacy Consutant
07/22/15 with an intervention of assist of one (1) W LS C°‘I’;‘&Ad‘“'"'5"a‘°’
staff for ambulation added as an iImmediate :°“'a 9‘;_"“:' Fl'hllj?\t;C}N
intervention post fall. Review of Resident #7's V:,';r:"’“ r:;':o:n;ﬂscl
Post Fall Care Plan, dated 07/25/15, revealed Sharon Bragg "COM
he/she had a fall on 07/25/15 with an intervention Shirie \
y James, Environmental Supervisor
that staff were educated that the resident was to Sherri Likens, LPN, HR/SD 09/13/2015

be a one (1) assist anytime he/she is ambulating
added as an immediate intervention post fall.

Observation of Resldent #7, on 07/29/15 at 1:30
PM, revealed he/she was ambulating with the use
of a standard walker in the front lobby area with
no staff assisting or monitaring the resident.

Interview with Assistant Director of Nursing
(ADON), on 07/30/15 at 2:30 PM, revealed sha
expected staff to follow the resident care plans as
the care plans are a guide to taking care of the
residents. She further stated the administrative
nurses ara to review tha falls information and
determine if post fall immedtate interventions that
were put into place immediately following a fall
are appropriate and If assessedto be a
appropriate the intervention will continue to be
used and if it was assaessed that a different
intervenilon was needed then a new intervention
as assessed fo be appropriate wili be
implemented and added.
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Interview with Director of Nursing (DON), on
07/30115 at 02:35 PM, revealed she expeacled
staff to review the care plans and follow the care
plan interventions for all residents. This interview
further ravealed there was not system In place to
monitor and make sure Resident #7 was provided
staff assistance of one (1) while up ambuiating
throughout the facliity.

2. Record review revealed the facility admitted
Resldent #10 on 11/05/14 with diagnoses which
Included Alcohol induced Parsisting Amnestlc
Disorder, Wemnicke’s Korsakoff Syndrome and a
History of a Cerebral Vascular Accident. Review
of the Quarterly Minimum Data Set (MDS)
Assessment, dated 05/31/15, revealed the facllily
assessed Reslidant #10's cognition as moderately
impaired with a Brief Interview for Mental Status
{BIMS) score of 12, indicating the resident was
interviewable, Further review revealed the
resident required supervision and a one person
assist with bed moblity, supervision and set-up
asslistance with transferring and ambulating the
hallway and room, and ulilized a cane for
ambulation.

Review of the falls care plan, dated 05/18/15,
revealed the resident was al risk for falls due to a
histary of falls, weakness and periods of
confusion. Interventions included non-skid soacks
and tha Falling Star Program.

Revlew of the Falls investigations, Falls Event
Reports and Post Fall Care Flans for Resident
#10, dated 03/25/15, 04/03/15, 04/03/15,
05/05/15, 0517115, 06/02/15, 06/28/15 and twice
on 07/01/15 and inlerviews with the DON, on
07/30/15 at 4:38 PM, revealed the resident

F 323
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axperienced nine falls due to the fallure to
request assistance with transfers and ambulaticn
with only one (1) minor Injury of an an abrasion to
the top of the head; however, an intervention for a
hed alarm was not implementad until D7/01/15.

Observatlan of Resident #10, on 07/28/15 at 3:18
PM, revealed the resident was resting quietly
supine in bed with no bed alarm inuse. A
wheasichalr were nearby with a chair alarm
altached.

Interview with the DON, on 07/30/15 at 4:38 PM,
revealad for all nine incidents, the resident was
found in the floor afier rolling out of bed, or
transferring him/herself out of the bed or chalr,
without requesting assistance and was found
sitting in the floor. Interventions, to prevent
further falls for Resident #1, were for educating
the resident on the use of the call light and did nat
changs after the first two falls. On the third fall,
Occupational Therapy screened yat had no new
racommendations. On the fourth fall, the staif
were encouraged to ensure the resldent's
personal items were in reach and to prompl the
resident to request help. The fifth and sixth fall
were dua lo footwear after getting up unassisted
and on the seventh fall, the resident was placed
on the Falling Star Program, which interview with
the DON revealed this to mean the staff need to
be monitoring tha resident closer. On the eighth
fall, the resident rolled out of bed, due to being
hungry and the staff were to offar snacks. Afier
the ninth fall, a bed alarm was placed. The DON
stated the interventions of reminding the resident
to call for assislance with ambulation were not
effective, for this resident and did not address the
root cause of the falls or prevent further falls.
The DON was unaware the resident was in bed,

F 323
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without the use of a bed alarm. There was no
system in place to monitor the alarm use for this
resident,

3. Review of the facllity policy titled , Transfer
Resident/Ambulate/Mechanical Lifis/Galt Belis
(Transfer Helpless Residant from Bed to Chair),
not dated, revealed for staff to assist resident to a
silling position, apply transfer balt, position chair
to resident's strong side parallel to or at a 45
degree angle to bed (when moving from bed to
chair), lock wheels of chair, stand directly in front
of the resident, grasp back of the belt, support
resident knaes and feel with your knees and fest,
have resident lean forward and instruct resident
to push up as much as possible while you assist
him/her up by siraightening your legs and hips
and holding onto the belt. Pivol body as well as
residents’ body, assist the resident to the chair, if
applicable.

Record review ravealed the facility admiltad
Resident #6 on 05/23/14 with diagnosas which
included Quadriplegla and Quadriparesis C1-C4
Complete, Anxiety State, Depressive Disorder,
Chrenic Pain, and Urinary tract Infection. Review
of the Annual Minimum Data Set (MDS)
Assessment, dated 05/10/15 revealed the facility
assessed Resident #6's cognition as intact with a
Brief Interview of Mental Status (BIMS) score of
fifteen (15) indicating the resident was
interviewable. In addition, the resident was
assessed to require total assistance with aclivities
of daily living (ADLs).

QObservation on 07/28/15 at 2:45 PM revealed
Resident #6 was assisted by two (2) staff
Licensed Practical Nurse {LPN) #6 and Certified
Nursing Aide {CNA) #8) from a Broda chair lo bed
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOLLD BE N
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TOQ THE APPROPRIATE DATE

DEFICIENCY)
F 323 | Continued From page 20 F 323

FORM CMS-2567(02.99) Previous Versions Ohacleta Event ID:E1LUN

Faciitty ID: 100012 if continuatlon sheet Page 21 af 28



Fraom:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

08/25/2015 10:00

#820 P.0227029

PRINTED: 08/24/2015
FORM APPROQVED

OMB NO. 0938-039%

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
1882711 B.WING 07/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1002 GLENVIEW DR.
GLENVIEW HEALTH CARE FACILITY GLASGOW, KY 42141
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUSY 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE N
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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without tha use of gait bell,
Interview with LPN #8, on 07/28/15 at 3:50 PM,
revealed she did not use a gait belt when
transferring Resident #6 from Broda chair to the
bed. LPN #8 stated the gait belt should have
been used for the transfer and the resident's
shoulder could ba hurt or the resident could be
dropped. LPN #8 further revealed a gait belt was
a part of the uniform and should be with staff at
all times,
Interview with LPN #7, on 07/30/15 at 3:.03 PM,
ravealed the staff should use a gait balt with all
transters.
Interview with the Direcior of Nursing (DON), on
07/30/15 at 10:43 AM, revealed any ransfer was
a gail belt transfer, and the gait beit was
supposed lo be with staff at all times, The DON
stated the gait beit should be used for a
quadriplegic because it would not put pressure
under the arms and If pressure was applied under
the arms it "could take the shoulders out, they are
dead weight",
F 368 | 483.35(g) ASSISTIVE DEVICES - EATING F 369 483.35(g)
8s=0| EQUIPMENT/UTENSILS 1. The Dl?ecior of Nursing clarified the Physician's
order on 07/30/2015 to ensure resident #8 has
The facllity must provide special ealing equipment yogurt placed In bowd during meal.
and utensiis for residents who need them. 2. The Dietary Manager provided a baby spoon
for resident #15 on 07/29/2015.
3. The Dietary Manager in-serviced the dietary
stafl on 07/29/2015 regarding compliance with
This REQUIREMENT is not met as svidenced physician's orders conceming adaplive
by: equipment.
Based on observation, interview, record review, (Continued on Paga 23)
and facility policy review It was determined the
facility did not implement assistive devices for
FORM CMS-2567(02-08) Previous Varslons Obsolste Event ID:E1LUN Facilty ID; 100032 if continuation sheat Page 22 of 28
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4. Tha Diractor of Nursing audited all residenis with\

meal consumption for two (2) of fifleen (15) special adaplive equipment on 07/28/2015.
sampled rasidents (Resident #8 and Resident 5. Distary Manager will complete a weekly audit
#15). Resldent #8 did not have yogurt in a bowl of all assistive davice orders to ensure devices
DBI' meal Cal'd aﬂd R83|denl #1 5 dld l'IOl haVB a are read“y available lor use for a peﬂed of
baby spoon for histher meal. twelva (12) months.

6. Dietary Manager will report audit findings to the
The findings include: Administrator weekly.

7. The Administrator will report Weekly Audit resulls
Review of Reslident Rights with no date revealed 1o the Quality Assurance Commitiee monthly
residenis have the right to receive services with for a perlod of twelve (12} months.
reasonable accommodations lo individual neads 8. The Director of Nursing will monitor and be
and preferences, responsible for follow-up and recommendations

from the Quality Assurance Commiltea.

Review of a facllity policy with no date and no 9. Quality Aszurance Committee members are
tile, revealed to ensure the safety of residents Ll

Dr. Amalla Kiser, Medical Director

Lisa Wright, LPN, Pharmacy Consultant
Yvonne W. Cook, Administrator

Tonia Bullock, RN, DON

refated to diet changes and adaptive equipment
Speech Therapy will determine the need for
adaptive devices and will make a written request

lo nursing for an approval order to be obtlained by Tammy London, RN, ADON
the atiending physician. Vivian Kinslow, RSC
Sharon Bragg, COM
1. Record review ravealed the facility admitted sn;;:: Jaﬁii, Environmenta! Supervisor
Resident #8 an 10/24/13 with diagnoses which Sherr Likens, LPN, HR/SD 09/13/2015

included Alzheimer's Disease, Anemia, Anxlety,
Depressive Disorder, Paralysis Agitans, Macular
Degeneration, Osteoporosis, Transient Cerebrai
Ischemia, and Lumbago. Review of the Quarterly
Minimum Data Set (MDS) Assessment, dated
06/03/15, revealed the facllity assessed Resident
#8's cognition as severely impaired which
indicated the resident was not interviewable. In
addition, the resldent required extensive
assistance with activities of daily living.

Review of Reslident #8's Meal Card, not dated,
revealed the resident's yogurt should be In a
bowi.

Observalion an 07/29/15 al 1:00 PM revealed
FORM (MS-2567{02-09) Previous Varsions Obsolats Event (D:E1LUN Facliity \D: 100012 If continuation sheet Faga 23 of 28
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Resident #8 dld not have yogurt served in a bawi
per meal card.

Interview with Cerlified Nurse Alde {CNA) #2, on
07/29/15 at 1:35 PM, revealed Resident #8's
meal card indicated to place yagurt in a bowl and
she should have checked the meal card and it
would be easier for the resident o eat the yogurt
with it in a bowl.

2. Record review revealed the facility admitted
Resident #15 on 01/05/15 with diagnoses which
included Alzheimer's Disease, Hypolhyroidism,
and Hypertension, Review of tha Quarterly MDS
Assessment, dated 07/05/15 revealed the facility
assessed Resident #15's cognitlon as severely
Impaired with a BIMS score of three (3) which
Indicated the resident was not interviewable. in
addition, the resident required extensive
sssistance with activities of daily living.

Review of Resident #15's Meal Card, not dated,
revealed Resident #15 required a baby spoon for
eating.

Observation on 07/29/15 at 1:00 PM revealed
Resident #15 was not being fed with a baby
spoon by CNA # 4 as staled on meal card.

interview with CNA #4, on 07/29/15 at 1:30 PM,
revealed Resident #15 should be fed with a baby
spoon and it was on the meal card for the
resident to be fed with a baby spoon.

Observation and interview on 07/29/15 at 1:32
PM revealed CNA# 5 teliing dietary staff she
needed a baby spoon for Resident #15.

Interview with the Dietary Aide, on 07/29/15 at
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1:40 PM, revealed trays should be checked
befare going out of the kitchen to the residents.
interview with the Dielary Supervisor, on 07/29/15
at 2:05 PM, revealed assistive devices should
come out when the tray Is served to the resident,
and if distary does not catch the ovarsight the
CNA should.
Interview with the Director of Nursing (DON), on
07/30/15 at 3:05 PM, ravealed if an assistive
device is listed an the mea! card, then the CNA
should ensure the meal card is followed. 4B3.65
F 4411 483.65 INFECTION CONTROL, PREVENT F 441 1. CNA #8 was in-serviced by Staff Development
$5=D| SPREAD, LINENS Nurse regarding proper infection control when
handiling contaminated equipment on
The facility must establish and maintain an 07/28/2015.
infection Control Program designed to provide a 2. Resident #&'s call bell was disinfected by
safe, sanitary and comfortable environment and housakeeping staff on 07/28/2015.
lo help prevent the develapment and transmission 3.The iDlrsn:ut:: o Nursing checl;ad all tresldani
fdisease and (nfec“ . aquipment to ensure the equipmant was
° on properly c'laaned & disintected on 07/:3/2015.
(a) Infection Control Program 4. Alf staff will be in-serviced on appropriate
The facility must establish an Infection Control infection conlrol measures on 09/08/2015 by
Program under which it - Stafl Development Nurse. ‘
" figat irol d is infectio 5. The Stati Development Nursa or the Direclor
l‘ ) invesligates, cantrols, and prevents in L) of Nursing will parform weekly audils of
n the facitity; resident care regarding infaction controt
(2) Decides what procedures, such as isolation, procedures.
should be applled to an “!dwidua' resident, amf' 6. The Staif Development Nurse will report audit
(3) Maintains a recard of incidents and corrective results 10 the Administrator weekly.
actions relaled \o infections. 7. The Administrator will report the audit findings
to the Quality Assurance Commitiee ior review
(b) Praventing Spread of Infection monthly for a peried of twelve (12} months.
(1) When the Infection Control Program 8. The Director of Nursing will monitor and be
delermines that a resident needs isolation o rasponsible for follow-up and
prevent the spread of infection, the facility must recommendations from the Quality
isolate the resident, Assurance Committee,
{2) The facility must prohibit employees with a (Continued on Page 26)
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communicable disease or infected skin lesions
from direct contact with residents or thair food, if
diract contact will transmit the disease.

(3) The facliity must require staff ta wash their
hands afier each direct resident contact for which
hand washing Is indicated by accepted
professional practice.

(c) Linens

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

This REQUIREMENT s not met as evidenced
by:

Basad on observation, intarview, record review
and review of facility palicy, it was determined the
facliity failed to establish and maintain an
infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and
transmission of disease and infection for one (1)
of fiftean (15) sampled residents (Resident #8).
Certified Nurse Alde {CNA) #8 placed Resident
#8's catheter bag on the side of his/her bed, then
placed the mouth call light close {o the resident's
mouth without changing gloves.

The findings include:

Review of facility's puolicy titles "Infection control /
Standard Precautions”, not daled, revealed
Standard Precautions will be used in tha care of
all residents regardless of their diagnosis or
presumed Infection status. Under Handwashing it

as lollows:

Dr. Amelia Kiser, Medical Director

Lisa Wright, LPN, Pharmacy Consultant
Yvonne W, Cook, Adminisirator

Tonla Bullock, RN, DON

Tammy London, RN, ADON

Vivian Kinslow, ASC

Sharon Bragg, COM

Shirley James, Environmental Suparvisor
Sherri Likens, LPN, HR/SD 09/13/2015
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states under number two (2): Wash hands or use
waterless antiseplic agent immediately after
gloves are removed, between resident contacts,
and when otherwise indicated to avoid transfer of
microorganisms to other residents or
environments and to wash hands between tasks
and procedures on the same resident to prevent
cross-contamination of different body siles. Under
Gloves it states under number three (3): Change
gloves between tasks and procedures on the
same resident after contact with material that
may contaln a high concentration of
microorganisms.

Record review revealed the facility admitted
Resident #8 on 05/23/14 with diagnoses which
included Quadriplegia and Quadsiparesis C 1-C 4
Complete, Thrombocylopenia, Anxiely State,
Depressive Disorder, Chronic Paln, and Urinary
tract Infection.

Ohbservation on 07/28/15 at 2:45 PM revealed
CNA #6 remaved the catheter fram the broda
chair and attached it to side of the bed; then
placed Resident #6's mouth call iights close to
the resident’s mouth without changing her gloves.

Intarview on 07/28/15 at 3:18 PM with CNA #8
revealed she did nol change her gloves after she
had touched Resident #8's catheter, pants, and
brief and prior to placing Resident #6 mouth call
light close to the resident's mouth. CNA #6
stated she should have changed her gloves
before touching the mouth call light because of
cross contamination.

Interview with Licensed Practical Nurse {LPN) #86,
on 07/28/15 at 3:50 PM, revealed gloves should
have been changed before touching the mouth
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call light because it could cause infection.

Interview with the Assistant Director of Nursing
(ADON) and Director of Nursing (DON), on
07/30/15 at 3:08 PM, revealed they expected staft
to remove solled gioves, wash/sanitize hands and
don fresh gloves to pravent cross contamination
and the risk of infection.
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{K 00} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
PQOC, the facility was deemed to be in
compliance, on 08/26/15, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.}) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the dale these documents are made available to the facility. If deficlencies are cited, an approved plan of correction s requisite to continued
program participation.

FORM CMS-2567{02-99) Previous Versions Obsolete Event |D:E1LU22 Facility I0: 100012

If continuation sheet Page 1 of_‘l. .




89/24/2815 15:41 1

TMINT OI-IT HEALTH liND HUMAJ SERVICES
RSKOR MEDICARE & MEDICAID SERVICES

GLENVIEW

PAGE ©2/18

STATEME&: OFPEFICIENCIES | |1 PROVIDER/SUPPLIERICLIA (X2} MULTIlLE cqnsmucinonl
AND PLAN :or J)RRECTION ! ! IDENTIRICATION NUMEER: A BUILDING 01 - MAIN BUILDING 01
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NAME or PROI'OER OR SUPPLIER E_ STREETADDI}E.S#. CITY, STATE, 2IP CODE
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%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION x9)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX| | (EACH CORRECTIVE ACTION SHOULD BE chupLETION
| TA;T I REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Koo INITIAL COMMENTS ‘ Kol , The submission of this ptan of correction does not '
. | constitute an admission of guilt by the facility of the !
1 f | cited dificiencies or any violation of & regulation or
:FR: 42 CFR 483.70(a) I | t | standafd of care. Also, we reserve the right to lake
| | | turtherlaction, including any and &alf legal means I
LILDING: 01. | necesdary, 1o resolve any dispute about the
: I accurafy al this Information, |
1. AN APPROVAL: 1961. | :
;I‘JRVE:Y UNDER: 2000 Existing. | |
I
b
l CILITY TYPE: SNF/NF. ] i
%
| TYPE OF STRUCTURE: One (1) story, Type lll _ é
111). ' 3
i RECEIVED
[} |
[MOKE COMPARTMENTS: Five (5) smoke 5
mpartments.
i
IRE ALARM: Complete fire alarm system !
ilistalled in 1963, upgraded in 2003 with 4 smoke
tectors and 2 heat deteclors,
IPRINKLER SYSTEM: Complete automatic dry
prinkier system installed in 1961 and upgraded
ill 1986. :
|{ENERATOR: Type |! generator installed in ' !
08. Fuel source is Diesel. .
| Recerlification Life Safety Code Survey was I
i tiated on 07/29/15 and concluded on 07/30/14. i
‘Ihe facility was found in compliance with the i
quirements for parlicipation in Medicare and : i
iedicaid. The facility is certified for sixty (60) g | :
i:ds with a census of fifty-three (53) on the day
{ the survey : i
‘he findings that follow demonstrate |
pricompliance with Title 42, Code of Federal :
4"CTOR'S OR PROVI DER/SURPLIER-REPRESENTATIVE'S SIGNATURE . : TITLE 1x8JDATE
__NHA 0-24 |20}
y sfptement.ending with a dsterisk {*) danotas a daficiency which the institution mayjbe excused frob correcting providing it is determined that
other a-ddprovide sufficient protection o The patients . {Ses instructions.) Except for nursin(} homés, the findings stated above sra disclosable 90 days
followirly th clath of survey whether of nat a plan of correction is provided. For nursing homes, 1ht7 above findings and plans of correction are disclosable 14
days follging 1} date these documents are made available to ihe facility. M deficlencies are cilad, an approved plan of comrection is requisite 1o continued
program paticiphion .
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K000 giontinued From page 1 | i K OJDD
gulations, 483.70(a) et seq. d.lfe Safety from ;
| Hire). ; i ;
I ' i Qleficiencies were ciled with the highest l | ‘
pficiency identified at "F" level. l i _*
K027 N7PA 101 LIFE SAFETY CODE STANDARD Kagz 19375 19376 19377 i
st : | 1. Smoke detectors ordered and scheduled to

oor o[Jenings in smoke barriers have at least a
f-minute fire protection rating or are at least
4-inch thick solid bonded wood core. Non-rated
rolective plates that do not exceed 48 inches
om the bottom of the door are permitted.
jarizontal sliding doors comply with 7.2.1.14.
}aors are self-closing or automatic closing in
t:cordance with 19.22.2.2.6. Swinging doors are
{M required 1o swing with egress and positive
itching is not required.  19.3.7.5, 19.3.7.6,

| ‘ 9.3.7.7

This STANDARD is not met as evidenced by:
lzased on observation, record review, and
iterview, the facitity failed to prpvide hold open
evices that automalically close smoke doors
firon manual activation of the fire alarm system
nd upon activation of the local smoke detectors.
‘he deficient practice had the potentiai to affect

. fve (5) of five (5} smoke compariments, staff,
1| lnd all residents. The facility has the capacity for
ixty {60) beds with a census of fifty-three (53)
ne day of survey,

':he findings include:

tecord review on 07/29/15 at 9:40 AM, with the
5eneral Contractor revealed the facility had a

amive on 09/22/2015.

2. Outsida company contracied and scheduled
to Install smoke detectors on 09/25/2015.

3. Environmenial services will test smoke
detactors quarterly {or a perled of twelve (12)
monihs 1o ensure proper functioning.

4. The quarterly test results will ba forwarded to
the Administrator.

5. The Administrator will iorward the results to
the Qualily Assurance Commitiee quarterly lor
a penod of iwelve (12) months,

8. Th¢ Environmental Supervisor will monitor and |
beiresponsible tor follow-up and ! |
recommendations lrom the Quallty Assuranca |
Committee.

7. Quality Assurance Commillee members are
as follows: ’

Dr. Amelia Kiser, Medical Director

Lisa Wright, LPN, Phamacy Consullant
Yvonne W. Cook, Administrator j
Tonia Bullock, RN, DON [
Tammy London, RN, ADON | !
Vivian Kinslow, RSC ' !
Sharon Bragg, COM

Shirdey James, Environmanta! Supervisor

|
Sherri Likens, LPN, HR/SD | 09/28/2015
i
|

'
|
|
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ial of four (4) smoke detectors installed and
nnected to the fire alarm; one (1) was installed
each side of the smoke doors by Room #24,
Ine (1) smoke delector was installed in the
ining Room, and one (1) was ihstalled outside
12 Laundry Room.

bservation, on 07/30/15 at 11:50 AM, with the
leneral Contractor revealed the hold open door
vices inslalled to release the smoke doors by
nom #37, the Therapy Room, and Room #4 did
ot have a smoke detector installed to release the

vors upon the detection of smoke.

Wirerview on 07/30/15 at 11:51 AM, with the
aneral Contractor revealed the facility was
aware the hald open devices were to release
on activation of the: smoke detectors.

le census of lifty-three (53) was verified by the
cIministrator on 87/30/15. The findings were

sknowledged by the Administrator and verified |
the General Contractor at the exit interview on |
7130115, :

ctual NFPA Standard: NFPA 101, 18.2.2.2.8,
hy door in an exit passageway, stairway
nclosure, harizontal exit, smoke barrier, or
zardous area enclosure (except boiler rooms,
ater rooms, and mechanical equipment rooms)
hall be permitled to be held open only by an
utomatic release device that complies with
2.1.8.2. The automatic sprinkler system and the
3 alarm system, and the systems required by
2.1.8.2 shall be arranged to initiate the closing
stion of all such doors throughout the smoke
ympariment or throughout the entire facility.

ctual NFPA Standard: NFPA 101, 7.2,1.8.2, In

- i
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5 defined in 6.2.2.2 and 6.2.2.3, or where
proved by the authorily having jurisdiction,
nors shall be permitted to be automatic-closing,
wovided that the following criteria are met;

) Upon release of the hold-open mechanism,
he doof becomes self-closing,
:) The release device is designed so that the

or instantly releases manually and upon
slease becomes self-closing, or the door can be
sadily closed.
) The autornatic releasing mechanism or
Vedium is activated by the operation of approved
rnoke detectors installed in accordance with the
rquirements for smoke detectors for door
tlease service in NFPA 72, National Fire Alarm
‘nde®.
} Upon loss of power o the hoid-open device,
‘e hold-open mechanism is released and the
vor becomes self-closing.
} The release by means of smoke detection of
rne door in a stair enclosure results in closing all
pors serving that stair.

ctual NFPA Standard: NFPA 72, Section
+10.6.5.2. If docr release is inténded to prevent
rioke transmission from one space to another in
nie direction only, one delector located in the
ace to which smoke is to be confined shall be
tquired, regardless of the depth of wall section
bove the door. Alternatively, a smoke detector
onforming with 2-10.6.5.1.3 shall be permitted to
& used.

Actual NFPA Standard: NFPA 72,2-106.51.3. If

ounting or if a listed combination or integral
ztectar-door closer assembly is used, only one

}:etecmr is specifically listed for door frame
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GLEN

NAME :1 P?rll«;bsn OR SUPPLIER

1
EW HEALTH CARE FACILITY

STREET ADDRESS, CITY, STATE, ZIP CODE
1002 GLENVIEW DR.
GLASGOW,; KY 42144

(X4) ID‘

me hour fire rated construction (with %4 haur
‘a-rated doors) or an approved automatic fire
tinguishing system in accordance with 8.4.1
ndfor 19.3.5.4 protects hazardous areas. When
iz approved automatic fire extinguishing system
tion is used, the areas are separaled from

ther spaces by smole resisling partitions and
ors. Doors are self-closing and non-rated or
Id-applied protective plates that do not exceed
inchas from the bottom of the door are
trmilted.  19.3.2.14

his STANDARD is not met as evidenced by:
lased on ohservation and interview, it was
termined the facility failed to meel the
iquirements for Protection of Hazards, in i
zcordance with the National Fire Protection
rsociation (NFPA)Y standards. The deficiency
ad the potential to affect ane (1) of five (5)

1oke compariments, residents, staff and

sitors. The facility has the capacity for sixty (60)
tds and at the time of the survey, the census ]
as fifty-three (53).

a door closurs.

of twelve (12) months.

to the
for a period of twelve (12) manths,

as follaws:
Dr. Amelia Kisar, Medlcal Direclor

Yveonne W. Cook, Administrator
Tonla Bullock, RN, DON
Tammy London, AN, ADON
Vivian Kinslow, RSC

Sharon Bragg, COM

Sherri Likens, LPN, HR/SD

2. The Environmenial Supervisor will audit all rooms
in the facility to ensure that required door closures
are utilized when necessary weekly for a period

3. The audits will be given to the Administrator

wesld%Tha Administrator will report the findings
vality Assurance Committae manthly ‘

Lisa Wright, LPN, Pharmacy Consultant

Shirley James, Environmental Supervisor

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREF (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX: {EACH CORRECTIVE ACTION SHOULD BE MPLET'ION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
J | ‘ DEFICIENCY) |
' I
K027 qontinued From page 4 K 097 I
B I
tector shall be required if installed in the
i tpanner recommended by the manutacturer.
| | ttual NFPA Standard: NFPA 72, Section ;
:9.8.3. All door hold-open release and integral
or reléase and closure/devices used for
tlease ! ervice shall be manitored for integrity in
ccordance with 3-9.2. _
K02y WFPA 101 LIFE SAFEETY CODE STANDARD K 039 19.3.2.1
ssib | | 1. Room #4 will not be used for storage effective
;  08/01/20185, therefore there is no need to Install

4. The Environmental Supervisor will monltor and be g
responsible for follow-up and racommendations
from the Quality Assurance Commiltee.

5. Quality Assurance Commitiae mambers are

|
09 131TOI5

+

L]
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he findings include:

psewalinn. on 07/30/15 at 10:32 AM, with the
2neral Contractor revealed Room #4 was being |
sed to store linen carts and the door was not : ;

yipped with a self-closing device. i ‘

Ifiterview, on 07/30/15 at 10:33 AM, with the |
eneral Contractor ravealed he was not aware of :
the requirements for protection from hazards.

he census of fity-three (53) was verified by the
dministrator on 07/30/15. The findings were
cknowledged by the Administrator and verified i
y the General Coniractor at the exit interview on
7130/15.

ctual NFPA Slandard: i

werence: NFPA 101 {2000 Edition) 18.3.2
Ijrotection from Hazards.

aference: NFPA 101 (2000 Edition) 9.3.2.1

i Wiazardous Areas. Any hazardous areas

hall be safeguarded by a fire barrder having a

-hour fire resistance rating or shall be provided

‘th an automatic extinguishing system in

ccordance with 8.4.1. The automatic :

dxtinguishing shall b2 permitted to be in ; i

drcordance with 19.3.5.4. Where the sprinkler ' |

¢ption is used, the areas shall be separated

'"om other spaces by smoke-resisting partilions |

nd doors. The doors shall be self-closing or

utomatic-closing, Hazardous areas shall

1clude, but shall not be restricted to, the

following: y I

1) Boiler and fuel-fired heater rooms

|| [2) Centralibulk laundries larger than 100 ft2 |

fe.3 m2) | !
i
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B9/24/2015 15:41 . 1 GLENVIEW PAGE B8B/18
i | i | J
DEPARTM|INT OF HEALTH AND HUMAN SERVICES !
CENTHERSF OR MEDICARE & MEDICAID SERVICES !
OF PEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIHLE CONSTRUCTION
AND PLAN OF CP)RREGTION : IDENTIFICATION NUMBER: 4. BLILDING 01 - MAIN BUILDING 01
' 185271 B.WING __ 5 07/30/p015
NAME t:r PIRCYYDER OR SUPPLIER | sTREET ADDRESS, CITY, STATE, ZIF CODE
GLENVIEWV [IEALTH CARE FACILITY 1002 GLENVIEW DR.
: ‘ GLASGOW, KY 42141
(X4}iD SUMMARY STATEMENT OF DEFICIENCIES i 0 ] PROVIDER'S PLAN OF CORRECTION res
PREFI {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX| | (EACH CORRECTIVE ACTION SHOULD BE cmpLETION
TAG REGULATORY OR LSC IDENTIFY|NG INFORMATION) . Y-S CROSS-REFERENCED TO THE APPROPRIATE DATE
I | i DEFICIENCY)
T 1% T T
K029 dontinued From page 6 K028

i) Repair shops

| ¢h Soiled linen rooms i
E| () Trash collection rooms !
! ') Rooms or spaces larger thar 50 f2 (4.6 m2),
ipcluding repair shops, used for storage of

Smbustible supplies

d equ'ipment in quanlities deemed hazardous

the authority having jurisdiction [
{j) Laboratories employing flammable or i
I mbustible materials in quantities less than ;
those that would be considered a severe hazard.
»ception: Doors in rated enclosures shall be

2rmitted to have nonrated, factory or

d =Id-applied

otective plates extending not more than

% in. (122 cm) above the bottom of the door. I

o geference: NFPA 101 (2000 Edition) 7.2.1.8
0 ¢if-Closing Davices,

ffference: NFPA 101 (2000 Edition) 7.2.1.8.1* A
oor normally required to be kept closed shall
t be secured in the open paosition at any time
rid shall be

gelf-closing or automatic-closing in accardance

ith 7.2.1.8.2.

Reference: NFPA 101 (2000 Edition) 7.2.1.8.2 In
ny building of low or ordinary hazard contents,
£ defined in 6.2.2.2 and 6.2.2.3, or where
pproved by the authority having jurisdiction,
vors shall be permitied to be automatic-closing,
rovided that the following criteria are met: '

L ) Upon release of the hold-open mechanism,
!' e door becomes self-closing.

| ; ;
FORM CMS‘TS( Ttl? 88} Previous Versions Obuolels Event ID E1LU21

Facility ID: 100012
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09/24/2015 15:41 o1 | GLENVIEW I PAGE B9/18

- ; : ! .
DEPARTMENT OF HEALTH AND HUMAN SERVICES - R
ENTER: xE‘OR MEDICARE & MEDICAID SERVICES OMB NO.
STATE I PEFICIENCIES | |tx1) PROVIOER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN: O JORRECTION ‘ IDENTITICAT.'ON NUMBER: A BULDINE 01 - MAIN BUILDING 03
| | lssan HJNG ; omonoiL
NAME :u’ PR[IIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE i
GLENVIE'NJ<EALTH CARE FACILITY aind il |
GLASGOW, KY 42941 i
(X4)1D; SUMMARY STATEMENT OF DEFICIENCIES D i PROVIDER'S PLAN OF CORRECTION i s
PREFI (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX| | {EACH CORRECTIVE ACTION SHOULD BE PMPLETION
TAG REGULATqu or LSC 1DEN‘I‘IP1ING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
| DEFICIENCY) |
. | | )
| ' | |
K 029 iontinued From page 7 ! K029 |
_E) The release device is designed so that the ' ; ‘
aor instantly releases manually and upon
, lease becomes self-closing, or the door can be
‘ | geadily closed. i
3) The automatic releasing mechanism or |
'edium is activated by the operation of approved
rnoke detectors installed in accardance with the
~ gequirerents for smoke detectors for door
i lease servica in NFPA 72, Nalional Fire Alarm
ode®.
1) Upon loss of power to the hold-open device, i
i e hold-open mechanism is released and the !
l ] oor becomes self-closing. ] |
) The release by ineans of smoke detection of
ne door in a stair enclosure results in clesing all !
. qoors serving that stair.
KOf2 §IFPA 101 LIFE SAFETY CODE STANDARD Kog2 19784812 NFPA13,NFPA25 975
SSHF i 1. The contracted sprinkler company peformed an
. tequired automalic sprinkler systems are i Inspec,;i::lsand tested the sprinkler system on
I | pnllpyously maln.lalned In reliable operating I 2. The Environmental Supervisor will audit quarierly |
' fondition and are inspected and tested ! L
. dicall 18.7.6. 4.6.12. NFPA 13. NEPA 25 sprinkler inspections to ensura compliance for a
i ario v. 76,4612, . . ,  period of twelve (12) months. |
i 7.5 + 3. The audit report will be sent to the Administrator,

i who will report the lindings to the monthly )
i Quality Assurance Commitise for  pariod of
twelve {12) months. !

This STANDARD is not met as evidenced by: 4, The Environmental Supervisor will monitor andbe -
ased on sprinkler 1esting record review and |  responsible for follow-up and recommendations
terview, it was determined the facility failed to from the Quality Assurance Committes. i
haintain the sprinkler system in accordance with 5. Quality Assurance Commitiee members are ‘
{ational Fire Protection Association (NFPA) as follows:
tandards. The deficiency had the potential to Dr. Amelia Kiser, Medical Diractor |
Ifect five (5) of five (5) smoke compariments, all i Lisa Wright, LPN, Pharmacy Consultant
sidents, staff and visitors. The facility has the | Yvonnz W. Cook, Administrator |
L pacity for sixty (60) beds and at the time of the = Tonla Bullock, RN, DON :

Tammy London, AN, ADON |
Vivian Kinslow, RSC -
Sharon Bragg, CDM

{Continued on Page 9) |

urvey, the census was fifty-three (53).

| | [ne findings include:

FORM CM3-2517412-90) Previoys Versions Cbsclate Event ID:E1LU21 Faciily 1ID: 100012 If continuation sheet Hage |B of 17




89/24/2815 15:41 1 GLENVIEW PAGE

I :
! | .
II)EPA' 1 I=.NT OF HEALTH LND LIUMAN SERVICES i PR%&S{
CENT : RIF-OR MEDICARE & MEDICAID SERVICES OMB NO.
STATEMENT (_JdDEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3} DATE SU
AND PLAN O * ORRECTION i IDENTlr}CATION NUMBER: A. BUILDING 01 - MAIN BUILDING ¢ COMPLEJEL
:i !
! __lssre e 07/30R015
NAME U pal:loen OR SUPPLIER ; ! STREET ADDRESS, CITY. STATE, 2IP CODE
i |
GLENVIEWHEALTH CARE FACILITY 1002 GLENVIEW OR.
GLASGOW, KY 42141
ot 10, SUMMARY STATEMENT OF DEFICIENCIES ‘ 53 f PROVIDER'S PLAN OF CORRECTION *8)
PREF {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE dPMPLETION
TA REGULATORY OR LSC IDENTIFTING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
I i DEFICIENCY) : !
i {Continued from Page 8)
K062 fontinued From page 8 K 062 Shidey James, Environmental Supervisor \
i Sheeri Likens, LPN, HR/SD od132015

l:prinkler testing record review, on 07/2915 at :
; .37 AM, with the General Coniractor revealed
; he facility failed to conduct the quarterly sprinkler i i

hspection in the first (1s1) quarter of 2015.

nterview, on 07/28/15 at 9:38 AM, with the
Eeneral Contractor revealed the inspection for

e first (1st) guarter was cancelled due to bad
eather; howevaer, it was not rescheduled. i

‘he census of filty-three {53) was verified by the
\dministrator on 07/30/15. The findings were

i Juknowledged by the Administrator and verified

‘ y the General Contractor at the exit interview on

7130115,

ctual NFPA Standard:

Reference: NFPA 25 (1998 Edition). 2-1 General.
"his chapter provides the minimum requirements
or the routine inspection, tesling, and i
raintenance of 0
prinkler systems. Table 2-1 shall be used to

l=termine the

ninimum required frequencies for inspection,

esting, and

] dintenance. |
| | :xception: Valves and fire depdriment |
ronnections shall be inspected,

p:isted, and maintained in accordance with ' :
~hapter 9.

l | Fable 2-1 Summary of Sprinkler System
nspection, Testing, and Maintenance
lam Activity Frequency Reference :
|‘.:auges {dry, preaction deluge systems) |
nspection Weekly/monthly 2-2.4.2

ontrol valves Inspection WeekKly/maonthly Table

FORM CM${2567§22-09) Previous Versions Qbaclate Event ID:E1LU21 Facllity 1D:; 100012 If continuation sheet ffage 9 of 17




K 062

rntinued From page 9 K 062
|

larm devices Inspection Quarterly 2-2.6
euges (wet pipe systems) Inspection Monthly
2.4.1

Hydraulic nameplate Inspection buaﬁarly 2-27
ildings Inspection Annually {prior {o freezing -I

09/24/2815 15:41 1 I GLENVIEW PAGE 11/18
: = ? RINTED:
EPARTMENT OF HEALTL JND HUMAN SERVICES f : gg&ﬂ Al p|1q ‘23
ENTERS ‘*"OR MEDICARE & MEDICAID SERVICES : OMB NO. 093810391 ‘
STATEMEN] OF PIEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIALE CONSTRUCTION (X)) DATE SURVEY
AND PLAN OF CRIRRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETD
g | : 185271 B.wiNG __| _ oriaorhorg
NAME t[ :moroen OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE |
GLENVIEW HEALTH CARE FACILITY | ooz G"ENW.EW oR- ‘
‘ GLASGOW, KY 42141 i
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ! 1xs
PREFIX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | CYMPLETION
TAG i REGULATORY OR LSC IDENTIFY[NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
: : DEFICIENCY) ] {
! ! i —
I

2.5 i

nger/seismic bracing Inspection Annually 2-2.3 i : |
‘e and fittings Inspection Annually 2-2.2 i :
=rinklers Inspection Annually 2-2.1.1

are sprinklers Inspaction Annually 2-2.1.3

re department connectlions Inspection Table -1 '

slves (all lypes) Inspection Table 8-1 |

liarm devices Test Quarterly 2-3.3 !

aiin drain Tesl Annually Table -1 i i
ntifreeze solution Test Annually 2-3.4 ;
tiuges Test 5 years 2-3.2

rinklers - extra-hi'gh temp. Test 5 years 2-3.1.1
xception No. 3

rinklers - fast response Test At 20 years and
rery 10 years

areafter !
3.1.1 Exception No. 2

orinklers Test At 50 years and every 10 years

alves (all types) Maintenance Annually or as !
reded Table 9-1

bstruction investigation Maintenance S years or .
+ needed Chapter 10 !

ible 8-1 Summary of Valves, Valve
ompenents, and Trim Inspection, Testing, and
aintenance

nmponent Activity Frequency Reference
ontrol Valves

2aled Inspection Weekly 9-3.3.1

cked Inspection Monthly 9-3.3.1 Exception No. : :
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99/24/2015 15:41 1 ' GLENVIEW
5 it 5 i
BEP TMENT OF HEALTH AND HUMAN SERVICES
CENTER :FOR MEDICARE & MEDICAID SERVICES
STATEM| NT I PEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULT! [LE CONSTRUCTION
AND PLAN O (IRRECTION IDENTI!FICATION NUMBER: A. BULDINE 01 - MAIN BUILDING 01

R 185271

K 052 Tontinued From page 10

xterior Inspection Monthly 8-4.1.1
hlerior Inspection § vears 9-4.1.2
trainers, fillers, orifices Inspection 5 years
-4.1.2
‘heck Valves
Ihterior Inspection 5 years 9-4.2.1
reaction/Deluge Valves
nclosure (during cold weather) Inspection
ilyiweekly 9-4.3.1
#terior Inspection Monthly 9-4.3.1.2
Ifiterior Inspection Annually/5 years 9-4.3.1.3
trainers, filters, orifices Inspection 5 years
-4.314
iry Pipe Valves/Quick-Opening
evices
nclosure {during cold weather) Inspection
ailyiveekly 9-4.4.1.1
aterior Inspection Monthly 9-4.4.1.3
[hterior inspection Annually 9-4.4.1.4
trainers, filters, orifices Inspection 5 years
-4.4.1.5
l Ifressure Reducing and Relief Valves

jprinkler systems Inspection Quarterly 8-5.1.1
nse connections Inspection Quarterly 9-5.2.1
{ose racks Inspection Quarterly 9-5.3.1
ire pumps
tasing relief valves Inspection Weekly 9-5.5.1,
-5.5.1.1
ressure relief valves Inspection Weekly 8-5.5.2,
-5.5.2.1
ackflow Prevention Assemblies
reduced pressure Inspection Weekly/monthly
-6.1
vaduced pressure detectors Inspection
i Veekiy/monthly 9-6.1

KO(?Z'

B. WaiN :
. G 07/30015
NAME 411 FRUYVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE |
1002 5
SLenview HeaL care FaciLITY 53002 GLENVIEN DR
. GLASGOW, KY 42141
. (x4 1D SUMMARY STATEMENT OF DEFICIENCIES it PROVIDER'S PLAN OF CORRECTION o8
| PREFIY {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOLILO BE i cbupLETION
TAG| | REGULATORY OR L5€ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE J oAjE
Hol DEFICIENCY)
] 1
i b t
1 I

FORM CM 5!'-7—['-2-99)'9 ey Versions Qbsolel Event 1D: E1LU2A
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{X1) PROVIDERISUPPLIER/CLIA

IRRECTION IDENTIFJCATION NUMBER:
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A BUILIING

B. WING
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PAGE 13/18

I‘JEMEOT PROJIDER OR SUPPLIER

GLENVIEW BISALTH CARE FACILITY

STREET ADDRESS, CITY, STATE, ZIP CODE
1002 GLENVIEW DR,
| GLASGOW, KY 42141

(X410 |

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IPENTIFY‘NG INFORMATION)

D
PREFIX
TAG

: PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

' DEFICIENCY)

[PREF!
l TAG
1
t

|
. K062

CK oris
$S=p

(Jontinued From page 11

jra Department Connections Inspection
uarterly 8-7.1

ain Drains Test Annually 9-2.6, 9-3.4.2
aterflow Alarms Test Quarterly 9-2.7

antrol Valves

vsition Test Annually 9-3.4.1

peration Test Annually 9-3.4.1

upervisory Test Semiannually 8-3.4.3
reaction/Deluge Valves

riming water Test Quarierly 9-4.3.2.1

w air pressure alarms Test Quarerly 8-4.3.2,10
uil flow Test Annually 9-4.3.2.2

1y Pipe Valves/Quick-Opening

evices

riming water Tesl Quarterly 9-4.4.2.1

ow air pressure alarm Test Quarterly 9-4.4.2.8
wick-opening devices Test Quarterly 9-4.4.2.4
rip test Test Annually 9-4.4.2.2

ull flow trip test Test 3 years 9-4.4.2.2.1
ressure Reducing and Relief Vaives

prinkler systems Test 5 years 9-5.1.2
irculation relief Test Annually 8-5.6.1.2
ressure relief valves Test Annually 9-5.5.2.2
lfose connections Test 5 years 9-5.2.2

ihose racks Test 5 years 9-5.3.2'

ackflow Prevention Assemblies Test Annually
-6.2

ontrol Valves Maimtenance Annually 8-3.5
reaction/Deluge Valves Maintenance Annually
-4.3.3.2

ry Pipe Valves/Quick-Opening

lavices

laintenance Annually 9-4.4.3.2

|FPA 101 LIFE SAFETY CODE STANDARD

.oiled linen or trash collection receptacles do not
»ceed 32 gal (121 L) in capacily. The average
'ensity of container capacity in a room or space

K 042

K 0]

19.75.5
1. The housekeeping supervisor removed the

oversize conlainer an 08/01/2015.

2. The housekeeping supervisor replaced the
oversized containar with a receptacle less than
thirty-two (32) gallons on 08/01/2015.

. (Contlnued on Page 13}

[S
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89/24/2015 15:41 1 I GLENVIEW PAGE 14/18
| { ! f
h | 2 i ]
| DEPARTHENT OF HEALL‘H AND HUMAN SERVICES Pngggg.
CENIIER$ FOR MEDICARE & MEDICAID SERVICES OMB NO.
STATEMENT O DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA x2) MUL‘IPLE CONSTRUCTION (X3)DATE §
AND PLA!;I OF [LORRECTION IDENTIFICATION NUMBER; A. BUILDIG 01 - MAIN BUILDING 01 COMPL
. . i 185271 8.YING |_ ! 07302015
mmj © PRHVIDER OR SUPPLIER | STREET ADURESS, CITY, STATE, ZIP CODE |
‘GLENVIEWHEALTH CARE FACILITY ' 1002 GLENVIEW DF. - ‘
GLASGOW, KY 42141 i
X4} ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION i (X8}
PREFRIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE | EOMPLETION
l TA% REGULATORY §R LSC IDENTIFrING INFORMATION) TAG CROSS-REFERENCED TOQ THE APPROPRIATE '?TTE
' | DEFICIENCY) | i
i (Continued from Page 12) !
K075 Eontinued From page 12 K075 3. The Environmental Supenvisor will inspectthe |
joes npt exceed .5 gal/sq ft (2!3.4 L'sqm). A dining procedure weekly for a period of twelve (12i
sapacily of 32 gal (121 L) is not exceeded within months 1o ensure compllance with containers.
ny 64 sq f (5.8-sq m) area. Mobile soiled linen 4. A weekly audit report will be given to the :
ir trash collection receptacles with capacities Adminislrator, who will then report the findings to |
treater than 32 gal (121 L) are located in a room p'":ng:g?m‘:’t“ﬁg;’?ng:::;m"” monthly for a
'{fteglzd as 1a ghYa zsa;'dous area when not 5. The Erwironmental Supsrvisor will monitor and be!
el e responsible lor jollow-up 2nd recommendations |
lrom the Quality Assurance Committes.
i + 6.CQuality Assurance Committee members are
as follows:
Dr. Amelia Kiser, Medical Director
Lisa Wright, LPN, Pharmacy Consultant
Yvonna W. Cook, Administrator
‘his STANDARD s not met as evidenced by: | Tonia Bullock, AN, DON
i -ased on observation and interview, it was Tammy London, AN, ADON
fietermined the facility failed to ensure linen or Vivian Kinslow, RSC
~1sh collection receptacles with capacities Shargn Bragg, COM
reater than thirty-two (32) gallon were stored in Shirley James, Envirenmental Supervisor
ccordance with National Fire Proleclion Sherl Likens, LPN, HR/SD 0941372015
qrasocialion (NFPA) standards. The deficient
ractice had the potential to affect one (1) of five
| 5) smoke compartments, residents, staff and :
| (isitors. The facility has the capacity for sixty (60) : : H
: eds and at the time of the survey, the census ! i |
1as fifty-three (53). ! |
i fhe findings include; :
)bservation, on D7/30/15 at 12:49 PM, with the
| izneral Contractor revealed a trash container |
I ith a capacity of forty-five (45) gallons was being . i
lored in the egress path located in the Front Hall :
y the Dining Room. ‘
ihterview, on 07/30/15 at 12:50 PM, with the
eneral Contractor revealed he was not aware of
the requirement for trash receptacles with
dapacilies greater than thirty two (32) galions.
i ;
FORM CMS-2567({J2 99} Previcus Versions Cbuolete Event ID_E1LU21 Fecllity ID: 100012 If continuation shest Pae 13 of 17
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09/24/2015 15:41 1 | GLENVIEW PAGE 15/18
. { i :
j DEPARTHENT OF HEALTH AND' HUMAN SERVICES PR::gIEnDn:. AP %J,fl(gns
CENIIERE FOR MEDICARE & MEDICAID SERVICES OMB NO. bo3B-03g1
STATEMENT  DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA x2) MULTIPLE CONSTRUCTION {X3) DATE SPRVEY
AND PLAN OF [:0RRECTION IDENTIFICATION NUMBER A. BUILDIG 01 - MAIN BUILDING 01 COMPLHTED'
l 185271 B VANG [ - 071302015
NAME Hr ~RIVIDER OR SUPPLIER ! ' STREET ADORESS. CITY, STATE. ZIP CODE |
GLENVIEW] HEALTH CARE FAGILITY e ke ,
GLASGOW, KY 42141
X4y i SUMMARY STATEMENT OF DEFICIENCIES i D i PROVIDER'S PLAN OF CORRECTION s
PRERE {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI (EACH CORRECTWE ACTION SHOULD BE LOMPLETION
I 1A Recuumpv ©R LSC IDENTIF}YING INFORMATION) TG | CROSS-REFERENCED TO THE APPROPRIATE TE
_ DEFICIENCY) ln
I’ ' r
4 . i
K075 Eontinued From page 13 K d7s: |
l Ihe census of fifty-three (53) was verified by the '
Administrator on 07/30/15. The findings were :
i cknowledged by the Administéator and verified i
1y the General Contractor at the exit irterview on
17130/15. ' |
| i
‘\ctual NFPA Standard: .
“ teference: NFPA 101 (2000 Edition) 19.7.5.5 |
I ! Poiled linen or trash collection receptacles shall
H ot exceed 32 gal (121 L) in capacity. The !
\ ' Iverage density of container capacity in a room or |
space shall not exceed 0.5 gal/ii2 (20.4 L/m2). A |
sapacity of 32 gal (121 L) shall not be exceeded '
ithin any 84-ft2 (5.9-m2) area. Mobile soiled
nen or trash collection recepiacles with
Lapacities greater than 32 gal (121 L) shall be
heated in a room protected as a hazardous area
’ |  fvhen not attended. i
| ‘xception: Container size and density shall not '
H be2 limited in hazardous areas. ; i
K144 HFPA 101 LIFE SAFETY CODE STANDARD i K144, 3441
$S=F ' . :
1;eneralors are inspected weekly and exercised 1. By 091132015 the §nv|ronmental Sl LA
der load for 30 minules per month in purchase the supplies needed to test the
'_‘ d ith NFPA 99,  3.4.4.1 electrolyta lavel of the generator battaries
Gcordance wit . 44.1. weakly for as long as this type of battery is in
usa as pan of routing lesting procedures. i
' [ 2. The weekly test report will ba given 1o the |
i Administrator, who will then report the findings |
’ | | to the Quality Assurance Commiliee monthly
i i tor a period of iwelve (12) months. ,
H 3. The Environmental Supenvisor will monitor and ba
i respensible for jollow-up and recommendations
. l from the Quality Assurance Commitiea. i |
| i (Continued on Page 15} :
|
his STANDARD is not met as evidenced by: i | |
! |
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#9/24/2015 15:41 1 GLENVIEW PAGE 16/18

: ; | ' ,
DEPARTRIENT OF HEALTH AND HUMAN SERVICES ' PR?JSI\DA' 2!:!12\!{23
i FOR MEDICARE & MEDICAID SERVICES OMB NO. b95B-0391
STATEMENT {J DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {x2) MULI:PLE CONSTRUCTION (X3) DATE sj:;\)ev
AND PLAN OFf:ORRECTION IDENTIFICATION NUMBER: A BULOYG 01 - MAIN BUILDING D1 COMPLHTED
' 185271 B. WING 07!30:'26%!5
NAME 07 PHIVIDER OR SUPPLIER E STREET ADDRESS, CITY, STATE, 2P CODE 1 |
I .
GLENVIEW HEALTH CARE FACILITY e Iy
N ! GLASGOW, KY 42141 |
x4y SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION 1 oo
PRE (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE i [poMPLETION
TA r REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE i ATE
! DEFICIENCY) ﬁ
' H
) {Continued from Paga 14) |
K 144 [Continued From page 14 K 144 |
Based on an interview and record review, the 4. Quality Assurance Committee members are I
| i facility failed to maintain the generator set by as follows: I
Mlational Fire Protection Association (NFFPA) B" Aw:li:tl(:-s:;‘. I\g:dlcal D"Z‘:c" |
istandards. The deficiency had.the potential fo Y:a’ ) 3\: i Mam:‘:f o dSa
affect five (5) of five (5) smoke compariments, all i T . Rlvlin' ks
g . i onla Bullock, RN, DON
wsidents, staff and visitors. The facility has the Tammy London, RN, ADON
-apacity for sixty {E0) beds with a census of Vivian Kinslow, RSC
ifty-three (53) on the day of the survey. Sharon Bragg, COM
. . ' Shirley James, Environmenlal Supervisar
| [rhe findings include: Sherr Likens, LPN, HR/SD op/13/2015
! sienarator documentation review, on 07/30/15 at |
11:13 AM, with the General Cantractor revealed
he faciiity did not have documentation that the
batlery electrolyte levels were checked weekly.
I
| Interview, on 07/30/15 at 11:14 AM, with the
Seneral Contractor revealed he was not aware of
he raquirement
['he census of fifty-three (53) was verified by the
\dministrator on 07/30/15. The findings were
ncknowledged by the Administrator and verified
»y the General Contractor at the exit interview on
V7/3015. | |
\ctual NFPA Standard: i ‘ |
i| Reference: NFPA 110 (1999 Edition). il
i i-1.1"
[ "he routine maintenance and operational testing
! i [ogram shall be based on the manufacturer's
ecommeandations, instruction manuals, and the
Ininimum requirements of this chapter and the i
| i [rathorily having jurisdiction ! i i
K 147 WFPA 101 LIFE SAFETY CODE STANDARD K 1%17 | i
. 88D : B
| ;
i ] ; ' ]
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zlecirical wiring and equipment is in accordance
fvith NFPA 70, National Electrica! Code, 9.1.2

This STANDARD s not met as evidenced by:
“ased on observation and interview, it was
qetermined the facility falled to ensure electrical
Yrring was maintained in accordance with
hitional Fire Prolection Assaciation (NF PA)
fandards. The deficiency had the potential to
flect one (1) of five (5) smoke compartments,
ssidents, staff and visitors. The facliity has the
= pacity for sixty {60) beds and at the lime of the
Jrvey, the census was fifty-three (53),

he findings include:

Observation, on 07/30/15 at 9:58 AM, with the
eneral Contractor revealed a fan plugged into
1 extension cord located in Room #27.

Ijterview, on 07/30/15 al 9:59 AM, with the
eneral Contractor revealed he was not aware
ti}e: fan was plugged into an extension cord.

2] Observation, on 07/30/15 at 10:17 AM, with tha
cneral Contracior revealed a Bi-pap machine
15 plugged into a power sirip located in Room

i2,

Irferview, on 07/30/15 at 10:18 AM, with the
:neral Contractor revealed he was not aware
the Bi-pap was plugged into the power strip.

'e census of fifty-three (53) was verified by the
Iministrator on 07/30/15. The findings were

1. The Maintenance Contractor removed the I
extension cords in room #27 & room 432 on
08/01/2015, {

2. The Environmental Supervisor will
audl the facility weekly for a pariod of twelve (12)
to ensure extension cords are not ufilized. l
3. The weeldy inspaction report will be given lo the
Administrator, who will the rapori the findings to

} the Quality Assurance Gommitlee monthly for

i a period of twelve (12) months.

4. Tha Environmental Suparvisor will monitor and be|
respansible for follow-up and recommendations |
trom the Quality Assurance Commitiee.

5. Quality Assurance Commiltee mambers ana
as follows:

Dr. Amalia Kiser, Medica! Diraciar
| Lisa Wright, LPN, Pharmacy Consultant

Yvonne W. Cook, Administrator
Tonia Bullock, AN, DON
Tammy London, RN, ADON

i Vivian Kinslow, ASC

H Sharon Bragg, CDM
Shirley James, Environmental Supervisor
Sheri Likens, LPN, HR/SD
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|NAME HF >RPVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1
' " 1002 GLENVIEW DR.
GLENVIEW HEALTH CARE FACILITY
GLASGOW, KY 42141
(X4)1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION s)
PREFRE {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREF{ {EACH CORRECTIVE ACTION SHOULD BE OWPLETION
nqr REGULATORY OR LSC IDENTIFYING INFORMATION) TAG || CROSS-REFERENCED TO THE APPROPRIATE . BATE
I DEFICIENCY) : i
. : , 1 :
R 9.1.2 I
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AND PLAN UFf:ORRECTION IDENTIFICATION NUMBER: A BULOING 01 - MAIN BUILDING 09 COMP
| 185274 B.WNG omwzli
NAME £ 3 IVIDER OR SUPPLIER : STREET ADURESS, CTY, STATE. ZIP CODE i
GLE vu\]HEALTH CARE FACILITY : I |
' A ) | GLASGOW, KY 42141 55
(X4) 1D SUMMARY STATEMENT OF GEFICIENCIES ! o | 1 PROVIDER'S PLAN OF CORRECTION | )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIA | {EACH CORRECTIVE ACTION SHOULD BE OMPLETION
L TA REGULATORY OR LSC| msmusrws INFORMATION) R Y- CROSS-REFERENCED TO THE APPROPRIATE TE
DEFICIENCY) ! l
{1 ' [
K 147 Lontinued From page 16 K 147 :
icknowledged by the Administrator and verified : ' i
| y the General Contractor at the exit interview on ' ‘
‘ 7130115, | !
|
! |

ctual NFPA Standard:

‘2ference: NFPA 101 (2000 Edition) i' '

1.2 Electric.
lectrical wiring and equipment shall be in ] |
ccordance with NFPA 70, National Electrical ’

vde, unless existing installations, which shall be i ' |
2rmitled to be conlinued in service, subject o i [
pproval by the authority having jurisdiction.

ference: NFPA 70 (1899 Edition) 400-8 ( |
tensions Cords) Uses Not Permitted. [

'less specifically permiited in 400.7, flexible ;
rds and cables shall not be used for the |
fdllowing: !

(] As a substitute for the fixed wiring of a . , |
sfucture

(@ Where run through holes in walls, structural
liings, suspended ceilings, dropped ceilings, or ! | |

Where run through doorways, windows, or I :
sifnilar openings i |

' Where attached to building surfaces ’
l Relerence: NFPA 99 (1989 edition) 3-3.2.1.2 (D) |
Vhimum Number of Receplacles. The number of
refzplacles shall be detarmined by the intended

of the patient care area. There shall be

ficient receptacles located so as 1o aveid the i i
:d for extension cords or muitiple outlet ' |
iplers. '

|
=) - .
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