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The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistroating residents by a court of law; ot have
hed a finding entered inlo the Slate nurse aide
regisiry concerning abuse, neglect, mistreatmant
of residents or misappropriation of their propery;
and report any knowledgo i has of actions by &
court of law against an employee, which would
indicate unfitneas for service as a nurse side or
other facility slaff fo the Stale nurse alde registry
or licensing authorities.

The facllity must onsure that all alleged violations
involving mistrentment, neglect, or abuse,
including injurles af unknown source and
misappropriation of resident property are reportod
immediately to the administrator of the facility and
to other officials In accordanco with State law
through ostablished procedures (including to the
State survey and ceriification agency).

The facility must have evidence that all alloged
violations are thoroughly invostigated, and must
prevont furthor patential abuse while the
investigation is in progress.
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Tne preparation and execution ot this
F 000 | INITIAL COMMENTS ¥ goo| Plan does not constitute an admission
or agreement by the facility of the
A standard health survey was conducted on truth of the alleged facts or
12/09-11/15. Deficien! practice was identifiod conclusions set forth in the SOD. This
with the highest scope and saverity at "E" lovel. POC is prepared and execute solely
because it is required by Federal and
An abbroviatod survey (KY24122) was also State law.
conducted at this time, The complaint was
substantiated with deficienl practice identified.
F 225 483.13(c)(1)¢i)-Gi). ()(2) - (4) F 225 The employee who made the

accusation was interviewed by the
adminlistrator and when asked what
happened she sald that she heard a
loud slapping sound, at that time she
made no claim of sceing anything
related to a slap. She also said that
har coworker said S.0.B. but she said
that the person was not saying it to
the resident but sald it loudly where
tha resident could hear. She further
statod that there was a visitor outside
the open door who was a witness to
the activity. This reliable visitor was
interviewed and did verify that they
were right outside the door the entire
time and that they could hear what
was going on inside the room. They
heard no loud slapping sound and
they heard no onc use any foul
language. The employee in question
was suspended, the rasident was
assessed and there was no evidence
of any Injury. Confused residents
were given a skin assessment to
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‘t'ho rosulls of ali investigations must be reported
to the administrator or his designated
representative and lo other officials in accordance
wilh Slate law (including {o tho State survey and
certification agency) within § werking days of the
incident, and if tho alleged viofation is verified
appropriata corrective aclion must be taken,

This REQUIREMEN' s not met aa evidenced
by

Hascd on observation, interview, record reviow,
and review of facility policy it was determined the
facility failed to ensure an incidont of alleged
abuse was reported to tho State Survey Agency
for one (1) of thirtoen (13) sampled residents
{Rosidont #5). Facility staff was alleged to “slap”
Resident #5's thigh leaving a red mark and called
the residen! a "Son of a Bitch" whon the Stale
Registered Nursing Asslstant (SRNA) found the
resident wet and had to change the bed linen on
11127115, The incident was reporled to
Adminisiration and the alleged perpetrator was
suspended pending the outcome of an
investligation. However, the allegation of abuse
was not reporied to tho Stale Survey Agency.

The findings include:

Review of the (acility's policy titfed "Abuse,
Neglect, and Misappropriation,” effective date
April 2013, revealed all allgations of abuse
would bo investigated and reporied to the
appropriate agencies. The policy further noted
the Administrator and/or Director of Nursing
{DON} would be responsible to nofify the stale
agencies in accordance with facility guidelines.

were interviewed and no one had
been mistreated nor had they heard
or seen any other resident mistreated.
The physician, family and APS were
notified. Since no credible allegation
had been made the decision to not
report to OIG was made at that time.
We did report the allegation to CIG on
11/29/15.

1) In this instance no resident was
affected since an investigation took
place and there was no evidence that
any type of abuse had occurred
however policy/procedure has
changed so that incidences like this
would be reported to both OIG and
APS as well as law enforcement if
warranted. All staff have been in-
serviced on the facilities abuse policy,
including proper reporting by facllity
or corporate staff with this training
being completed on or before 12/4/15
for most staff and upon return to
work for others, Another in-service
was held on 12/18/15 for all nursing
staff to reinforce proper use of the
abuse policy including reporting.

2) Residents with BIMS score of 8 or >
were interviewed for any allegations
of abuse by the SSD on 12/1/15 and
residents with BIMS score of 7 or <
had a skin assessment completed by
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assure that tnere were no
F 225} Continued From page 1 F 225 unexplained injuries. Other residents
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Record reviaw rovealed the facllity admiiled the
rosidont on 08/13/05, with disgnoses that
included Convulsions, Chronic Embolism and
Thrombosis, Intracranial injury, Aphasia, and
Dysphagia. Review of the Annual Minimum Data
Sel (MDS) assessmont completed on 05/04/15
revealed the facllily assessed the resident to
roquiro oxtensive physical assistance of two
persons with transfers and folleting, and to bo
incontinent of bowel and bladder function.
Further review of the MDS assossment revealed
the facility assessed tha resident's Brief Interview
for Mental Status (BIMS) scure to be (blank),
dotormining the resldent to be unable to comploto
the intarview. Review of the Care Plan rovealed
the faciiity determined an approach for staff ta
provide incontinence caro overy twa houra for
Resident #6 and to ulilize briefs for incontinence
control,

Observations of Resident #8 on 12/09/15 at 3:00
PM revealed the resident was lying in bed on
hisfher right side with a fall mat on the floor on the
left side of tho bed and the righl side of the bed
was against the wall. A skin assessment was
canducted with facllily staff for Resident #5 on
12/09/15 el 4:00 PM. No bruisos or redness was
identified on the residont's thighs.

Reviow of the facility's investigalion initiated on
11/28/15 revealed SRNA #9 reported she
abserved SRNA #10 slap Resident #5 on tha
thigh and call the resident a "Son of a Bilch” after
finding the residant's bed wet with urine on
11427115, Tho investigation revealed SRNA #10
was immediately suspended pending the
outcome of the investigation and SIRNA #8 way
re-educated regranding reporting the Incidence of
abuse/neglect. Tho allegation was reporied fo
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the nursing stafl on 1272715 for signs
F 225 Continised From page 2 £ 225| & syptoms of abuse. No Issues were

found.

3) Administrator, DON and/or Abuse
Coordinator will ensure all ailegations
are logged on the abuse log daily and
review the abuse log sheet daily
during stand up meeting to ensure all
newly reported allegations have been
reported to the appropriate
regulatory agencies in a timely
manner.

4} The facility now usesa QA
program, Abaqgis, to monitor resident
care including allegations of abuse.
Forty randomly selected residents are
chosen and they, their family or staff
are interviewed to determine quality
of care including any perceived
abusive behavior. If any abuse is
mentioned during interviews it is
determined whether this is a first
report and if so an investigation is
instigated and the matter reported to
state agencies per our policy. If
previously disclosed records are
checked to make sure that a full
investigation had taken place and that
procedures had been followed
inciuding proper reporting to state
agencies. Any allegation of abuse is
automatically reported to facility
administration as well as to pertinent
carporate staff. This process occurs 3
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the Administrator and DON on 11/28H5. The
investipation furthor revealed the Deparfinent for
Community Based Services was nolified on
11/28/15; however, there was no evidence the
siate survey agency was hotified of the allogation
of abuse.

Interview with tho )Jirector of Nursing on 1211015
at 3:13 PM revealad she conducled the
invesiigation and suspendad the alleged
perpetrator according to facllity policy. Tho DON
stated she reparted the allegation and the
information she collacted during the investigation
ta the corporato office. The DON atated she was
told by corporate staff not to report to the state
survey agency because there was "nothing to
reporl.” The DON stated, “We should have
reporied" the incident.

Interviow with the Administrator on 12110/15 at
3:52 PM revealed he had been made aware of
the allegation on 11/28/15 and had conductod
some interviews with the residents to determine if
any other residents had possibly been affected.
The Administrator stated the corporate slaff had
dirocted that the allegatlon not be reporied fo the
slate agencles. The Administrator stated
corporate staff said the allegation was "not
reportable." The Administrator siated he did hot
belleve abuse occurrod but he would prabably
have reporiod it 1o the state survey agency.
483.20(d), 483.20{k){1} DEVELOP
COMPREHENSIVE: CARE PLANS

A facility must use the resulls of the assessment
to develop, review and revise tha rosidont's
eaimprehensive plan of caro.

F 225

F279

Umes per year. Any ncw aliegations
of abuse would be reported to the
appropriate state agencies
immediately by the administrator,
DON or Abuse coordinator.

1) Residents #2, #4, #6 had their
catheters secured with Velcro leg
straps on 12/11/15 by the resident’s

1/8/16
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The facility must develop a comprehensive care
plan for each resident that includes measurshble
objectives and timetables to meet a reaident's
modical, nursing, and mental and psychosocial
needs that are identilied in the comprehensivo
asseasiment.

The care plan must describe the services that are
to be fumnished to attain or maintain the resident's
highost practicable physical, mental, and
psychaosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's oxercise of rights under
§483.10, including the right to refuse {reatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based upon abservation, inlerview, record
review, und facility policy review, it was
delermined the facility failed to devolop a plan af
care for three (3) of thiroon (13) sampled
residents (Residont #2, Resident #4, and
Residont #6) to address rigk faclors relaled to the
use of an indwelling calheter. Residents #2, #4,
and #8 were observed to have unsecurod
Indwelling catheter tubing and roview of the
medical records revoaled the comprehensive
care plan did not include inferventions to address
socuring of the indwelling catheter tubing to
pravent irauma to the urinary tract.

The findings Include:
Roview of facility policy "Care Planning-

[nterdisclplinary Team," dated 06/01/15, rovealed,
*Facility's Care Planning/Interdisciplinary Team is

PREFIX {EAGH DEFICIENGY MUST RE PIECELED BY FULL PREFIX (EACH CORRECTIVE ACTION GHOULN A COMPLETION
TAG REGULATORY OR LSC IDENTIFYENG INFORMATION) 1AG CROSS-REFERMNGEN T0) THE APPHOPRIATE ATF
DEFICIENGY)
nurse, Care plans wcere lpdated on
F 279 Continued From page 4 F 279 1/5/16 by the MDS Coordinator.

2) All residents were assessed for
utilization of Foley catheter on
12/11/15 by the nursing staff. Care
plans were updated as necded to
ensure current resident care needs
arc met. Three residents were noted
to utilize Faley catheters, all catheters
were properly secured with Velcro leg
straps, verified by the residents nurse
onl2/11/15.

3) Nursing staff were educated on the
catheter care policy and procedure to
include appropriately securing Foley
catheter and the care pian policy and
procedure to include updating
rasidents care plan to reflect residents
current care need by the DON on
12/11/15 and 12/18/15 with any who
missed the tralning tralned on thelr
next day at work by the DON or her
designee.

4) The DON will review care plans for
all residents with catheters monthly
and report care plan reviews to the
QA committee quarterly to assure
compliance. '

5) 1/31/16
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responsible for the developmant of an
individualized comprehonsive care plan for each
resident, incorporating goals and objeclives that
lead to the rosidents' higheat obtainable lavel of
independence.”

Review of facliity policy, "Foley Catheter Care,”
dated 05/08/06, revaealad tho palicy did nol
address the procoss of securing the indwelling
catheter tubing,

Review of "Catheterization Guidelino Steps,”
undated, revealed indwelling catheter tubing
should be taped or staff shauld apply a Velcro leg
strap. The guidolines further siated that staff
should never leave the room until the cathetor
was secured. The guidelines stated that the
mechanical irritation caused by catheter
movement could cause urcthral and mestal
tearing, accidental romoval, and serious
complications.

Review of "Lippincoti Manual of Nursing Praclice,
Ninth Edilion,” revealed “Management of the
Paftent with an Indwolling Catheter end Closed
Drainage System" included securing the
indwolling catheter o the patient's thigh using
tape, strap, adhesive anchor, or other
securement device. The manual further
revealed, "Properly securing the catheter
prevents catheter movement and traction on the
urethra.”

1. Review of the medical record rovealed the
facilily admitted Resident #2 on 05/03/10 wilh
disgnoses of Urinary Retention, Type | Diabetes
Mellitus, Demaontia, Cerebrat Infarction,
Homiplegia, and Gaslrostomy. Reviow of the
Annuzl Minimum Data Set (MDS) assessment

F 279
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dated 11/1915 revoalod Resident #2 had a Brief
Interview for Montal Status (BIMS) score of 9 and
roquired fotal assistunce of two or more staff
persons for toileting, personal hyglens, and
bathing. Review of the 08/27/15 Quarterly MDS
as well as the 11/18/15 Annuai MDS revealed an
indwelling catheter,

Further review of Reaident #2's medical record
revealed a comprehensive care plan datod
11/2315. The care plan identified a problem of
an indwelling catheter with a goai to "malntain as
clean, dry and odor free as passible, maintain
urinary output." The approach ar interventions
related to the indwelling catheter includad caro of
the catheter every shift and as needod, as well as
ingtructions to keep the cathotor bag coverad and
below the level of tho bladder. Review of
Residont #2's care plan revealed no interventions
that addressed risk factors related fo the use of
the indwelling catheler.

Observation of Resident #2's perineal
carefcatheter caro on 12/09/15 at 4:10 PM by
Stato Registerad Nurse Aide (SRNA) #1 revealod
indwelling cathefer tubing was not securod hafore
or afler perineal/catheter cara.

Observation of Reslidont #2's skin assessment on
120915 at 4:25 PM by Registered Nurse (RN)
#1 revealed the indwelling catheter tubing was
not secured before or after skin assessment.

2. Review of Resident #4's medical record
revealed tho facility admitted Resident #4 on
12/14112 with diagnuses of Urinary Retention,
Mild Intelleclual Disabilities, 11eart Failure, and
Convulsions. Review of the Significant Change
MDS assessment datcd 10/01/15 revealed
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Resident #4 had a BIMS score of 15 and required
axiensive to lotal assistance of two staff persons
for loileting, personal hyglione, and bathing.
Resident #4 retumod to the facllity an 08/06/15
from the hospital with an indwelling catheter and
diagnosis of urinary retention.

Review of Resident #4's medical record revealed
a care plan dated 10/05/15 identifying an
Indwelling cathetor rolated to urinary retention as
a problem. Interventions refated to the indweliing
cathoter included measuring and recording
oulput, ahserving for changes in output, catheter
care every shift, and keeping tho catheter bag
covered and below tho fovel of the bladder.
Review of Resident #4's care plan regarding the
indwalling eatheter revesled no interventions that
addressed risk factors related o the uso of the
indwelling catheter.

Ohbservation of Resident #4 on 12/11/15 at 9:35
AM revoalod the indwelling catheter tubing was
not secured {o the resident's leg.

3. Review of Reskient #5's medical record
revealed the facllity admittad Resldent #5 on
07/22/15 with diagnoses of Urinary Retention,
Stage IV Pressure Ulcer lo Sacral Region,
Convuisions, and Large Pelvic Mass. Review of
the Quarterly MDS dated 11/07/15 revealed
Resident #5 had a BIMS score of 3 and required
lotal assistance of two staff persons far personal
hygiene and bathing. Review of the 11/0715
Quarterly MDS also revealed the resident had an
indwelling calheter.

Review of Residonl #8's medical record revealed
a care plan identifying an indwelling cathetor
rolated to skin breakdown on 07/20M1 5 with an

274
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updated problem dato on 10/2715. Interventions
related to tho indwelling catheter included
cathotor care every shift and as needed, empty
and measure urine every shift and report odor,
color, and output to Nursing. Reviow of Resident
#8's care plan regarding tho indwelling catheter
revealed no interventions that addressed risk
factors related to the use of the indwelling
cathotor.

Observatlon of perineal care an 12/10/15 at 10:05
AM provided by SRNA#4 for Resident #6
revealed the cathetor tubing was nol secured
before parincal care began, nor was it securad by
SRNA#4 after perineal care was completad.

Obaervation of wound care and the skin
assessment for Resldont #6 on 12/10/15 al 10:15
AM by RN #3 and RN #1 revealed the indwelling
cathoter tubing was nol secured to Resident #6's
leg before the wound care and gkin assossment
were inifialed nor was it secured by RN #1 or RN
#3 afler wound care and the skin assesament
were completed.

Interview with SRNA #5 an 12/11/156 at 1:10 PM
revesled she was trained to use tho clip on the
tubing to secure the tubing to the sheet. SRNA
#5 siated she reviewod her care plans every day
for instructions rolated to resident care.

Interview with SRNA #2 on 12/11/15 at 1:.17 PM
revealed she stated that the facility had leg strapa
to secure the catheter tubing but did not know
why they wera not being used. She stated she
was trained to hang the bag on the bed framo
below the bladder and use the clip on the fubing
fo secure the tubing to the shoot,

F 279
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Interview with RN #1 on 12/11/15 at 1:25 PM
revealed she communicatod verbally with SRNAs
regarding communication of interventions of care
and also stated the SRNAs should be refering to
caro plans for instruction. RN #1 stated facility
policy regarding care of the cathetar tubing and
bag was to make sure the cathotor bag remuained
below the bladder, the bag was covered, and the
clip on the tubing should be clipped to the shest
or lag strap usad to secure calheler tubing,

interview with the MDS Coordinator rovealed the
Care Plan Team met weekly. The MDS
Coordinaltor stated tho Care Plan team consisted
of the Director of Nursing (DON), a RN, the
Activity Coordinator, Social Services Coordinator,
and the MDS Cuordinator among othors, The
MDS Coordinator explained that while the Care
Plans were updated whon the MDS's were
completed, acute problems should be updated by
the Nurso when a new problem Is identified.

intervlew with the Director of Nurging (DON) an
121115 at 1:57 PM revealod the Care Plan
Commitlee met weokly to develop and revise
care plans. Sho revealed s Temporary Care Plan
would be devaloped upon admission followed by
the primusry Comprehensive Gare Plan once the
Team mel and the MDS was completed. The
DON slated the care plans were then updated
quarterly or with significant changes.

F 312{ 483.25(a)(3) ADL CARE PIROVIDED FOR

s5=p{ DEPENDENT RESIDENTS

Arosident who is unable 1o carry out activities of
daily living recelves the necessary services to
maintain good nulrifion, grooming, and personal
and oral hygienoe.

F 279

K312

nail care,

Please note that both of the residents
mentioned often refuse care including

1) On 12/11/15 the nalils for resident
# 4 were cleaned and trimmed by the
residents nurse.. For resident #7 nails
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were trimmed on 12/11/15 by a
F 312| Continued From pago 10 F 312| family member who is a nurse.

2} All residents fingernalls and
toenails were assessed on 12/11/15
by the residents nurse and nails were

This RCQUIREMENT Is not met as evidenced trimmed as appropriate and if needed

bg;med upon abservation, interview, record podiatry visits waere scheduled to
review, and facility policy review, it was assure that resident nail care needs
determined the facility failed to onsure two {2) of are met.,
thirteen (13) sampled rosidents (Resident #4 and 3} Nursing staff were educated on the
Re?kt!;m #7) "’fcl"’e‘: ’l‘:dc‘i“"'li: services to nall carc policy and procedure on
maintain grooming related to nail care. .
Obsarvali?:ns of R?esldems #4 and #7 revoaled 12/18/15 by the DON. F.lemdents will
lang, and/or dirly fingemailstoenails. be scheduled for podiatry
appointments as needed to meet their
The findings includo: nail care needs.
4) The DON, SDC or another nurse
Roview of the fﬂclllly pD"Cy titled "Nail Care for W"I check na"s of six resident’s for

Clipping,” undaled, revealed the facility was to

provide adequate clipping of nalls for all residents praper care weekly for 4 weeks and

as needed. monthly for two months and quarterly
thereafter for a total of one year.
1. Roview of Resident #4's medical record Results will be reported to the QA
revenled the facility admitted Resident #4 on committee for review,
1211412 with diagnoses of Urinary Retention, 5) 1/31/16

Mild Intellectual Disabilitios, Heart Failure,
Convulsions, Athoroscleratic Heart Disease, and
tlyperionsion. Review of the Significant Chango
Minimum Data Set (MDS) assessment datod
1040115 revealed Resident #4 had a Brief
Interview for Mental Status (BIMS) score of 15
and required extensivo to total assiatance of two
staff persons for toileting, personal hygiene, and
bathing.

Review of ihe Comprehensivo Care Plan, duted
10/05415, revealed Rosident #4 reguired
extensivo to lotal care with regard lo activities of
daily living (ADLs). The care plan includod
interventions of assistance of two staff persons

FORM CMS-2507(N12-05) Previcus Versians Obsalets Event ID; ARG Factity b: 100002 If continualion sheet Page 11 of 26
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for bed mobility, transfers, dressing every day and
as needed, tolleting, and stalf assistance with
bathing daily and as needed. The caro plan also
includod assistance of one to two staff persons
for hygiene every shift and as nceded and
assistsnce lo tum and reposition Resident #4
every fwo hours and as needed. Further review
of the Care Plan rovealed the care plan did not
include assistance to he provided for nall care.
Reviow of the care ptan utilized by State
Registered Nursing Assistants (SRNAs) revealed
the care plan addressad the need for assistance
with showering or bathing, dressing, and aral
care. The SRNA care plan did not include nail
care to bo pravided by the SRNAs.,

Review of the Medjcation Administration Record
(MAR), dated 11/0115 - 11/30/15, revealed
instructions for nall care weekly on Mondays.

Roviow of the Weekly Skin Integrity Review,
dated 12/08/15, revealed tho condition of
fingernails or toenails was not addressed.

Observation of Resident #4 on 12/11/16 at 9:35
AM revoaled Resident #4 had long fingernails and
toenails to all digits.

2. Review of the modical record revealed the
facility admitted rosident #7 on 11/06/14 with
diagnoses of Hypertension, Dementia Without
Bohavior, Arthropathy, Major Dopressive
Disorder, snd Chronic Pain. Review of the
Annual MDS assessmant dated 11/12/15,
revealed a BIMS score of 15. tn addition, tho
assessmont revesled the resident roquired
oxtonsive assislance of two staff persons for
eating, toileling, personal hygiene, and bathing,
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Further review of the medical rocord of Resident
#7, specifically the Comprohensive Care Plan
dated 1117415, revoalod the resident had "ADL
impaiment* and required extenslve assistanco
with ADl.s. The care plan further stated the
resident prefetred the “family to batho," Furiher
review of the care plan revealod the gaal was to
"provide daily ADL care noods" and interventions
that included staff assistance of two for
repositioning in recliner, transfers, walking with
walkor, dressing every day and as neaded,
toileting, and personal hygiene evory day and as
needed.

Review of the Caro Plan used by the SRNAS
revealed Rosident #7 required the assistance of
two staff persony for shower, shampoo, and
dressing, and assistance of ono for oral care,
The SRNA care plan did not include inferventions
related to assistanco with grooming or nail care.

Roviow of the MAR for Resident #7, dated
11/01/15 ~ 11/30M15, revealed Instructions for "nail
care weekly on Tuesday.*

Observation of skin assessment with RN #5 on
12/40/15 at 1:25 PM revealed Resident #7 had
vary long and discolored nails on both hands with
a dark substance underneath the fingernails.

Interview with SRNA #2 revealed she checked the
Aide Cara Plan every morning because "it tolls
you overything need to know."

interview with SRNA #5 rovealed she reviewed
her Alde Care Plans qvery day for instructions
related {o rosident care.

Interview with RN #5 on 12/10/15 at 1:25 PM
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revealed the “family prefers o take care of nails
and personal care” for Regident #7.

Interview with RN #H on 12/1118 at 1.25 PM
revesled she communicated varbally with SRNAs
regarding communication of interventions of care
and also stated the SIRNAa should be referring to
their care plans for instruction.

Initerview with the Director of Nursing (DON) an
1211115 at 1:57 PM revealed nurses shauld be
making rounds every two hours and she made
rounds two to throo times a day io menitar caro,
She revoalod a Temporary Care Plan would be
dovoloped upon admission followed by the
primary Comprehensive Care Plan once the
Team met and the MDS was completed. They
were then updated quarterly or with signiticant
changes. The PON continued lo explain 24-hour
checks followed, where {he MDS nursos checked
Noctor orders and ensured care plans were
updated. No reasons wera provided why nail
care was not provided ta these residents.
483.25(d) NO CATHETER, PREVENT LTI,
RESTORE BLADDER

Based on tho reskient's comprehensive
assessment, the facilily must ensure thata
resident who enters Lhe facilily without an
indwelling catheter is not cathoterized unless the
residenl’s diinical condition demonastrates that
catheterization was nocassary; and a resident
who is incontinent of bladder receives appropriate
traatment and services lo prevent urinary tract
Infections and fo restore as much normal bladder
function as possible.

Fa12

F315 1)} Residents #2, ##4, #6 had their
catheters securad with Velcro leg
straps on 12/11/15 hy the resident’s
nurse, Care plans were updated on
1/5/16 by the MDS Coordinator.

2} All residents were assesscd for
utilization of Foley catheter on
12/11/15 by the nursing staff. Threc
residents were noted to utilize Foley
catheters, all catheters were properly
secured with Velcro leg straps,
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This REQUIREMENT s net met as evidenced
by:

Review of the 08/27/15 Quarterly MDS as well as
the 11/19/15 Annual MDS revesled an indwelling
catheter. Basecd upon observalion, intarviow,
racord review, and facllity policy review, it was
determined the facility failed to provide
appropriale lreatment and sorvices to prevenl
axcessive tension on the catheler, for three (3) of
thiteen {13) sampled residenls (Resident #2,
Resident #4, and Resident #8). Observations
rovoalad Residents #2, #4, and #5 had indwelling
catheters that were unsecured placing residents
at risk for frauma 1o the urinary fract.

The findings include;

Review of faclily policy, "Foley Cathetar Care,”
dated 05/08/06, revealed tho policy did nat
address the process of securing the indwelling
catheter tubing,

Roview of "Cathelerization Guideling Steps,"
undated, revesled indwelling catheter tubing
should be taped or staff should apply a Velcro leg
strap. The guidolines further stated that staff
should nevor leave the room until the cathoter
was socured. The guidelines stated that the
mechanical initation caused by catheter
movemenl could cause urothral and mealal
tearing, accidental romoval, and sericus
complications.

1oview of "Lippincott Manual of Nursing Praclice,
Ninth Edition," revealed, “Management of the
Patient with an Indwelling Catheter and Closed
Drainaga System" included securing the
indwolling catheter to the patient's thigh using

D) 0 SUMMARY STATEMENT OF DEFICIENCIEG 1D PROVIDER'S PLAN OF CORRICTION o)
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TAG REGULATQRY OR L2 IDENTIFYING INFORMATION) TAG CROSSIEFERENCED TO THE APPROPIUAIE PATF
NRFCIENSY)
verified by the residents nurse
F 315 | Continued From page 14 F a15| on12/11/15,

3) Nursing staff were educated on the
catheter care policy and procedure to
include appropriately securing Foley
catheter and the care plan policy and
pracedure to include updating
residents care plan to refiect residents
current care need on 12/11/15 and
12/18/15 by the DON, anyone who
missed the training were trained upon
their return to work by the DON or
her designee.

4) The DON will review care plans for
all residents with catheters monthly
and report carc plan reviews to the
QA committee guarterly to assure
compliance.

5) 1/31/16
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iape, sivap, adhesive anchor, or other
securement devico. The manual further
revealad, “Properly securing the cathotor
pravonts catheter movement and traction on the
urcthra.”

1. Review of the medical record revealed the
facility admitted Rosident #2 on 06/03/10 with
diagnoses of Urinary Relenlion, Type | Iiabetes
Mellitus, Dermentia, Cerebral Infarction,
Homiplegla, and Gastrostomy. Review of the
Annual Minimum Data Sot (MDS) assessment
dated 11/19/16 revealed Resident #2 had a Bricf
Interview for Montal Status (BIMS) score of 9 and
required otal assistance of two or more staff
parsons for toileting, personal hygiene, and
hathing. Review of the 08/2715 Quarterly MDS
uy well as the 11/19/15 Annual MDS revealsd an
indwelling cathetor.

Further review of Resident #2's modical record
rovealed 8 comprehensive carc plan dated
11/23/115. The care plan identified a problem of
an indwelling catheter with a goal to “maintain as
clean, dry and odor free as possible, maintain
urinary output.” The approach or intorventions
rolated to the indwelling cathetor included care of
the catheter every shifl and as needed, as well as
instruclions to keap the catheter bag covered and
below the level of the bladder. Review of
Resident #2's care plan revesled no intorventions
that addressed risk factors related to the use of
the indwelling catheter.

Observation of Resident #2's periieal
care/cathetor care on 12/09/15 at 4:10 PM by
Stato IRegistered Nurse Aide (SRNA) #1 revealed
indwelling catheter tubing was not secured before
or sfler perineal/cathetor care.
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Observalion of Resldent #2's skin ausessment on
12/09/16 at 4:26 PM by RN #1 revealed the
indwaelling cathoter tubing was not secured befora
or aftor skin assessment.

2. Review of Resident #4's madical record
revealed the facility admiltod Resident #4 an
12/14/12 with diagnoscs of Urdnary Relention,
Mild Intellectual Disabilities, Heart Failure, and
Convulsions. Review of the Significant Change
MDS assessment dated 10/01/15 rovealed
Resident #4 had a BIMS scoro of 15 and required
extansive to total assistance of lwo stafl persons
for toileting, personal hygiene, and bathing.
Reviow of the medical record also revealsd an
indwelling catheter following a retum from the
hospital on 08/06/15.

Review of Resident #4's medical record revealed
a care plan dated 10/05/15 ldentifying an
indwalling catheter related to urinary rotontion as
a problem. Interventions related to the indwelling
catheler included measuring and recarding
oufput, observing for changes in output, catheter
care every shift, and keeping the catheter bag
covorod and below the level of the bladdor.
Review of Resldeni #4's care plan rogarding the
indwelling catheler revealed no interventions that
addressed risk factors rolated to the use of the
indwelling catheter.

QObscrvation of Resldent #4 on 12/11/16 at 8:38
AM revealed tha Indwelling cathoter tubing was
not secured to the resident's leg.

3. Reviow of Resident #8's medical record
rovealed the facility adimitied Residont #6 on
(17/22/15 with diagnoses of Urinary Retention,

F 315
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Stage IV Pressuro Ulear to Sacral Region,
Convulsions, and Large Pelvic Mass. Raviow of
the Quarterly MDS dated 11/07/15 rovoaled
Resident #6 had a BIMS score of 3 and required
total assistance of two staff persons for personal
hygiene and bathing and that Resldent #6 also
had an indwelling catheter.

Raviow of Resident #8's medical record revealed
a care plan identifying an indwalling catheter
related to skin breakdown on 07/29/5 with an
updatad problem dato on 10/27M5. Interventions
related to the indwolling catheter included
catheter care avery shift and as needed, omply
and measure urine every shift, and roport ador,
calar, and oulput to Nursing, Roview of Resident
#6's care plan regarding the indwelling catheter
revealed no interventions that addressed risk
factors relatod to the use of the indwelling
cathotor,

Obaervation of perinesl caro on 1211015 at 10:06
AM provided by SRNA #4 for Resident #8
revealed the catheter tubing was not securad
beforo porineal care began, nor was it socured by
SIRNA#4 after perineal care was completed.

Observalior of wound care and the skin
assessment for [Rosident #8 on 12/10M15 at 10;15
AM by RN #3 and RN #1 revealed the indwolfing
cathotor tubing was nol secured to Rosident #8's
log before the wound care and skin assessmeant
were inilialed nor was it secured by RN #t or RN
#3 after wound care and the skin assessment
were comploted.

Interview with SRNA #5 on 12/11/15 at 1:10 PM
revealed she believed tho facilily policy regarding
the care of the tubing and bag of indwelling

[ 315
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Continued From page 18

catheters was {o ba sure the catheler bag was
kept off the floor and that it should be attachod to
the bed with a clamp. She slaled she was trained
te uso the clip on the lubing to sacuro the tubing
ta the sheet.

Interview with SRNA #2 on 12H11/15 at 1:17 PM
revealed she statod that the facilily had leg straps
to secura tho tubing but did not know why they
wero not being Used. SRNA #2 statod she was
trained to hang the bag on the bod frame below
the bladder and use the clip on the tubing to
gecure the {ubing to the sheet.

Interviaw with RN #1 on 12/11/15 at 1:25 PM
rovealed she verbally communicatod with SRMAs
regarding communicalion of interventionsa of care,
RN #1 stated she was rospansible for SRNA
training. RN #1 stated facility policy regarding
care of tho catheter tubing and bag was to make
sure the catheter bag remained balow the
hladder, the bag was covered, and the clip oh the
tubing shauld be clipped to the sheet or a leg
sirap used {o securo the catheter tubing.

Interviow with the Diractar af Nursing (1)ON) on
12115 at 1:57 PM revealed catheter tubing
should be secured to the rosident's leg. The
DON explained that nurses made rounds every
two hours and she also made rounds throughout
the day and week locking at safety issuos and
infaction control as well as care issuos,
483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAIR,
PALATARI.E/PREFER TEMP

Each resident receivés and the facillty providas
food prepared by mothods that conserve nutritive
value, flavor, and appearance; and foed that is

F 315

F 364

and appeared nervous

Staff were disorganized and much
slower than normal. Many were

relatively new and had never been
through the survey process before

FORM CMS-2507(02-88) Previous Verlons Obsolcin

tvant ID: IFGKN

Tadity tw: 100502

If continuation shrst Page 19 ol 26




DY:38:18 p.m.01=22-2018 | 20 |

Jan. 22. 2016 2:17PM No. 1490 P, 20
PRINTED: 12/20/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICAREC & MEINCAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLINRICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: P — COMPLEIED

Cc
185249 R, WINGS o 1211112016
NAME OF PROVIDER OR SUPPLIER $TREET ADDREES, CITY, STATT:, ZIP CODE

SIGNATURE HEALTHCARE AT JACKSON MANOR REHA & WELLN

96 STATE ROAD 3444
ANNVILLE, KY 40402

Roview of the facllity policy related to food
preparation, dated August 2014, rovcaled meals
were lo be delivered prompily to ensure
maximum temperaturo retention and (o preserve
quality of food.

Observation revealed a food cart was defivered to
the dining room containing 17 rosident trays at
12:03 PM on 12/09/16. Further observalion
revealed the last tray was not removed unti 1250
PM on 12/09/15 (a total of 47 minutes). Tho last
food tray removed from the food cart was
intercepted at 12:50 PM in order to obtain
temperatures of the food. Two surveyora and the
Dietary Manager {DM) conducted a palatability
fest of tho foad, Food temperatures were as
follows: ment - 85 degrees Fahrenheit, and peas
- 92 degrees Fahrenheit. Al of tho hot foads
{asted cold. A temperaturo of the nectar-thick
dairy drink was 53 degrees Fahrenheit, and the
drink tasicd caol,

Interview with lhe DM at 12:62 PM on 12/09/16

oy I HUMMARY STATEMENT OF DEFICIENCIFS ) PRUVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENGY MUGT NI PRECEDED BY FULL PRITIX (EACH CORREGTIVI AGTION SHOULD BE COMPLETION
TAG REGELATORY Ont LSC IDENTIFYENG INFORMATION) TAG CROSH-REFERENGED TO THE APPROPRIATE DATF
DRFGIENGY)
1) The one resident involved was
F 384 | Continued From page 19 F 34| served a new tray brought directly
palatable, sttraclive, and at the proper from the kitchen by a nursing
temperalure. assistant on 12/9/15,
2} The tray carts were observed to
cnsure that all trays were delivered in
This REQUIREMENT s not met ag avidonced UL AL IITE e T T ILIL
by: 1/5/16 by the administrator.
Based on observation, interview, and facility 3} All nursing staff was in-serviced on
policy review it was dotormined the facllity failed assisting with meals, resident rights
to serve fOOd ata palﬂtablﬁ iemperﬂture. and Infection contro! Completed by
Obsorvation an 12/08/15 revealed lunch trays 1/31/16 by the DON. The majority of
were not served in a limely mariner and food was d
nof at & palalable temperature. the resi ents who require assistance
with feeding were fed during the first
The findings includo: meal service, This has been changed

so that approximately % of those
needing feeding assistance eat at each
meal service

4) Dietary Manager/dietician will
monitor meal service in total watching
closely for prompt delivery times,
proper temperatures and good food
quality at least once per weelt for 4
weeks and monthly thereafter.
Results will be reported to the QA
committee.

5} 1/31/15
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revealad the food was nol warm enough, and the
milk was not cold enough. The DM stated 47
minutes was too lang for the trays to sit before
being served.
F 371 | 483.36() FOOD PROCURE F 371 1
' was ¢
$5=D | STOREPREPARE/SERVE - SANITARY L s =r=ciand

The facility must -

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

{2) Store, prepare, distribute and serve food
under sanilary conditions

This REQUIREMENT is not met as evidoncad
by:

Based on obaervalion, Interviow, and facility
policy review, it was determined the facility failed
{a maintain the kitchon in a aunitary manner.
Observations on 12/08/15 end 12/11/15 rovoaled
the blado on the can opener had a buildup of red
food debris. In addition, the top of the ateamer
cantained an accumulation of dust and powdered
drink mix.

The findings include:

1. Review of the facility's sanitationfinfection
control palicy dated August 2014 revealed the can
opener was to be clcaned and senitized after
each uso.

surfaces were cleaned on 12/9/15 by
the cook.

2) All kitchen equipment was
evaluated for cleanliness by the
dletary manager on 12/16/15. No
other concerns were noted.

3) All kitchen staff were instructed on
12/9/15 or upon their return to work
by the dietary manager that all food
contact surfaces should be cleaned
after each mcal and that other areas
in the kitchen shouid be cleaned per
the established cleaning schedule. The
cleaning schedule has been reviewed
by the dietary manager and is
determined to be adequate, The
dietary manager will check kitchen
equipment at least weekly to make
sure that it is clean and cleaned after
each meal if used for that meal. The
dietary manager will make sure that
the cleaning schedule is followed.

4} The registered dietician will do
monthly sanitation audits to assure
that the kitchen is maintained in a
sanitary manner and that the cleaning
schedule has been followed. Findings
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Obsorvation at 10:25 AM on 12/094 5 revealed
the can opener blade contained a heavy bulidup
of dried red food debris. The red food debris
cavered the entire blade of tho can opener.

Interview with tho Dietary Manager (DM) revealed
the can oponer should be cleaned every day.
‘The DM stated the can opener blade did not look
like it had been cleaned since the provious day.

2. Interview with the Diotary Manager revealed
the facllity was unahle to locate a policy related to
¢cleaning the steamer unit.

Observation of the steamer unil at 2;20 PM on
12111115 revealed the top of the steamer was
covered with an accumulation of dusl. In
addition, powdered drink mix had been spilled on
top of the steamer.

Interview with staff at 2:20 PM on 121145
revealed powdered drink mix had been splashed
on top of the stoamer because it was located
basido the sink where the drink mix was
prepared, Staff stated the dust accumulated on
fop of the sleamer because tho staff person
responsible for cleaning the steamer had not
worked in over a woek.

483.85 INFECTION CONTROI., PREVENT
SPREAD, LINENS

The faclity must establish and maintain an
Infection Control Program designed fo provide a
safe, sanitery and comfortable onvironment and
fo help prevent the devolopment and transmission
of disease and infoction.

() Infaction Control Program

E 371
5)

F 441

UEFICIENGY)

ofauiitswitttereportodduring the——

QA committee meeting for review.

1) Resident #7 was immediately
served another sandwich from the
kitchen by the nurse aid on 12/9/15.

1/9/15
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The facility must establish an Infection Conlrol
Program under which it -

{1) Invostigates, controls, and prevents infections
in the fadility;

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and correclive
actions related to infections.

{b) Prevanting Spread of Infection

{1) When the Infection Contrel Program
delermines that a resident noods isolation to
prevent the spread of infcction, the fucility must
isolate the rosidont.

{2) The facllity must prohibit employees with a
communicuble disease or infected skin losions
from direct contact with residents or their foed, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands aftor each direct resident contact for which
hand washing Is Indicated by accepted
professionsl praclice.

{c) Linens

Personno] must handle, store, process and
transport linens so as lo prevent the spread of
infection.

This STANDARD is nol met as evidenced by:
Based on observation, inlerview, and facility
poficy roview, the facllity failed to maintain an
effective infaction conirol program to pravont the
development and transmission of
diseasefinfection for ono {1) of thirteen (13)

o) 1D SUMMARY STATEMENT OF DETICIPNGIRS D PROVINERS PLAN OF CORRECTION )
PRIFIX {EAGIE RTTFICIENG:Y MUST 8E PRECEDED BY FULL PRITIX (EACH CORRECTIVE ACTION 5 IGULD BE AOMPLRICN
TAG HEGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSG-RFTTRANGED TO THE APPROPRIATE B
. DEFICIENGY)

2Attresidents were monitoredto
F 441 Continucd From page 22 F 441| €NSUre that each resident was

delivered their tray and staff met the
infection control program guidelines
on 12/15/15 by the administrator.,

3) Nursing staff were educated on the
infection contral policy and
procedure, to include appropriate
food handling by the DON on
12/18/15, The Administrator, DON,
dietician or the dietary manager will
observe meal scrvice once per week
to make sure that staff are using
proper feeding techniques and
training will be administered as
needed.

4) The dietician will observe meal
service at least once per month to
assure that proper feeding/infection
control techniques are followed,
Findings will be reported during the
QA meeting for review,

5) 1/9/15
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sampled residents (Resldent #7). During the
dinner meal service on 12/09/15, State
Registered Nurae Alde (SRNA) #6 touched
Residenl #7's meatball sandwich with her gloved
hands after adjusting Residont #7's averbed (able
with the same glovod hands.

The findings include:

Review of the facility policy, "Standard
Precautions,” revised August 2007, revealed
employees should not reuse gloves, and should
removo gloves promptly after each use, and
before touching non-contaminated items and
envirunmental surfaces.

Interview with the Nurso Consultant un 12/11/15
al 3:40 PM rovoalod the facility did not have a
policy refated {a the handling of foods.

Duting lhe dinner meal service on 12/09/15 at
8:056 PM, SRNA #6 touchad |tosident #7's
meathall sandwich with her gloved hands afler
adjusting Rosident #7's overbed table while
wearing the same glaves and without
washing/sanlitizing her hands and replacing the
gloves.

Interview with SIXNA #6 on 12/09/15 at 8:08 PM
rovoaled the SRNA staled, *1 should have
changed gloves after adjusting the bedsido table."
Further interview with SRNA #6 ravoalod facility
slall was trained monthly on infoction contro! and
handiing of rasidents' food.

Interview conducted on 12/11156 at 2:16 PM with
the Director of Nursing (DON) revoaled the SRNA
should have washed hor hands beafare delivering
the meal tray, and after touching the bedside

F 441
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fable. Additional interview wilh the DON revealed
she conducted random audits to monitor staff
touching food with bare hands.
POIM GMA 2587 (02-08) | tevious Verslans Obsaletn Fvant I0: SFGKTT Foclity ID: 100002 If continvallon sheet Page 25 aof 26



[ o2:38:21pm.Di-o7-2008 ] 1 |

Jan, 71,2016 4:04PM ,—-——'—'“'_'—'_'#_'l"'_f‘\tﬂ.mﬁﬁ P. 1/6

T . S PRI zw; 12/29/2018
DEPARTMENT OF HEALI'H ANID HUMAN SERVICES = 5\ \ FORM APPROVED

CENTERS FOR MEDICARE & MEDICAII SERVICES OMB NO. 0938-0301

il e
STATEMINT OF NEFICIENCIES {X1) PROVIDER/SUPPLIERACLIA ) mllt}‘m&c aeiaN7 9016 ‘\ o
DINGI -

ANE PLAN OF CQHRI:'C'I'ION IDENTIFICATION NUMPTR: A. BUS BUILDING 01 GOMPLETED

185249 B. WING : uic AR ah 12110/2015

NAMY {3 PHOVIDER OR BUPPLINR ' | = ETREETADDRESS; CITY, STATE, ZIP CODE
95 STATE ROAD 3144

ARNVILLE, KY 40402

(L] SUMMAIYY SEATEMENT OF DEFICIENCIER I} PROVIDER'S A AN OFF CORRTECTION ()

PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL IIREFIX (EACH COMIEECTIVE ACTION SHOULD BE COMPLCTION

TAG REGULATORY (12 LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEEICIEMNCY)

SIGNATURE HEALTHCARE AT JACKSON MANOR REHA & WELLN

K000 | INITIAL COMMENTS K000

BUILDING: 01
PLAN APPROVYAL: 1089
SURVEY U&DER: 2000 Cxisting
FACILITY TYPE: SNF/NF
TYPE OF STRUCTURE: One slory, Type V ()
SMOKE COMPARTMENTS: §

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY
SYSTLCM)

EMERGENCY POWER: Typo |l diosol gonerator

A life safely code survey was inifisted snd .
concluded on 12410115, for compliance with Title
42, Codo of Federal Regulations, §483.70 and (
found the facility to not bo in compliance with

NFPPA 101 Life Safety Code, 2000 Edition. The
census was 51 residents on the day of the 5'
survey. The facility has a capacily for 51 beds.

Noficioncies were cited with the highest
deficiency identifiod at "1)" lavol.
K038 | NFPA 101 LIFE SAFETY CODE STANDARD K Q38| The egress maglock at the gate has been

§8=D i unlocked while submitting an application
Exit access Is arranged so that exits are readily for a dual egress waiver. The gate will

accesaible at il times in accordance with section
remain unlocked until the waiver is

7.1, 19.241
approved. Proper sighage with the by-pa}

[7]

code will be reinstalled when the gate loc

.w‘

1 ANORATORY DIRE;IOR'S oft PROV/IZERIS PLIER REFRESENTAIVE'S BIGNATURE TTLE X0y DA
- B p—
AN, . wﬂi«y«. A [~F~ 1€

Any deficiency stalemant ending with on asterisk (*) denotes a dolicloncy which the Instliution may bo axcused fiom correeling providing it is detarminad that
cibar safeguarnds provide autficient proteclion to the palients. (Ses instructions.) Fxcept for nursing homes, the findings siated above are disclosablo 90 duys
lubowing tha dute uf survey whathar or not a plan of camection i provided, For nuraing hames, the abave findings and plans of correction are disclosable 14
days followlng hu dailo thosa documents ure made svailable to the faciily. If deficiancies are cited, an approvad plan of comaction is requisite to continued
program participation.
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K 038 | Continued From page 1 s is put back in opera?fon. Once walver is
granted and gate Is in operation the
maintenance manager will check for
proper operation monthly. c
The delayed egress lock eliminated 12/16/13

Returned to service when waiver arrives,

This STANDARDis not met as evidenced by:
Based on observation and interview, It was
determined the facility falled to ensure doors
equipped with delayet egress had a readity \
visible sign in aceordance with National Fire
Protection Association (NFPA) standards. The
deficlent practice had the potential to affect two
(2) of five {5} smoke compartments, twenty-six
{26) resldents, staff, and visitors.

The findings include:

Observation on 12/10/15 at 2:17 PM, with the
Maintenance Director revealed the Dining Room
and Patient Lounge exits were equipped with
delayed egress hardwane. Both exits ledto a
grassy area surrounded by a locked gate also
equipped with delayed egress hardware, but was
missing the proper slgnage showing how to exit
from the area. Inlerview with the Malntenance
Plrector at the time of the observation revealed
the facllity did have the proper signage in place
on the gale, but was not aware that if was
missing during the susvey. Further interview
revealed the facility did not have a categorical
walver allowing for two delayed egress hardware
equipped doors in the path of egress.

The Administralor scknowledged the findings
during exit,

Reference: NFPA 101 (2000 Edition).
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7.2.1.6.1 Delayed-Egress Locks. Approved,
listed, delayod egress locks shall be permiited to
be installed on doors serving low and ordinary
hazard contents In bulldings protecled throughout
by an approved, supervised automatic fire
detection system in accordance with Section 9.6,
or an approved, supervised automatic sprinkler
syslem In accordance with Section 9.7, and
where permitied In Chapters 12 {hyough 42,
provided that the following criterle are met,

(a) The doors shall unlock upon aciuation of an
approved, supervieed automatic sprinkler sysiem
in accordance with Section 8.7 or upon the
actuation of any heat detector or activation of not
more than two smoke delectors of an approved,
superviged automatic fire delection syalem in
accordance with Seclion 9.8,

(b) The doors shall unlock upon loss of power
controlling the tack or laeking mechanism,

(c} An irreversible process shall release the lock
within 15 seconds upon application of a force to
the release device required in 7.2.1.5.4 that shall
nol be required to exceed 15 Ibs. (87 N) nor be
required to be continuously applied for more than
3 seconds. The initiation of the release process
shalf activate an audibla signal in the vicinity of
the door. Cnce the door lock has been released
by the application of force to the releasing device,
relocking shall be by manual means only,
Exception: Where approved by the aufhority
having jurisdiction, a delay not exceeding 30
seconds shall be parmitied.

{d) *On the door adjacent to the releass device,
there shall be & readily visible, durable sign in
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letters not less than 1 in. (2.6 cm) high and not
lass than 1/8 in. (0.3 cm) in stroke width on a
contrasting background that reads as follows:
PUSH UNTILALARM SOUNDS

DOOR CAN BE OPENED [N 16 SECONDS

7.2.1.5 Locks, Latches, and Alam Devices.
7.21.5.1

Doors shall be arranged {o be opened readily
from the egress slde whenever the building Is
occupied. Locks, if provided, shall not require the
use of a key, a lool, or speclal knowledge or effort
for operation from the egress side.

Excaption No. 1: This requirement shall not apply
where ofherwise provided in Chaptars 18 through
23.

Exception No. 2: Exterior doors shall be
pormiited to have key-operated focks from the
egress side, provided that the following criteria
are met:

{a) Permlasion {o use this exception is provided
in Chapters 12 through 42 for the specifle
occupancy.

{b) On or adjacent to the door, there is a readily
visible, durabla sign in latlers not less than 1 in,
{2,5 em) high on a contrasting background that
reads as folfows:

THIS DOOR TO REMAIN UNLOCKED

WHEN THE BUILDING IS OCCUPIED

{(c) The locking device is of a type that is readily
distinguishable as locked.

{d) Akey s Immediaiely available o any
occupant inside the bullding when It is locked.
Excoption No. 2 shall be permitted to be revoked
by {he authority having jurisdiction for cause.
Exception No, 3: Where permilted in Chapters
12 through 42, key operalion shall be permitted,
provided that the key cannot be removed when
the door is locked from the side from which
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egress Is to be mads,
Reference: NFPA 101 (2000 Edition) 7.2.1.4.4*
During ite swing, any door in a8 means of egress
shall leave not less than one-half of the required
width of an aisle, corridor, passageway, or
Ianding unobstructed and shall not project more
than 7 In. {17.8 cm} into the required width of an
aisle, corridor, passageway, or landing, when fully
open. Doors shall not cpen directly onlo a stair
without a landing, The landing shall have a width
not less than the width of the door. {See 7.2.1.3.)
Exception: In existing buildings, a door providing
access to a stair shall not be required to maintain
any minimum unobstrucled width during its swing,
provided that It meets the requirement that limits
projection to not more than 7 in. (17.8 cm) into,
the required width of a stair or landing when the
door is fully open,
';gjg NFPA 10 LIFE SAFETY CODE STANDARD K 045 The lights have been ordered and will be

llumination of means of egress, including exit
discharge, Is arranged so that failure of any single
lighting fixture (butb) will nol leave the area In
darkness. (This does not refer fo emergency
lighting In accordance with section 7.8.) 18.2.8

This STANDARD is not met as evidenced by:

Based on observation and Interview it was
determined the facility falled {o ensure
illumination of exils was according to National
Fire Protection Association {NFPA) slandards.
The deficlency had the potenlial to affect two (2)
of five (5) smoke compartments, twenty-six (26)
resldents, staff, and visitors.

installed by a master electriclan by January
31, 2016. This should permanently correct
the deficiency. The maintenance
department manager will check the bulbs
monthly to make sure that they are
operational.

12/31/15
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The findings include:

Observation on 1210/15 at 2:13 PM with the
Mainlenance Diractor revealed the exterior exits
st the Dining Room and Patlent Lounge were nol
equipped with a two-butb light fixture illuminating
the exit egress. Interview with the Maintenance
Director at the time of observation revealed he
was not aware the light fixtures at the emergency
exlts needed {o be equipped with two light bulbs,

The Administrator acknowledged the findings
during the exit conference.

7.8.1.4* Required illumination shall be arranged
so that the failure of any single lighting unit does
nol result In an llumination level of less than 0.2
fl-candle (2 lux) in any designated area,
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