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I II f~~ '!~!'rJi~!~:2-;! ~~-;~h~~·~;;!~~~t;~.7~~!~~;- · - ·1 -. I I Resiuents 1113, 26 und 27 received another I I 
I pnrlann.:.,,,,,rI I I bed bath on 6120/13 wit.h an acceptable I I 
I 1-'" ,." •. -. . I I watectemp. I I 

I I I I I I 
I. I I I 2. Corrective nelion for those with potential ! I 
I I I I to be affected: I I 

I : AJj res idents have potential to be aflected. I I 

This REQUIREMENT is not me! as evidenced 
bv' , 
Based on observalion, interview, and review of 

Ihe faGilily's poIiGylpr~edllre; II was determined 
IhA lacilily fallen 10 ensllre each resldenl received 
rea$ollahl" acc")mmoda lion of needs for 011>3 (1) 
resinenl (11-13), In Ihe selecled sanlple of 
Iwonly-follr (24) reslrlenls ""d IVio (2) residenls 
(#26 and 1127), nol in Ihe selecled sample. The 
facility failed 10 provide bathing waler al Ihe 
appropriate lempemture for onA bl;"!rl b<lth (or 
Re.idenlll13 and showers for Residenls #26 and 
1/27. 

I Flndin9s include: 

I Mixing va lve was imIllediately dialed up III I 
I eusure a higher amount of hot water came I 
I through the pipes. I 

), Systemic changes to ensure the deficient I 
practice will not recur: 

I Nursing staff will he educated by the Siaff 
Development RN or Director of Nursing on 
poUcy and procedure 6500 I on bathing and 
showers and water temps between 105-110 

I 
degrees. The education will illc1ude sta ff 
letting the water run to warm up prior to 

I 
I 

,.' --

I 

I 
I 
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, I 
IX')ID I SUM"t.lRY SIAl EMEN i OF DEFICIENCIES 
FREFIX I (EACH DEFiCiEllCY MUST HE tJREGf[!.fD BY Full 

T;\G I P.EGllL>\TORY OR l.sC IDENTIFYING R!FOHlJAno:~} , 

F 24G ! Conlinued F Ivlll page 1 I 
! 1 
; ,1-\ re--v[ov,I of Ule f8CHity Be.d Bath poficy/procedure I 
I reVeille(! basin with water at 105-110 degreBs 
i Fahrenheit (F.). i 

I 
r ,6. rEviell! of the fac!lIty Shower pollcyiprocedure l reveaisd to adjusi ismperature of watp.r to 105 
;.iiO degrees F. 

i i. Obserlation of Resident /".13's bed bath, on I 06/1 9!13 at 9:37 p.M, revealed Resident #13 had 

I 
verba! and non~v~rba! expressions of discomfort 
throughoul the balhing process related to the 

II tempelature of Ihe water in the basin being cold. 
The resident verbally stated the water was cold, 

I puiled away and exhibited gooseflesh on arms 

I 
during the bathing process. The State Registered 
Nurse Aides (SRNA) failed to change the basin I 

I water to obtain an acceptable temperature and I 
r ccnlinued Ihe bed balh until complelion. , , 
I An interview with Resident #13, on 06119,.13 at 
; ',0:05 AM revealed Ihe basin water Was cold 
I eluting hislher bed bath. He/she stated Ihe I 
i lemperatule of ihe waler (or hislher bed bath was I I generally ullcom(ortably cool. 

j
lnlerviBws with Residents #26 and #27, on i 
06119113 at 1 :37 PM and 1:39 PM respeclively I 
I revealed the showe! In theil room andlor the 

resldenl shower down the hall had "not so hot 
, waler' and "even H they let it run (01 a white Ii .UII 
doesn't gel Warm enough (or them most of lile 
lima. 

Observation, on 00120113 al 9:53 AM with the 

I 
Maintenance Director. revealed twenty (20) 
resident bathing meas (five (5) showers and 

, 
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I filing the basin or showering residents. 
I Also, what to do ift~e residents complain of: 

I the water temp. Any nursing staff that nave 1 

! not received the education prior to 8mu : 
I wil! be removed from the schedule and not I 
" 

al10wed to work until the education has been 
provided. I 

Social wOl;"kcrsIProgram Director will 
interview 2 residents a week on each hall to 
ensure residents are not uncomfortable with 
water temps for the next three montbs and 
residenlc;; will be asked about water tcmps 
during the monthly resident council meeting 
for the next three months. 

I 

Maintenance director will check mixing I 
valve daily (Monday- Friday) to ensure 
temps leaving water beater to resident floors . 
is maintained at 110 degrees. ' 

Maintenance director will log water temps in 
two rooms per unit weekly [or resident areas 

4. How the facility will monitor perfQnnancc 
to ensure solutioll.'i are sustained: 

The results of the residcnt interviews and the 
water temps checked by maintenance will be 
tracked/trended alld forwarded to the 
monthly PI meeting 
for three montns or until complianco is 
achieved. 

I 
i 
I 
I 
I 

I 
I 

I 
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I I tllteen (15) resident rcoms)and ten (10) of the I 

/
', i twsnty (LO} areas revealed water temperntures 

: betol'! 100 degrees at the hoI setting Willl0U! cold 
l I blending. 

I 
I An interview with SRNA #11. en 06i19110 at uu i 
\ P~f1. re1!ealed tile hot water lakes 2; while to Warm j 
! up, especially in the moming after the staff 
i hav"n't use~ It ali nigh!. 50 starr have to turn It on 
i and let it run for abo~ut 5 minutes to get it warm 
I sometimes. 

1"'\11 iniervtewwi(h SRNA#2, on 06/20/13 at 3:00 
" PM, revealed she would ensure loe water 
~ temperature ror E bed bath just like she 11/0uld for 
! kids, she would t-est the temperature on the wrist 
: Of eibow to make sure it ¥lfjS warm enou~h. The i 
i SRNA !jtated if the w-ater was not warm enough 
j she Vlohld UHO~"" it out and Stan over and let Ihe 
i Wlii-cf I WI for a while until it got warm. I 
, i 
i A" j"'e,-vj"w wilh SRNAI!5, on 06/20/13 81 3:06 i 
i Piyl, revealed she tests ih~ water lJerore starling a 1 

i balh Of Bilower. The SRNA slaled site has to let I 
Ithe water (un a minute (0 let il WiHm UPI but if lila j 
i residenl complain,; lite waler is 100 cool. more i 
! water can be added \0 Warm It tip. I 

F 280 I 463.20(d)(3), 483,IO(k)(2) RIGHT TO I 
SS=U I PARTICIPATE PLANNING CARE·REVISE CP ! 

I I 
I The resident has ihe righi, unless adjudged i 
I incompetent or olherwise found to be i 
I incapacilated under Ihe laws of Ihe Siale, to I 
I participale In planning care and lrealment or I 
I cnanges In cafe and Iteatmen!. II 
i 
I A comprehenSive care plan Intlsl be developed I 
i within 7 days aiter lhe completion of Ihe I 

• __ .... __ ,, ___ ~ ___ .. _. ,_ .. _._- __ .. _. __ ~ ___ . _______ .... _ .. ____ J.. 
,._- _.- _. - ~--. -.~ 

i 
I 

F 280i F280 -Right to participate Planning Care· 812113 
i Revise CP 
i I 

i I. Corrective action for UlOse residents found I 
j to have been affected: ! 
I Resident #8's care phm was immediately I 
I reviewed by the [nterdisciplinary Team and i 
I updated on 6120/13 to refleet Umt there was i I no longer a need for a bed sensor alann, I 
I ._L_ 
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1 compret1eht;rl/e 3fi:mssment orepared by an 
i Inte(oisClpl1t18rv MBm, that includes the aitending 
, phYS!Clal), a registered nurs~ with (esoonsibWty 

tor the resident l ami other aopropriate staff in 
discIplines as determined I)y Ule residenl's needs. I 
and, to the eXlent practicable, the participBtion of ; 
lI1e rc:sldent, toe reslaent's famliy or me resident's I 
legal represenlative; and periodically reviewed 
and revised by a team of quautlE:d persons alief 

: eacil assessment, 

I 

i 
i This REuUiREiviENT is nOt tllfH as eviaHflced 
I by: 
j Based 00 ooservatian, intervim'l, record review. j 
! Clod r~"iew oj the faciiity's poiicyiproceoure, it was j 
j Ul:lie(lIlillca the iaciiiiy iaiied 10 enslJre the i 
I (;oHlJ.lfeiltll1sive care J-lian was 18vieweo and i 
i II:l ... iseu 101 olle resident {#-oj, in the selected 
i ~alllpi~ of lVltHlly·ioul (24) residents. 

i 
j rindi'-ry::, illl,,;juue, 

I 
I A fB'view 01 the i8Cllily's Care Plan::; 
I policy/procedure, dated Oii07ii2, (evtlaltlu the 
i learn 01 qlrahiiE:d persons monH()(ed ihe paiients' 
! i:.Ojnjii~on dflci eliE:clN€i1ElSS of Ule CiJfe piiJfI 
i li'lt€rvenUons 8nd revised file care pian quafleiiy, 
i aniiualiy', lfflill a signliioani cilange assessment, I 
i Gi mOit: fiequ6niiy as neellt:d with U",u Input of tile I 
I patient and/or the r8prsseni8iiv8. to ti"lt! extent j 
I~~~ i 
i 
j RecOiO itwiaw revealed Resiaent #i:3 was 
i 

I 
I 
I 
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i 
i f- ~tH) 2. Corrective action for those with potential 

to be a/Tected: 

House wide audit was conducted by nursing 
management on residents that WCre 
readmitted within the last three months to ' 
ensure'physician orders, care plillls and ! 
SRNA nssigllmcnt sllcets were correct. Audit ~ 
will be completed before July 26. Any , 
concerns will be corrected at that time. 

j 3. Systemic changes to ensurc the deficient 
'practice will not recur I . 

l MDS nurses will close the care plan when 
; they are completing the discharge 
;assessmcO(. When a resident is re~admitted 
lthe Interdisciplinary Team will open the care 
:pJan and update as needed based on the MD 
:orders and resident assessments 
I -

! 4. How the facility will monitor performance! 
1 to ensure solutions are sustained: I 
i N!DS nurses will main lain a log with I 
1 discharged and rc-adruHted residents which 
i will be lumed in 10 the DNS/ADNS weekly. 
·lbis information wiU be tracked and trended 

I 
by the DNS to identifY any further education 
or actions needed. Results will be presented 

I 
to Ihe PI Meeting monthly for three months 
or longer until compliance is sustained. 

I 
I 

I 
iT CQ(\(illUaliofl sheet t-"Bge '1 al l~ 
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i I 
I I 
, I 

F 280 \ Continued Fro; "I pag~ 4 ; 
I , 

I admitted to the facility on 02/28113 wah diegoG"'" i 
to jp.ciude ChronIc Pancfoatitls, CongenItal J 

! Anomaly of the Heart, ~mCf Congested Hearl i 
! f=ailure. ,4, review of the quarterly Mlnimum Data ! i Set (MOS), dated 051'17113, revealed tho facility I 
I assessed the resident as cognitively Intact and I 
i ind"pende,nt with transfer and ambul8licn. i\ I 

I revIOW of tno Fail evaluations, caled 00/02/1:), 'I 
061041 j]l and 06!06h 3, revealed the resident 

I sustained a fa!1 while ambulating wilhaut I 
'I assistance .... ~ roview of the Phy~lci~n'3 Orders, 
doted 06/06/13, revealed an ower ror a sensor 

I pad at all times due to decreased sarety 
I ClWm€ness. 

I Fudher record fcview revealed the rcsident was 
: Iiallsferred 10 the hospital, on 06i07113, wiih an 
I infection. 1\ revi€:~v .c:.f H~e Admi:::;sio~ Orde;s . 
I Reco{u, dated 0011,J/1 J, I evealed tne rtlstdem 
j was fiNldlHilt~u to the facility on this daie. A 
i review of lile Slale Regisiered Nurse Aide 
I (SRj~A) assigllmen! sileel, u~d"ted ~al! 81i 3, 
I and ule RISk ror Fails CBre Plan, leVlseu 
I CGfG7/13, 'v8rified the sensor pad at ail times. ! 

O~ser;~iio~s~ on 0.o119113~~! 8;;10 ,Yil, ~IO;?,~ Aiill, I 
1 ~.GO 21 ... 1, u. to PiVl, aild OOILO, 13 ~H 9:.jO KIIII, I 

TAG I , 
i 
I 

F 2801 , 

I 
I 

I , 
I 

i 
I 
i 
! 
i 

i 
I 
i 
I , 
I 

I 
I 

1 ioveafed ResIdent #8 was In lhe bed wHh nu I 
I sensor alarm visualized. OvservC)ilon, on I J 

; 03/20/13 et 10:15 AM, revealed Ih0 resident I I 
i ~mDulated to ihG bathroum witho~il assistance I , 

i ::~.::':~;: :::~~::~; ~8, on OGi1 9/13 at 3:10 II 

PM, revealed helshe gats up wHhotlt Elssistance 
and did not have an alarm to the bed. I 
i Int"",;i"w with Unit Manager #1, on C6120113 8~~ __ ... __ l_ 

PROViDER'S PLAN OF CORRECTlON I IX5) 
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F 280; Gunhllueu FWIfI p::1!;Je 5 F2SC,: 
10'55 ,~M, f'''''\.'e2.~ed \f--'e ~'9n:-0.1'" .s1?{fTI '-~_12S 

, Of(!P.f~.r! 8H,~r~. fRI!. {'ry 0:>3Hl5111 Sh'71 re1/eal'?d Hw 
i rFlSh1€~t W(';!'1 ~r:mt to !he h(l~r!t-31 on 08/[17113, find 
mturM~-'~l on fJOJ1311:~. The resktent dj(j D,)t 'le--ed 
the alarm upon r~tl!rn 10 thB ffif::!iliy: l)>:)W8V<::(, fhp 

C;!f8 plan ',Ij;::JS nat upij8~elj, Brie (~\]A-a!~ct it was 

her responsibility to upOat€ the (ar~ plans/SRN.A, 
assiunrnf-nt sheats U[}()f) r8·3cfmiss"ron 

: it)tetyie.'.'/ viIii'! th~ A:s-si·5!anl DIr3ct("l( ot Nursillv 
I (i\OOi~), on OBi20/13 at i:55 PM. revaaiHd " 
1_ •• '._ • < • • 

I I"WSf(1i~nt m-s VIas cognmvclY mtact and : 

II ind~pe~dent, I.Jniess ~~ishe ~a.d a~ infection. The ! I 
I ~~~~a:.~~ w~.s sent,~lH !o~ ~n I~recu~n, on 1 I 
1 vo/U (/"I..:s, I ne rOSlaen( 010 not requIre an I I 
i assisiive device upon reiurn, 06/i3/i3. Sho i i 
I reveaied Unit Manager #'j did the chart review! I l 
I upon the resident's re-~dmit to HIe facility and I , 
I was responsible io update ihe care piansiSRNA I II 
1 c!:-l~jgnmen[ sheet at that iime. 

I interview wi~h ihe Director of Nursing (DON), on f I I 
I 06i20i13 at 2; i5 PioJi, verified Unit ivianager #'i! ! I 
) wtt.~ ,etipu.I~::li~jf;! ~vr upda~~ng lh~ ~ar~ pianiSRNA t i ! 
! a::'::>IYflllIt:lJl !:j1l~I::H:S upun lilt;! r~~IUtmt 50 , 1 I 
/le-aoU·listiil)f"'. I ___ . ! f 

F 28i i 483.20(k)(3)(i) SERViCES PROViDED MEET I 
, __ -, --__ • - .. " __ .... _. _ -. .• , t- ,~ 'I F281 - Services Provided Meet Professional 8/21J 3 ,I 

SS=D I t"KUt-cb0IUNI\L b IANUI\h:U~ 1 Slandards ' 

iii : I 
r Tile services provided or arranged by the faciiity I I Ie' . f th. 1 I 
i nlllS[ Ineet professionai standurds or quaiity. I 'I . ~orrecttve actIon or ose resIdents fouod) 
J 1 ! to bave been affected: ! 
: i I Resident #5 was supplied with car prDtectors i 
I I I forth. oxygen tubing on 6/20113. Care plan I 
I Titis REQUiREiviENT iti not met as ev!oem;eu I ! was updated by the DNS to show potential j 
J '. Y I I behavior for resident taking off the car I 
i u8~sed on ObSE:fvaiion. interview, rewrd review 1 ! protectors. t I 

'--:-.,.-_Li ____________________ IL... ___ ,.J,L...________ ~ ________ L_. ____ ..J 
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Nt\.'.lE OF PROVIllE\{ OR suprU~fl 
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1")10 1 SUMMARY STATEMENT OF DEFICIENCIES 
PREfIX , ({:j\GII UL!I'IGIEN(.. Y MU:5 r al:: P~!:::CE.DEO BY FULL 
-." I O~.';'I n, -.Ar)V L') I '."~ en"'-\ lPJI~'" IUo::- D"' .. n .... ,~, 

i 
~ 26 i i Continued From page 8 

i Hna a review of the fadlily policy, it was 
1 determined the fadlHy failed to ensur€ seNices 
! meet professional standards of quality related to 
i, the failure to cauy out the physician orders for 
lone (1) resident (lIS), in the selected sample of 
[ twenty fOllr (24) residents. The facility failed to I 
i follow me physician's Orders for loam ear paddmg i 
I around the oxygen (02) nasal canmlja tubIng for I 
I Hesldent #-5. 

I Findln{Js include: 

I 
1 Hevisw ot lila lacility policy Iilled, Oxygon 
I I herapy and oated 8131/12, revealed procedure 
i 111 'Vef)ty phYSICIan order or Implement per i approved iaclilty protocol". 

I i il record reView rovealed Kesldant i/b was 
I admmed io the faciiity with diagnoses to inClude 
I Seniie Oemeniia, Glaucoma, PsychoSIS ana 
1 Depression. 
I I 
I Review oi the quaf1~riy.r~inimum Data Set (M[)Si i 
I assessment, oaleo Uo/U,;/"1 J, reVealea me raClllty I 
I ~ad ~ss~sse.d Re~ide.nt i~5 a~ cognit~v~iy ... I 
! unpatreo ana reqtllreo extensive aSSISlance wlln I 
! aii aciiviiies or dany living. I 

I Review of Ih" Physiclan's orders, daled OaiO ili3 I 
i tiuuugil Oo/30i-i3, revealed ResidE:Hll #5 was io I 
j h~IJt!, 02 at l:,",o (2~.liitjfS pel J~I~luie (iiln) per I 
! Ir~,~,al ~ctnllUICI cOlHlnu:>~~ ano foam eaf ! 
, fJIOU:;!ClU'~ un OXYHell tULJlng. I 

I Oliservaiilj{IB 011 OailSJi;) idi 0.30 AM H:flJe~ieu I 
I Rasidont #5 was il'l a wh~ek:hah' in the ioooy wt:it I 
I with 02 pel flB::).::d cannulB IiO((1 a pu/lauia oXY9EfIl! i tank attCiGll€:d to th6 oae" oi the \'V-ih~€1 chaif. " 

I 
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F 231 i 2. Corrective action for those with potential 
, to be affected: 

All ,.esidents on oxygen were checked hy 
Ollrslllg mauagement to ensure they bad (..m 

~ ~rotectors for their tubing and that they were 
t ill place on 6120113. I 

i 
i 
i 

i Any residents witb klentified behavior of ! 
! picking at their ear protectors will have tbjs i 
I noted by the interdisciplinary team on their I i 
, behavior sheets, aide assignment sheelS and ! i 
i included in their care plan as ofJuly 19,! ! 
12013. I J 
I 1 1 
13. Systemic changes to ensure the deficient 1 I I practice will not recur: i I 
New orders for oxygen will be reviewed' , 
I daily (M-F) at standup meetings. Weekend I I 
j Supervisor will review MD orders on the I 
J weekend for any Dew orders to ensure tbe! : 
i oxygen foam car protectors are on the 1 " 
1 Treannent Administration Record (TAR). ! 
1 I , 
1 All nursing staff will be in serviced by the I , 
I Staff Development RN or DNS on I I 
j importance ofplacemeut of ear protectors at I 
I ali-staff meetings the week of July 15~. An) I I' 
r nursing stnfftbat bave not received tbe i 
, education prior to 8/2/13 will be removed i 
I from the schedule and not allowed to work I I until the education has been provided, i I 
1 Weekly audits of tubing changes and audits I , 
, of all residents with oxygen will be done by I 1 I the Unit Managers. I I 
\ ._L ____ .-' 
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I F 2!l'Il Continued From page 7 i F 281 4. How the facility ~iU monilorperfonnanc.l
l 

I 

I
, Addition~1 observations al 9:30 AM, 10·30 AM, I I to ensure solutiollS are sustained: I 

12·00 PM, 1:00 PM, 2;00 PM ant! 3: 15 PM on I . 
06/"19113 revealed R8SldBnt #5 In Ihe Iobbv area i i TARS will be monitored monthly by the I, I 
l with peers 'Ilith 02 per nasal cannula and ';no I 1 Unit 1vlanagers duriDg changeover to ensure J 

I, foam ear protectors in place. ! I that each resident bas their oxygen tubing On I i 

I Obse~la!ion, on OGi?O/13 at 9:25 AM during a I I the TAR. I I skin assessment being provided by Reglstared I I Results of the weekly audits by the Unit 

I 
Nllrse (RN) #1 and licensed Proctical Nurse I Managers will be forwarded to the DNS to 
(LPN) #1, revealed Residant #5 with 02 per nasal I be tracked and trended and reviewed at the 

! cannuls but no foam ear prolectors were in place I thl· 

I I 
moo . Y PI m~~tmg .for three months 

all the oxygen tubing. RN #1 and LPN #1 verified or unltl compliance IS achieved. 
there were no foam ear protectors in place on the 
o~'Ygon lubing. I 

I 
Observ"lion on 06/20/13 at 12:55 PM reveated 

I 
Residenl #5 res ling In bed with 02 per nasal 
cannula and there Vias still no foam ear 
proteclors in place. 

I 

Interliews on 06/20/13 with RN #1, LPN #1 and 
Ihe Corporate Compliance Officer at 1 :00 PM. 
1:05 PM and 1: 15 PM respectively, revealed foam 
ear protectors come with lhe 02 tubing and 
Residenl #5 often picks them off. They 
additionally slated nurses were to check every 
day to ensure the foam oar protectors were in 
place and were to document on the Medication 
Administration Rer.ord (MAR). 

Ilnlmviews with the Director of Nursing and the 
I Assistant Director of Nursing, on 06/20/13 all :20 
I PM and 2;30 PM respectively, revealed they 

expected the nurse to ensure Resident #5 was 
provided the foam ear protectors as prescribed by 
lhe physician. 

F 282 483.20(k)(3j(1l) SERVICES BY QUALIFIED 
SS=D I PERSONS/PER CARE PLAN 

I 
I 
I 
I 

F 282 F282 - Services by Qualified PcrsonsiPer 
Care Plan 

812113 
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r 282 I C")rllinued hom page 8 
I 

i 
; Tile sf'f'Aces provrded OJ arranged by lhe faciMy 
i must be provided by ql1alifi,:;d pr;{SQr!$ in 
accordZHlce wHh each resident's \'/{itt'::.n p:an of 
c.1re. 

i 
i This REOUIREMENT is not met as evidenced 

by: 
Basl;;!d on observation, Interview, record review 

and facility policy/procedure review it was 
determined the faoility failed to ensuro care Was 
provided in accordance to Ille resident's care plan 
for one (1) resident (#6), in the selected sampie 
of twenty four (24) residenis. Resident #$ had no 
safety alarm in place as per the care plan. 

Findings include: 

Ir Reviewal Ihe facilily policy titled "Care Plans, 
dated 01/07/12, revealed documentation under 
Rationaie: "Plan of care is developed on iha 
pallen!'s individual needs as identified by 
C:lssessments. The care plan includes a 
\reatment plan, patient's preferences, palieni 

I goals thet are measurable and contain a I 
I schedUle to evaluate the patient's progress of 
I lack of progress toward his/her goals". I 
Record review revealed Resident #8 was j' 

admitted to the facility on 02/28/13 with diaynoses 
to Include Chronic Pailcrealltls, Congenital I 
Anomaly of the Heart, and Congested Heart I 
Failure. A review of the quarteily Minimurn Data I 
Set (MDS) assessment, daled 05117/13, revealed I 
the facility assessed the re:;ident as cognitiVely 
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F 282! 1. Corrective action for those residenlS found; 
i to have heen affected: 

I Resident #8" care plan was immediately 
I reviewed by the InterdiSCiplinary Team and I 
I updated on 6/20113 to reOect that there was 
j no longer a need for a bed sensor alarm. J 

i i 
I 2. Corrective action for those with potential I, I to be affected: 
I ! 
J House wide audit was conducted by nursing i 
I management on rc..')idents that were I readmitted within the last three months to 

I 
ensure physician orders. care plans and 
SRNA assignment sheets were correct. Audit I 

I will be completed by July 26. Any concerns I 
I will be correded at that time. 
i 

113. Systemic changes to ensure the det1cient 
practice will flat recur: 

/ MDS nurses will close the care plan when 
they are doing the discharge assessment. I 
When a resident is re-admitted they will 
open the care plan and ensure orders match. J 

" DNSI ADNS will cond uct weekly I 
observation rounds of at least 5 residents per I 
hall to validate that core plan interventions 

! match the assignment sheet and are being J 

I 
implemented. Any identified concerns will I 
be immediately addressed. I 

I I , I 
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F 282 i Continued From parle 9 II F 2821 4. How the facility will monitor performance I! 
! intact and independent with irar~fer and I to ensure solutions arc sustained: 

! I am6uiaiion, A review of the Fall Evaluailons, I I i 

I dated OBi02i13, 06i04i"i3. and OOl()6rt3, reVl.~a.led I MDS teaD} will fill out a log with disc barged I 
lhe res!dent sustained a (ali while amblJiaiing I' I and re-~dmitted residents ,which will be i. 

I WHilout assislance, turned ill to tbe DNSfDeslgtlec weekly. This I 
Ii, log and the resuHs of the DNS/ADNS I 
I A review of the Physlciall's Orders, dated i I weekly observation rounds will be reviewed i 

I OB/OBJI3. ftwealed ~m order tor a sensor pad at i ! It the ~r Meeti~g mo~thly for three mODUlI) I 
, atl times due to decreased safety awareness. A I I or unuJ complIance IS achieved. I 
! r6Vh;:W of the state Registered Nurse Aide I 
I (SRNA) assignment sheet, update,j 06/18/13,! , 

I and the Risk for Faas Care Plan, revised " I ! 
103/07/13, verified the sensor pad at ali times, 

/
' ObselVslions, on 06/19/13 at 8:40 AM, 10:20 AM, I I',' Ii 
12:00 PM, 3:10 PM, and 06/20/13 at 9:30 AM, , 

I 
revealed Resident #8 was in the bed with no I 
sensor alarm visuahzed, Obs8IVaiion, on I I 
06/20113 al10:15 AM, revealed the resident I i I 

I 
ambulated to the. bathroom without assistance, I I 
and no alarm sounoed, iI', 
I An inlerview with Resident #8, on 06119113 at I 
I 3:10 PM, revealed helshe gets up without I 
I assisiance and did not have an atarm lolhe bed, 

!,nlelView wiln SRNA 114, en 06/20113 at 12:55 I 
I PM, ",vealed she was the aide for Resident #8, I 

on 09/191'13. She revealed Ihe resident wont 10 , 
ihe bathroom without assistance and did noi have 
an alarm to the bed. She verilied Ihe SRNA I 
aSSignment sheet ind!caled a sensor alarm; 
however, she revealed it was not noticed on I 
061'19/13. 

Inl8IView with SRNA 113, on 06120/13 at 10:40 

I 
AM, revealed she was the aide for Resldenl n8, 
on 06/20/13. Sr,e varllied tile resident did not 

'-----','-------------"----"----,,-"-"-_."'-,. 
f .. oiRy til jiJWi1i if cOfllinllaiion Sfleet Pago HI oi is' 

I 
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DEFICIENCY) 

, i 
r 232 i Continu8o From pags "j 0 i 

! :~~~~I~~::~r~i~~~i ~~~~i~=~dS!)~:f~;~;~~I!I~I~) ~~~~ Ii 

I Urnes, and raveaied t=.he was supposed to cileck 
: the assignment sheet prior to providing care. ! 
I I 
! In~~:~ie~v with thG Dlre¢ior o~ I~U(si/lg (DO~): on u I 
I Col LU1.3 at 2,15 PM, (f)Yeah;;dj she exped\:~a stall ! I 

I to follow the SRN,t\ assignment shccds. i I' F314 _ TreatmentJSvcs to prevcnt/heal 
F 3141 483,25(c) 'rRE/\'f"!F_-'N'-liSVCS 1'0 I F 31' 

IV " LJ '! pressure Sores 
SS-D I PREVENT/HEAL PHESSURE SORES I ' 

j Based on the compr,shensive assessment of a ~ l. Corrective action for those residents found i 
i resident, the facility must ensure that a resident j to have been affected: I 

1 who enters the facility WitllOut pressure sores !I Resident #5 was supplied with ear protectors II I does not develop pressure sores unless the I 

I
, individual's clinical condition demonstrates that. 1 I for the oxygen tubing 0116120/t3, Care plan 1 

they wore unavoidable; and a resident having! was updated by the DNS to show potential i 
pressure sores recoives necessary treatmont and i i behavior for resident taking offlhe ear I 

I services to promote healing. prevent InfectIon and I I protectors, i 

i
~ prevent new sores from developing. II! 

I 2. Corrective action for those with potential I 
i I' i to be affected: I, 

1 This REQUIREMENT is not met as evidenced I 
i by: I All residents on oxygen Were checked by I 
i Based on observation, interview and record I' I nursing manage~cnt h~ ensure they had car 1 

i review iI was determined ihe (acility failed to I protectors for thelT tubmg and that they were I 
I consistenlly implement Ihe care pl~n 10 prevent I 1 in place 0116120/13, i 
I pressure sores for one resident (115) In the I . I 
I selected sample of twenty four (24) residents, I I Any residents with identified behavior of I 
I The fa0ili,y failed to ensure ear protectors were in I I picking at their ear protedors will have this I 
I place on Resident liD'S oxyyen tubing to prevent i I noted by the interdisciplinary team on their ! 

I 
pressure sores. I! behavior sheets, aide assignment sheets and 

i i included in their care plan a<; of July 19, 
I Findings include: I 2013, 

I Resident #5 was admitted to the faclliW wiih I All current residents were reviewed by 

._-
! {XSj 

t:CNi'tEmYt 
n An::-

8/2113 

i diagnDses to include Senile Dementia, I d N I' I 
, , h' dO' R' , License urses to va Idate risk factors for I 

'-__ -.J!c.G_'a_u_c_om_a_, _P_S_YC_O_S_IS_a_n __ e_p_r_eS_S_'lo_n_'_'_e_v_le_w_l ____ --,--I s_ki_'n_break~o"",-a-",_~",:~ssedo~ tho care .. J ___ ._. 
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F 31~ \ Continu-ed From page 11 
i of Ine quarteriy Minimum Data Set (MDS), dated 
i 05i03i13, revealad Ille facility had assessed 
I Resident #5 as cogniiively impaired and required 
! extensive assistance with all aciivities of daiiy 
living. 
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I 
f 3141 

I ' plan with interventions to prevent pressure \ I 
sores implemented, i 

3. Systemic changes to ensure Ule deficient 
practice will not recur: I 

I New orders for oxygen will be reviewed 
daily at standup meetings (M-F), Weekend 
Supervisor will review ~ID orders on the I 
weekend for any new orders to ensure the I 
oxygen foam enr protectors are on the TAR. I 
All nursing stalI will be ill serviced by the I 
Staff Development RN or DNS on I· 

importance of placement of ear protectors at 

I 
all-staff meetings the week of July 15~. An} I 
nursing staff that have not received the t 

I education prior to 812/13 will be removed 
j from the schedule and not allowed to work 

until the education has been provided. 

Weekly audits o[tubing changes and audit" 
of all residents wid, oxygen will be done by 
the Unit Managen>, 

I 
i 
I 
i 
I 

DNSI ADNS will conduct weekly 'I 
observation rounds of at least 5 residenl'i per 
hall to validate that care plan i_nterventioos to t 

j reduce pressure sores match the assignment I 
' sheet and are being implemented. Any 

'

I identified concerns will be immediately I 
addressed, 

4. How the facility will monitor performance 
to ensure solutions are sustained: 

[

TARS will be monitored monthly by the 
Unit Managers during changeover to enSurt; 
that each resident has their oxygen tubing on 
the TAR. I 
- ----- - - - - ------, -~.-~ 

n CCllliI!Ui:WOIt sne6t t"JQe 1~ or 1~ 
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I , 
F 314 . Continued From page "12 I Resident #5 oHen picks Ihem off. Resident #5 

I 
had~a cam plan intervention for foam ear 
protectors to prevent $kln breakdown. They 

. additionally stated nurses were to check every 
I day to ensure the foam ear protectors ware In 
; place and Were- to document on the Medicalion 
I Administration Record (MAR). 

I 
I , 
I 
I 
i , 
I 
! 

i Interviews with the Director 01 Nursing and the I 
I Assistant DirectOr of Nursing. on 06/20/13 at 1 :20 i 
! PM and 2:30 PM respectively, revealcd they)' 
I expected IhG nurse to ensure Resident #5 WaS 

provided Ihe loam ear protectors as prescribed by i 
the physiCian and per Ihe rosident's plan of care. I 
463.25(m)(1) FREE OF MEDICATION ERROR I 
RATES OF 5% OR MORE 

I 

The facility must ensure that it is free of 
medication error rates 01 five percent or greater. 

I This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, record review 

and a review of the facility policy, It was 

I 
determined ihe facility failed to ensure the 
medication administration rate was less tllan five 

I 
(5) percent. A review 0125 medication 
adminlslralion opportunities revealed three 
medication errors, for a medication administration 
error rate 0116 percent, related to an incorrect 
medica lion dose, a medica lion nol administered 
with food and two medica lions ihat were crushed 
and on the "Medicalions No! To De Crushed" list. 

I Findings include: 

, 

r. ~·141 Results of the weekly audits by the ~Ilit· " I Managers will be forwarded to the DNS to 

I be tracked and trended and reviewed at the 
monthly PI meeting for three months. 

I DNSIADNS will cooduct weekJy ,I 

I observation rounds of at least 5 residents per 
I hall to validate that care piau interventions I 
I match the assignment sheet and are being I 

'

implemented. Any identified concerns will I 
be immediately addressed. Results of I 

I weekty observation rounds will be reviewed 
i at tbe monthly PI meeting for lbrce months ! 
I or untIl compliance is achieved. 

F 332' F332 - Free of Medication Error Rates of 
~ 5% or More 
I 

I" Corrective act jon for those residclll~ 
found to have been affccted~ 

I Resident # 17 find #25 had." medication error 
docume[]ted WIth the MedIcal Director 
notified. 

I 

Resident #25's order for enteric coated 
aspirin was discontinued, 

2, Corrective action for those with potential 
to be affected: 

A house wide audit of residents with 
diabetes will be done by nursing 
management by July 19 to ensure timing of 
oral medications is being aone according to 
manufacturer's recommendation. 

812/13 
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F 3321 Continued From page 13 'I _ I 

A . r' r T I' ' d' . I audit will be done by Nursing managers and I 
I revl~w 0 .inc, aCllly po ICY, 'Me .c-aliofl i I. CMTs by AumJst 2"". to ellSllre correcl I I 
, Adlmnlsttaho-n,' dated 06/15l12, reveilled! t;>' 

: medications were 10 be admillislere<J wilrlin 60· I medk~tions a.-e on hand"" ordered by the 1 
I minUles of lhe schedules lime of administration, I I phYSIcian. i I 
1 except tor bafOf,9 and afh;)f fneals, which are, I I 
i Dosed on schedllied meal times and administered i Residenls with orders for crus bed I i 
within 30 minules 01 the meal. The medicaHGns ' I medicati?llS will be r~viewed by the : I i Were to have been prepared using tM five rights I i pharmaCISt to detcnnllle appropnate i 

I of medica lion administration: The right resident, I i medication has been ordered. i i 
light medication and slrenglh, Ihe right time of I I I 
administration, the right rrequency and route of Medication pass times witt be reviewed by 
administration. , the DNSI ADNS for each hall to ensure 

1. An observation or a medication administration 
pass, on 06/19/13 a18:45 AM, reveated Amaryl, a 
Diabelic me.dication, was administered to 
Resident #17. 

A review of the Madication Administration 
Records (MARs,) dated 06/2013 and Ihe 
Admission Orders Record, revealed the Amaryl 
was scheduled to have been administered at 7:00 I 
AM, "berore breakrast." 

An Interview with Certified Medication Assistant 
(CMA) #1, on 06119/13 at 8:50 AM, revealed the 

I 
Amaryl should have been administered with the 
breakfast meal, which was delivered at 
apprOXimately 7:20 AM. 

2, An observation or a medication administration 
pa5s, on 06/19/13 at 9:05 AM, revealed CMA #1 
administered Enteric Coated Aspirin and Lanoxin 
\hat were crushed and placed In applesauce to 
Resident #25. In addition, one tablet of Calcium 
500 mg was administered. 

A review or the MARs and physician orders, ror I 
..... " .. '''-',m.-.vl. 

I appropriate time frames by July 19"'. 

Education to be completed for all CMT's 
and licensed nurses regarding med pass to 

include timing of diabetic medications and 
crushing meds per DO NOT CRUSH 
guidelines. Education scheduled for July 25 
per pharmacy consultant! DNS. Any licensed 
nursing staff that have not received the 
education prior to 8/2/13 \\'iJI be removed 
from the schedule and not allowed to work 
until the education has been provided. 

3. Systemic changes to ensure (he deficient 
practice will not recur: 

Timing for medication will be reviewed 
during daily standup meeting with order 
changes. 
Pharmacy review ofcrushed medications 
will be done monthly. The monthly report 
will be forwarded to the monthly PI 
conmlittee for review for the next three 
months. 

"UJUlllIlllWUH !:IW;:llH rClytl 1'.01 Itt 
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F 332 i Conlinued From page 14 - I' 
I 06/2013, revealed an order "May crush all 
i crushable meds." There was no indication on the 

MARs of whal may Of may not be crushed_ 
However, a review of the facility's "Medications 
Not To Be Crushed List," dated 12/2010, revealed 
the Enteric Coaled Aspirin and the Lanoxin were 

1 not to be crushed, In addHion, Ihe Calcium 500 
I milligrams was ordered for two table Is, to equal 
11000 milligrams, 

! 

I An interview wilh CMA#I, on 06119/13 at 9:20 
AM, revealed she should have checked Ihe 

I facility's "Medication Not To Be Crushed List: 

) 
prior to crushing the medicalions and should have 
c;tdministered two of the Calcium tablets. 

An interview wilh the DON and the ADON, on 
06120n3 at 2:40 PM, revealed IheAmaryl should 

, have been given wiih meals and the physician 
larders for the right dosage of the Calcium, should 
I have been administered. 

F 441 483,65 INFECTION CONTROL, PREVENT 
SSoD SPREAD. LINENS 

The facility must establish and maintain an I 
Infection Control Program designed to provide a 
safe, sanitary and comforlable environment and 
to help prevent tho development and transmission 

I of disease and infeclion, 
I 
i (a) Infection Control Program 

The facility must establish an Infection Control 
Program under which it -
(1) Investigates, controls, and prevents Infections 
in Ihe facllily; 
(2) Decides what procedures, such as isolation, 
should be applied 10 an individual resident; and 
(3) Maintains a record of incklents and correcUve 

Med Pass observaiti~ns will be done by 
F 332 nursing management fot-aU e~[T's and 

DllIlies to validate Ieaming by August 2"'. 

, 
! 
1 

4. How the facility will monitor 
performance to ensure solutions are 
sustained: 

Med pass competencies will be done by 
SDC on 3 nurses or CMT's per month for 
the next three months. The results of these t 

checks will be reviewed at the monthly PI 
committee meeting. 

I Phrumacy consultant will receive a list of 
r residents with crushed meds and he will I 

rcyjew with the monthly <hug regimen 
review. This information will be reviewed atl' 
the monthly PT meeting for the next three 
months or until compliance is achieved. 

F 4411 F441 - Infection Control, PreveDt Spread, 
I Linens 

II. Corrective action for those residents found 
to have been affected: 

, 
SRNA # I and #2 were re-in serviced on I 
appropriate hand washing on 6/19/13 by the I 
SOc, Both employees were observed doing 
a return demonstration by the SDC to ensure: 

accuracy. I' 

LPN#3 was re-educated regarding the 
requirements to disinfect the glucomctcr 
after each use by the DNS on 6/19/13 . 

812/13 
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, .1 12 C t' . I' F 4411 Conllnued From page 15 F 44 i i . orrec Ive actIOn for those with potential 
! actions related to infections, ! i to be affected: I iii I i (b) Preventing Spread of Infection I Re-education was started by tl.e SDC with i 
i (1) When the Infecllon Control Program ' all Sr~A's on hand washing techniques on I 

delermlnes Ilia I a resident needs isolalion 10 i 611 9. All nursing employees will be re-
pf6venltlle spread of infection, Ihe facility must i I trained by 7115113. 
Isolale the resident. i I 

I (2) The facility musl prohibit employees with a j i Nurses will be re-in serviced on the 
r comm~lnicable disease or Infected skin lesions I disinfection of glucomcters at the nurses 
I from direct conlacl with residents or Iheir food, il I meeting on July 25'" by Ihe DNS_ 
I direct contact wililransmi! Ihe disease. I 
I (3) The faciiily must require staff to wash their i Any nursing staff that have not received the I 
I hands alter each direct resIdent contact for which I 1 education prior to 812113 will be removed I' I hand washing is indicated by ~ccepted I from the schedule and not allowed to work 

1 

professional practice. I I n th d . h b 'd j un 1 C C llcatlOn as een provlde . 

I (0) Linens I I I 
Personnel must handle, store, process and I 3. Systemic changes to ensure the deficient 

J transport IJOens so as to prevent the spmad of 'I practice will not recur: 
infection. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observallon, interview, and review of 

Ihe facilily's policy/procedure, it was determined 
I the facility failed to ensure appropriale hand 
I washing when Indicated by accepled professional 
practice for one resident (111) in lhe selected 
sample of twenty-four (24) residents. In addition, 
the facility failed 10 ensure a glucometer was 
cleansed after lise. 
Findings Include: 

1. Review olthe Hand HygleneiHandwashing 
policy/procedure, dated 08/31111, revealed hand 
hygiene was to be performed In Ihe following 

I 

FORM CMS·2567{02,99) P((lviOU9 Vt3fslons Obsofete Event IO;MPTUll 

SDe will check hand washing competencies 
upon hire, annually and during weekly 
in Feetion control rounds, All nursing staff 
will be reinserviced quarterly nt all-staff 
n\eetmgs .. 

A spot was designated for each med cart 
where bleach wipes are to be kept on June 
20"'. Extra wipes will be in Central Supply 
with 24 hour access by nursing staff 

4, How the facility will monitor perfonnance , 
to ensure solulions are sustained: I 

I 
! 
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Continued From page 16 

situations: 
,1. After louching blood, body fluids, 

secretions, excretions and conlaminated ilems, 
whether or not gloves were worn. I· 

2. Bolw"en tasks and procedures on Ihe 

1 

same patient when contaminated wilh body fluids 
10 prevent conlamlnaUon of differenl body siles. 

3. Inlermittently after gloves wera removed, 
I behveen patient conlacts, and when olherwise 

indica led 10 avoid lransfer of microorganisms 10 
olher patienls or environments. 
Addilionally, Ihe procedure revealed 10 change 
glovos during patienl care if moving from a 
conlaminated body slle to a clean body site. 

I Observation of Resident 111, on 06/19/13 at 2:30 
PM, revealed Slate Registered Nurse Aide 

I (SRNA) #1 and #2 performed incontlnenl GafO on 
the resident. SRNA III cleansed and rinsed the 
resident's perineal area, then SRNA 112 cleansed 
the bUllocks and applied a barrier cream. Aller 
care, both SRNA's repositioned the resident in 
bed and placed a wedge behind him/her while 
wearing soiled gloves. SRNA 111 Ihen removed 
her gloves; however, SRNA #2 covered the 
resident with a blankel and galhered supplies 
from the residenl's bedside table Wearing Ihe 
SOiled gloves, SRNII #2 removed the soiled 
gloves and lell the residenl's room with a bag of 
dirty linen. She did not wash her hands prior 10 
leaving Ihe resident's roam. She look the bag to 
the SOiled ulilily room, Ihen came out and used 
hand sanitizer in the hallway, 

InlO/view wilh SRNAII1, 011 OD/19/13 a12:52 PM, 
revealed she should have removed the soiled 
gloves immediately a~er providing incontinent 

I care. She should have washed her hands and , 
.-, _-.',- ",-.. ,' tJ" ...... ,,, ....... ,,. ,V., 
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F 441 r Availability of bleach wipes will be checked I 
I 

through infection control rounds by the SDC I 
and reported at the weekly Infection Control 

,Meeting. I 
I 
! SDC will conduct observRtions of at least 3 
1 employees weekly to validate correct 

I 
infection control techniques with resideot 
care and hand washing. Any identified 
I concerns will be addressed immediately. 

I
I Results ofSDC employee observations and 

I 
Infection Control rmmds will be tracked and 
trended and reported to the monthly PI 
I meeting for the next three months 

or until compliance is achieved. 
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F 4411 Continued From page 17 
, donned a new pair of gloves to reposition the 
resident. 

Interviewwilh SRNA #2, no 05118113 at 2:50 PM, 
revealed she should have put a new pair of 
gloves on after providing incontlnenl care. She 
did not wash her hands prior to leaving the 
resident's room as she had soiled linen bags in 
her hand. SRNA 112 revealed she should have 
washed her hands before leaving Ihe room. 

Interview with the Director of Nursing (DON), on 
06120113 a12:15 PM, revealed she expected staff 
to follow the policy relaled to handwashlng. She 
expected slaff to take off soiled gloves and wash 
Iheir hands after providing Incontinent care. Siaff 
should also wash their hands before exiting a 
resident's room. 

2. A review of the policy for "Blood Glucose 
Monitoring Using A Glucomeler; daled 08/31112, 
revealed, after obtaining the glucometer reading 
and discarding the test strip, Ihe glucomeler was 
to be cleaned, using a 10 percent (%) bleach 
wipe solution moistened wipe, between each 
patient. 

An observation of blood glucose level monitoring 
for Resident #11, on 06119113 a13:20 PM, 
revealed Licensed Practical Nurse (LPN) #3 
failed to disinfect the glucometer after obtaining 
lhe reading and lett the glucometer on the lop of 
the chart while administering medications to two 
other resldenls. 

An inlerview with LPN #3, on 06119/13 a13:50 
PM, revealed the nurse Was aware the 
glucometer had to be cleaned with bleach wipes 

I 
I 
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F 441 Continued From page 18 
and had "Just forgot" fa clean tha glucometer. 
Hmvever, there were no blench wipes on tho cart 

i and the LPN had to go and oetain those from a 
Jocked silo'-Ner room. 

i 

I 
! 

An inlerview with Ihe Dlrecfor of Nursing (DON) I' 

I 
and fhe Assislant Director of Nursing (ADON,) on 
06/20/13 at 2: 40 PM, revealed Ihey would have 

I expecled Ihe glucometer 10 have been cleaned, I 
wilh bleach wipes, after each use. I 

I 
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K 000 INITIAL COMMENTS 

CFR: 42 CFR 483. 70(a) 

BUILDING: 01 

PLAN APPROVAL: 1964 

SURVEY UNDER: 2000 Existing 

FACILITY TYPE: SNFINF 

TYPE OF STRUCTURE: One (1) story, Type I 
(222) 

. SMOKE COMPARTMENTS: Seven (7) smoke 
compartmonts 

FIRE ALARM: Complele fire alarm system with 
heat deleciors 

SPRINKLER SYSTEM: Complele automatic wet 
and dry sprinkler system. 

GENERATOR: Type II generator. Fuel source is 
diesel. 

A slalldard life Safety Code sUlVey was 
conducted on 06119/13. Kindred Transillonal Care 
Center-Owensboro was found not to be In 
compliance with the requirements for particil)alion 
ill Medicare and Medicaid. The facility is licensed 
for one hundred fifty six (156) beds wllh a censlls 
of one hundred thirty three (133) on the day of the 
survey. 

The findings that follow demonstrate 
noncompliance with Title 42, Code of Federal 
Regulalions, 483.70(a) at seq. (Life Safely from 
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K 000 ConUnued From page 1 
Fire) 

Deficiencies were cited with the highest 
deficiency Identified at "F" level. 

K 018 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=D 

Doors protecting corridor openings in other than 
required enclosures of vertical openings, exits, or 
hazardous areas are substantial doors, such as 
those constructed of 1~ inch solid-bonded core 
wood, or capable of resisting fire for at least 20 
minutes. Doors in spnnklered buildings are only 
required to resist the passage of smoke. There Is 
no impediment to the ciosing of the doors. Doors 
are provided with a means suitable for keeping 
the door closed. Dutch doors meeting 19.3.6.3.6 
are permuted. 19.3.6.3 

Roller latches are prohibited by CMS regulations 
In all health care facililies. 

This STANDARD Is not met as evidenced by: 
Based on observation and interview, It was 

determined Ihe facility failed to ensure doors 
protecting corridor openings were constructed to 
resist the passage of smoke In accordance with 
NFPA standards. The deficiency had the 
potenilal to alfect three (3) of seven (7) smoke 
compartments, rosldents, staff and visitors. The 
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K 018 Continued From page 2 K 018 
facility Is certlfled for one hundred fifty six (156) 
beds with a census of ono hundred thirty three 
(133) on the day of the survey. 

The findings Include: 

Observation, on 06/19/13 between 9:30 AM and 
3:00 PM, with the Director of Maintenance 
revealed the corridor doors to room's #11,52,58, 
and 68 would not latch when tested. 

Interview, on 06/19/13 between 9:30 AM and 3:00 
PM, with the Director of Maintenance revealed he 
was not aware the doors would not latch. 

Reference: NFPA 101 (2000 edition) 

18.3.6.3.1' 
Doors protecting corridor openings shall be 
constructed to resist the passage of smoke. 
Compliance wilh NFPA 80, Standard for Fire 
Doors and Fire Windows, shall not be required. 
Clearance between the bottom of the door and 
the floor covering not exceeding 1 in. (2.5 cm) 
shall be permitted for corridor doors, 
Exception: Doors to toilet rooms, bathrooms, 
shower rooms, sink closets, and similar auxiliary 
spaces that do not contain flammable or 
combustible materials. 
18.3.6.3.2 
Doors shall be provided with positive latching 
hardware. Roller latches shall be prohibited. 
Exception: Doors to toilet rooms, bathrooms. 
shower rooms, sink closets, and similar aUXiliary 
spaces that do not contain flammable or 
combustlbte materiats. 
18.3.6.3.3' 
Hold-open devices that release when the door Is 
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K 018 Continued From page 3 
pushed or pulled shall be permitted. 

K 029 NFPA 101 LIFE SAFETY CODE STANDARD 

One hour fire rated conslructlon (wilh ~ hour 
fire·rated doors) or an approved automatic fire 
extinguishing system In accordance with 8.4.1 
andlor 19.3.5.4 protects hazardous areas. When 
the approved automallc fire exllngulshlng system 
option Is used, Ihe areas are separated from 
other spaces by smoke resisting partitions and 
doors. Doors are self·closlng and non-rated or 
field.applied protective plates that do not exceed 
48 inches from the bottom of the door are 
permitted. 19.3.2.1 

This STANDARD Is not met as evidenced by: 
Based on observation and Interview, it was 

determined the facility failed to meet Ihe 
requiremenls of Protection of Hazards in 
accordance with NFPA Standards. The 
deficiency had the potential to affect two (2) of 
seven (7) smoke compartments, patients, staff 
and visitors. The facility is certified for one 
hundred fifty six (156) beds with a census of one 
hundred thirty three (133) on the day of the 
survey. The facility failed to provlde self·closlng 
devices for doors protecting hazardous areas. 

The findings include: 

Observation, on 06/19/13 between 9:00 AM and 
3:00 PM, with the Director of Maintenance 
revealed rooms required being self·closlng or 
containing a hazardous amount of combustibles 
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I.Door closer was initiated on HOLlsekeeping 
closet on Unit 6 on 711 0/13. Door closer 
installed on Nutritional Services Office on 
7/111l3. 
2. All other doors were audited to ensure 
compliance. 
3. Weekly door audits will begin week of 
July J 5 and documented with corrections 
made imlncdiately ifnecded. 
4. Door audits will be reported to monthly 
PI committee for three months to ensure 
continued compliance. 
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K 029 Continued From page 4 K 029 
did not have self-closing device to keep Ihe door 
closed. The rooms identified as hazardous 

. requiring a rated door with a self-closing device 
were located In the following areas: 

1) The Housekeeping Closet located in Unit 6, 
opened outward Into the egress path and was 
greater than seven inches from the wall when 
fully opened. 

2) The Nutritional Services Office had 
hazardous amounts of combustibles and the door 
did not have a self-closing device. 

Interview, On 06/19/13 between 9:00 AM and 3:00 
PM, with the Director of Maintenance revealed he 
was not aware the doors to these rooms did not 
meet the requirements for protection from 
hazards. 

8.4.1.3 
Doors In barriers required to have a fire 
resistance rating shall have a 314-hour fire 
protection rating and shaJl be self-closing or 
automatic-closing In accordance with 7.2.1.6. 

Reference: 

NFPA 101 (2000 Edition). 

19.3.2 Protection from Hazards. 
19.3.2.1 Hazardous Areas. Any hazardous areas 
shaJJ be safeguarded by a fire barrier havino a 
1-hour fire resistance rating or shall be provided 
with an automatic extinguishing system in 
accordance with 8.4.1. The automatic 
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K 029 Conllnued From page 6 
extinguishing shall be permitted to be in 
accordance with 19.3.5.4. Where the sprinkler 
opllon 15 used, the areas shall be separated 
from other spaces by smoke-resisting partitions 
and doors. The doors shall be self-closing or 
automatic-closing. Hazardous areas shall 
Include, but shall not be restricted to, the 
following: 

(1) Boller and fuel-fired heater rooms 
(2) Central/bulk laundries larger Ihan 100 ft2 
(9.3 m2) 
(3) Paint shops 
(4) Repair shops 
(5) Soiled linen rooms 
(6) Trash collection rooms 
(7) Rooms or spaces larger than 50 ft2 (4.6 m2), 
including repair shops, used for storage of 
combustible supplies 
and equipment In quantities deemed hazardous 
by the authorlty having Jurisdiction 
(8) Laboratories employing nammable or 
combustible materials In quantities less than 
those that would be considered a severe hazard. 
Exception: Doors In rated enclosures shall be 
permitted to have nonrated, factory or 
field-applied 
protective plates extending not more than 

461n. (122 cm) above the bottom of the door. 

18.3.2 Protection from Hazards. 
18.3.2.1' Hazardous Areas. 
Any hazardous area shall be protected in 
accordance with Section 6.4. The areas 
described In Table 18.3.2.1 shall be protected as 
Indicated. 
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Table 18.3.2.1 Hazardous Area Prolectlon 

Hazardous Area D~scriplion 
Separallon/Protectlon 

Boiler and fuel-fired healer rooms 1 hour 
CentraUbulk laundries larger than 100 tt2 (9.3 
m2}1 hour 
laboratories employing flammable or 
combustible materials In quantities less than 
those that would be considered a severe 
hazard See 18.3.6.3,4 
laboratories that use hazardous materials that 
Vlould be classified as a severe hazard in 
accordance wlth NFPA 99, Standard for Health 
Care Facilities 1 hour 
Paint shops employing hazardous substances 
and materials in quantities less than those that 
would be classified as a severe hazard 1 hour 
Physical plant maintenance shops 1 hour 
Soiled linen rooms 1 hour 
Storage rooms larger than 50 ft2 (4.6 m2) but not 
exceeding 
100 ft2 (9.3 m2) storing 
combustible material See 18.3.6.3.4 
Storage rooms larger than 100 tt2 (9.3 m2) 
storing combustible 
material 1 hour 
Trash collection rooms 1 hour 

K 056 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=D 

If there Is an automatic sprinkler system, It is 
installed in accordance wlth NFPA 13, Standard 
for the Installation of Sprinkler Systems, to 
provide complete coverage for all portions of the 
building. The system Is properly maintained In 
accordance with NFPA 25, Standard for the 
Inspection, Testing, and Maintenance of 
Water-Based Fire Protection Syslems. It Is fUlly 
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I. The 155 degree sprinkler heads 
located in Ihe dining room and Unil 
5 conference room have been 
replaced with new 165 degree 
sidewall sprinkler heads. The work 
was completed by Tri~Statc Fire 
Prot~ction on 713113. 
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I 

supe!Vised. There Is a reliable, adequate water 
supply for Ihe system. Required sprinkler 
systems are equipped with water flow and tamper 
swfiches, Which are electrically connected to the 
building fire alarm system. 19.3.5 

This STANDARD is not met as evidenced by: 
Based on observation and Inte!View it was 

determined the facility failed to ensure the 
building had a complete sprinkler system 

, installed, In accordance with NFPA Standards. 
The deficiency had the potential to affect two (2) 
of seven (7) smoke compartments, residents, 
staff and visitors. The facility Is certified for one 
hundred fifty six (156) beds with a census of one 
hundred thirty three (133) on the day of the 
su!Vey. The facility failed to ensure the facility 
sprinkler heads were of the same temperature 
rating in a compartment. 

The findings include: 

Obse!Vallon, on 06/19113 between 9:30 AM and 
3:00 PM, with the Director of Maintenance 
revealed sprinkler heads were Installed within the 
same compartment that wero not of the same 
temperature rating. The sprinkler heads Were 
mixed ratings of 155 degree F, and 165 degree F. 
The mixed rating sprinkler heads were localed in 
the Dining Room, and the Unit 5 Conference 
Room, 

Inte!View, on 06/19113 between 9:00 AM and 3:00 
PM, with the Director of Maintenance revealed 
they were not aware of the mixed sprinkler heads 
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2. I-louse wide building audit 
conducted to ensure compliance 

3. Weekly sprinkler audits will be 
conducted and documented with 
corrections made immediately to 
ensure compliance. 

4. Sprinkler audits will be reported (0 

Illonthly pr committee for three 
months to ensure continued 
compliance. 
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[);\1E 
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located within the same compartment. 

Reference: NFPA 13 (1999 Edition) 5-138.1 

Actual NFPA Standard: NFPA 101, Table 19.1.6.2 
and 19.3.5.1. Existing heallhcare facililies with 
construction Type V (111) require complete 
sprinkler coverage for all parts of a facility. 
Actual NFPA Siandard: NFPA 101, 19.3.5.1. 
Where required by 19.1.6, heallh care facilities 
shall be protected throughout by an approved, 
supervised automatic sprinkler system In 
accordance with Section 9.7. 
Actual NFPAStandard: NFPA 101, 9.7.1.1. Each 
aUlomatic sprinkler syslem required by anolher 
section of this Code sholl be In accordance with 
NFPA 13, Standard for the Installation of Sprinkler 
Systems. 
Actual NFPAStandard: NFPA 13,5-1.1. The 
requlremenls for spacing, location, and pcsltlon 
of sprinklers shall be based on the following 
principles: 
(1) Sprinklers Installed throughoul the premises 
(2) Sprinklers located so as not to exceed 
maximum protection area per sprinkler 
(3) Sprinklers posilioned and located so as to 
provide satisfactory performance with respect to 
activation lime and dlslribution. 

Reference: NFPA 13 (1999 ed.) 
5-5.5.2.2 Sprinklers shall be positioned In 
accordance with 
the minimum distances and special exceptions of 
Sections 5-6 
through 5-11 so that they are located sufficienUy 
away from 
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K 056 Continued From page 9 K 056 
obstructions such as (russ webs and chords, 
pipes, columns, 
and fixtures. 
Table 5-6.5.1.2 Positioning of Sprinklers to Avoid 
Obstructions to Discharge (SSU/SSP) 

Maximum Allowable Distance 
Distance from Sprinklers to of Denector 
above Botlom of 
Side of Obstruction (A) 
(6 

Obstruction (In.) 

Less than 1 It 
1 ft to less than 1 It 6 in. 
1 ft 6 in. to less than 2 ft 
2 ft to less than 2 It 6 In. 
2 It 6 in. to less than 3 ft 
3 ft to less than 3 It 6 in. 
3 It 61n. to less than 4 It 
4 ft to less than 4 It 6 In. 
4 It 6 in. to less than 5 It 
6 ft and greater 

o 
21/2 
3112 
5112 
7112 
9112 
12 
14 
16112 
18 

For SI units, 1 In. = 25.4 mm; 1 It = 0.3048 m. 
Note: For (A) and (6), refer to Figure 5-6.5.1.2(a). 
Reference: NFPA 13 (1999 ed.) 
5-8.3.3 Minimum Distance from Walls. Sprinklers 
shall be located a minimum 014 in. (102 mm) 
from a wall. 

Reference: NFPA 13 (1999 Edition) 

7-2.3.2.4 Where listed quick-response sprinklers 
are used 
throughout a system or portion of a system 
having the same 
hydrauliC design basis, the system area of 
operation shall be 
permilled to be reduced without reVising IIle 
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K 056 Continued From page 10K 056 
density as indicated 
in Figure 7-2.3.2.4 when all of the following 
conditions 
are satisfied: 
(1) Wet pipe system 
(2) Light hazard or ordinary hazard occupancy 
(3) 20-ft (6.1-m) maximum ceiling height 
The number of sprinklers in the design area shall 
never be 
less than five. Where quick-response sprinklers 
are used on a 
sloped ceiling, the maximum ceiling height shall 
be used for 
determining the percent reduction In design area. 
Where 
quick-response sprinklers are Installed, all 
sprinklers within a 
compartment shall be of the qUick response type. 
Exceplion: Where circumstances require the use 
of other than ordinary 
temperature-rated sprinklers, standard response 
sprinklers shall be 
permitted to be used. 

Reference: NFPA 101 (2000 edition) 

19.1.6.2 Health care occupancies shall be limited 
to the types 
of bulldin9 construction shown in Table 19.1.6.2. 
(See 8.2.1.) 
Exception:' Any building of Type 1(443), Type 
1(332), Type 11(222), 
or Type 11(111) construction shall be permitted to 
Include roofing systems 
involving combustible supports, decking, or 
roofing, provided 
that the following criteria are met: 
(a) The roof covering meets Class C 
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requirements In accordance 
with NFPA 256, Standard Methods of Fire Tests· 
of Roof Coverings. 
(b) The roof Is separated from all occupied 
porlions of the building 
by a noncombustible noor assembly that Includes 
not less than 21/2 In. 
(6.4 cm) of concrete or gypsum flIl. 
(c) The attic or other space Is either unoccupied 
or protected 
throughout by an approved automallc sprinkler 
system. 

K 104 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=F 

Penetrations of smoke barriers by ducts are 
protected In accordance with 6.3.6. 

This STANDARD Is not met as evidenced by: 
Based on fire damper testing record review, and 

IntelYlelY, It was determined the facility failed to 
ensure fire/smoke dampers were maintained In 
accordance with NFPA standards. The deficiency 
had the potential to affect seven (7) of Seven (7) 
smoke compartments, reSidents, staff and 
visitors. The facility is certified for one hundred 
My six (156) beds with a census of one hundred 
thirty tlhree (133) on the day of the sUlYey. The 
facility failed to provide documentation that the 
smoke/fire dampers were tested within the last 
four (4) years. 

The findings Include: 

Fire damper tesllng record review, on 06/19/13 at 
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I. Fire Damper testing is scheduled 
week 01'7/15113 by Vanguard of 
Evansville. 

2. A survey of entire building was 
done to ensure all fire dampers 
were identified, tested and 
documented on 7119113. 

3. MonUdy fire damper audits will be 
conducted and documented with 

corrections made immediately to 
ensure compliance. 

4. Fire Damper audits will be reported 
to monthly PI comminee for three 
months or until compliance is 
rCRched. 
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K 104 Continued From page 12 K 104 
10:30 AM, with the Director of Maintenance 
revealed the facility did not have documentation 
that fire/smoke dampers had been tested within 
the lasl four (4) years. 

Interview, on 06/19/13 at 10:30 AM, with the 
Director of Maintenance revealed he was not 
aware of the requirements for fire/smoke damper 
testing. 

Reference: NFPA 90A (1999 edition) 

3·4.7 Maintenance. At least every 4 years, fusible 
links (where 
applicable) shall be removed; all dampers shall 
be operated to 
verify that Ihey fully close; the latch, if provided, 
shall be 
checked; and moving parts shall be lubricated as 
necessary. 

K 147 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=D 

Electrical wiring and equipment Is in accordance 
with NFPA 70, National Electrical Code. 9.1.2 

This STANDARD Is not met as evidenced by: 
Based on observation and Interview, it was 

determined the faclllly failed 10 ensure electrical 
wiring was maintained in accordance with NFPA 
standards. The deficiency had the potential to 
affect one (1) of seven (7) smoke compartments. 
residents, staff, and visitors. The facility Is 
certified for one hundred fifty six (156) beds with 
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I. Power strip was removed and a 
hardwired reoeptacle was installed. 
Stnt strips are plugged into 
penmmcnt hired wired receptacle as 
of7/l1l3. 

2. An audit of entire building was 
done on 7/1/13 to ensure 
compliance. 

3. All areas will be monitored 
Ihrough monthly room audits. 

4. The rosults of the audits will be 
forwarded to the monthly PI 
committee for the next tJlrec 
months to ensure compliance. 

712/13 

I 
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K 147 Continued From page 13 K 147 
a census of one hundred thirty three (133) on the 
day of the survey. The facility failed to maintain 
proper use of power strips. 

The findings Include: 

Observations, on 06119113 at 1:21 PM, with the 
Director of Maintenance revealed three (3) 
stat·strlp chargers plugged into a power strip 
located in the Copy Room. 

Interview, on 06119113 at 1:21 PM, wUh the 
Director of Maintenance revealed he was not 
aware medical equipment outside of a resident 
room could not be plugged Into a power strip. 

Reference: NFPA 99 (1999 edition) 

3-3.2.1.2 D 

Minimum Numberof Receptacles. The number 
of receptacles shall be determined by the 
Intended use of the pailent care area. There shall 
be sufficient receptacles located so as to avoid 
the need for extension cords or multiple oul/et 
adapters. 

Reference: NFPA 101 (2000 Edition) 

9.1.2 Electric. 
Electrical wiring end equipment shall be in 
accordance with NFPA 70, National Electrical 
Code, unless existing Installations, which shall be 
permitted to be continued In service, subJect to 
approval by the authority having Jurisdiction. 
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