IEDAETIRMT OF HEATEL sl ab SERIOeS ::.-';lé?:.):'.:.‘
COC AN MENINATIC 8 Jirminare ormm noro ;\' gk vi 3 -n'ﬂln. At
L L ) [ e N L e ‘\ll llln Miean -ll .
i o 1 - 1 S
MT e Skrh ar bt S bz R R R L fifaar baeng & L v ¥
ANOF CORRECTION l ! T LR T i / cOkmers (‘ !
| | Al }
f Teeled % Sk /’f 05i26/2013
MAME OF PRUVIDER UR SUPPLIER | STREET ADDRESS, ém' s‘ro\'rl: ZIPCODE -~
| KINDRED TRANMSITINNAL FADE ANMD DEUAD| ITATIONM _ U1 | 3rdooLD HARTFORD RD
| OWENSBORO, KY 42303
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PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | prepx | (EACH CORRECTIVE ACTION SHOULD BE | compLenon |
e | HEGULATURY OR LSC IVEMTIEYING INFURMATION) | T | CHUSSREFEHENCED 10 THE APPROPRIATE | ume |
! { ! i goricioNey | !
| i This Plan of Correction is the center's credible |
F 000 | INITIAL COMMENTS [ F 000 | alfegation of compliance. |
I I i Preparation and/or execution of this plan of correction {
| & racarkfination cunav wwac conductad an ] [ does not conslitute admission or agreement by the
| | 0ar18713 through N8120/12 1 delarmine the | | provider of the truth of the fucts alleged or conclusions |
Fariling'e ccmﬂ.ﬁar‘ce with Fedars! raquiraments. | | set forth in the statement of deficiencies. The plan of | |
act . ‘;'..ad - m-q-a' s mm‘m:m I carrection is prepared and/or executed solely because | |
The facjlily f2i bey # o ' | it is required by the provisions of federal and state lmy | |
rnmlirnmanin for renadificalion with the hmhgg[
' em‘\nn and qm.rnnlu af an 'O I fl I {
I ngeil gm‘! ir:h-\\M\ DCAQﬁhIADl E ACCOMMODATION = E 248" F246 — Reasonable accommodation of 8/2/13 |
noon i ne h!EEDS!DPﬁﬁCDEW“'—'Q | needs/preferences | |
I an ac a rin aeida and rarahia i - . . . . | |
Aracident has ihe right to recide and recoive I 1. Corrective action for those residents found ,
caniirac in tha fanilih 7 |
| =S e S St i to have been affected: |
| acrammaoda l ¢
 Residents #13, 26 and 27 received another |
Oh rlHl l idlnldh | | 4 :
e individusl or o bm S Wt "? | | bed bath on 6/20/13 with an acceptable |
F_h.n_flgnﬂarnr!
| S ANRAR S | water temp. |
| | 2. Corrective action for those with potential |
| | to be affected: | |
All residents have potential to be affected.
| Mixing valve was immediately dialed up to
This REQUIREMENT is not met as evidenced ensure a hlgh?r amount of hot water came
by through the pipes.
/
Based on observation, interview, and review of r : :
the facilily's policy/procedure; it was determined 3. Systemic changes to ensure the deficient
the facility falled to ensura each rasident received practice will not recur:
reasonable accommodalion of needs for one (1)
resident (#13), in the selected sample of Nursing staff will be educated by the Staff
twenty-four (24) residents and two (2) residenls Development RN or Director of Nursing on
(#26 and ##27), not in the selected sample . The policy and procedure 6500 lon bathing and
facilily failed to provide bathing water at the showers and water temps between 105-110
aporopriate lemperature for one hed bath for degrees. The education will include staff
Resident #13 and showers for Residents #26 and letting the water run to warm up prior to !
i#27. | i
! Findinas include: ! [
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s, =, DNl 193

Any deliciency statement efé g with an aslerisk (*) der/ tas a daficlency which the institution may be excused from @(ﬂng provk’ﬂ]}; it is delenminad |hat
otner saieguarcs provioy ierent protectian to (ho patients. (See lﬂslrucllons } Except for nursing homaes, the findingd stated above are dlsclosable S0 days
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5
| I
s A rsvlaw of the facility Bed Bath poficy/procadure
ffavedz o basin with water at 105-110 degress

i Fahrenheit (F.}.

Areview of the fac‘fib, Shower policy/procedure
revaaled to adjusi ismperature of watar 1 108
[ 110 degrees F.
I1, Observation of Resident #13's bed bath, on
0519113 at 9:37 AM, revealed Resident #13 had
verbal and non-verbal expressions of discomiort
throughout the bathing process related to the
lemperature of the water in the basin being cold.
The rasident verbaily stated the water was coid,
puited away and exhibiied gooseflesh on arms
during the bathing process. The State Registered
Nurse Aides (SRNA} failed to change the basin
waler to obtain an acceptable temperature and

| centinued the bed bath unlit completion,

| An interview with Resident #13, on 06/15/13 at

: 10:05 Aivt revealed lite basin watar was cold
during hisfher bed bath. Hefshe staled the
{empesaiure of ihe water for hisfher bed balth was
generally uncomfortably cool.

intarviews wilh Residents #26 and #27, on
06/19/13 at 1:37 Pid and 1:39 PM respeciively
revealed the shower In theie room andfor the
resident shower down the hall had "ot so hol
watei" and "even i they let it run for s white i siill
doesn’t get warm enough for them mos! of ihe
timea.

Observation, on 06/20/13 at 9:68 AM with the
Maintenance Dirsclor, revealed twenty (20}
resident bathing sreas (five {5) showers and

H H

i

filing the basin or showering residents.
Also, what to do ifthe residents complain of!
the water temp. Any nursing staff that have
not received the education prior to 8/2/13
will be removed from the schedule and not
altowed to work until the edueation has been
provided.

,'
!
i
!
!
H
!
E
'
|

Social workers/Program Dircctor will
interview 2 residents a week on each hall to
ensure residents are not uncomfortable with
water temps for the next three months and
residents witl be asked about water temps
during the monthly resident council meeting
for the next three months.

Maintenance director will check mixing
valve daily (Monday- Friday) to ensure
teips leaving water heater to resident ﬂoors
is maintained at 110 degrees,

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

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

The results of the resident interviews and the
water temps checked by maintenance will be
tracked/trended and forwarded to the
monthly Pl meeting

for three months or until complianco is
achieved.

e Lo r s W -3 ) bl aty Vs O e dein
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i hifteen £15) resident reoms)and ten (10 of the

i twreniy (20) areas revealed water tetnperatures

! batow 100 degrees at the het setting without coid
| hlending,

I

| An interview with SRMA 711, on 0615/13 at 1:30
i Pad, revealed (ne hot waler takes 3 whife to wamm
: up, especially in the morning after the staff

| haver't used # all night, 50 staif have to win it on
i and k=t it run for about 5 minutes to get it warm

i sometimes,

| AN inkerview with SRMA#2, on 06:20113 at 3,00

i P, revealed she would ensure the water
Hemperature for a bed baii jusi ke she would for
1 kids, she would test the {empearalure on the wrist
1 af eibow lo rnake sure it was wann enough. The
| BRNA stated if the water was not wanm enough

i she would theow it out and start over and tel the

{ water 1ui for & witile gntif il got waim,

j
| An inrerview wills SRNA#S, on 06/20/13 al 3.06
| PM, revealed she {esis the waiar bajore stariing a
i bath o shower. The SRINA siated she has to It
j the water run a minude o led it warm up, but if the
| resident coimpiats he waler is 100 cool, more
| watar can be added to warm il up.
i 2801 483.20(d)(3), 483.10{k)(2) RIGHT TO
$$=D | PARTICIPATE PLANNING CARE-REVISE CP
|
| The resident has ine right, unless adjudged
j Incormpetent or otherwise found o be
| incapacilated under the laws of the Slate, to
{ pariicipale Ih planning care and freatment or
i changes In care and lreairnant.

{
i Acomprenensive care pian must be developed
| Within 7 days aiter the cornpietion of the

|
'

T
1
I

D L

N  oamerema s
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1
i
i
|
i
g
i
!
i
1
?
%
|
|
f

f
?
i
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L

f 280| F280 — Right to participate Planning Care-
Revise CP

82713

|
'[ 1. Corrective aclion for those residents foung l
| to have been affected: E
Res.ident #8s care plan was immediately I
reviewed by the Interdisciplinary Team and l i
i
I

f updated on 6/20/13 to reflect that there was
no longer a need for a bed sensor alamm.
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e SURMMARY STATEMENT OF DEFICIENGITS 5 HAl { PROVIDER'S PLAN OF Cpﬂg ECTIQN
PREFIA | (EATH DERCIENDY MUST BE FRECEOQED BY FULL | OPREFIZ {EACH GORRECTIVE ACTION SHOULD 8E
st AEGUASYOR T OF L B0 MENTIFVING [eFCRAATION) A0 CHOSE HEFERENGRL VO IHE AL iaaT
B : DEFICIENDY)
i !

=1

;
. 1
F 264 Cunimuaed Fiom page 3 I
i comprehensive assessment; orapared by an |

{

i

[ Integdisciphinary taam, that includes the aitending |
{ physician, a registerad nurse with resoonsibility i
| tor thae rasident, and othei anpropriate staif in '
g disGpings as determinad by {he resident's nesds. |
i &and, to the extent pracucabla, the Danticipation of +
| the restdent, ina resiaent's fany of the resident’s |
| legal reprasentalive; and penodically reviewed !
i and revised by @ team of quaiilied persons aler |
T B0 assassment, j

i
1
i
b g
| s REQUIREMENT s not met as evidenced
L _

| Basead on onselvatian, inierview, recoro review,

| and review of the faciiity’s poticy/proceaure, it was

|
!
[
i
|
!
|
1 deiennined the faciiity faiiud (© enstre fhe i
!
!
|
|
!
I
{
|

| cotnpreiiensive care pian was reviawad and
| revised fon one restdent {#8), in the selecied
| sarupie of iweniy-fow (24) residents.

|

] PGS inviude.

[

| Ateview of the facliily's Care Plans

| policy/piocadure, dated 01707/ 12, revealed the

| teamt of Gualifled persons monitored he paiients’

I
I
;
|

F 4803 2. Comective action for those with potential .

i to be affected:

| House wide audit was conducted by nursing
! management on residents that were

{ readmitted within the last three months to

| ensure physician orders, care plans and

! SRNA assignment sheels were correct. Audit
! will be completed before July 26. Any

{ concems will be comeeted at that fime,

;3. Systemic changes to ensure the deficient
| practice will not recur:

;MDS nurses will close the care plan when

: they are completing the discharge
;assessment. When a resident is re-admitted
ithe Interdisciplinary Team will open the care
‘Plan and update as needed based on the MD
;orders and resident assessments.

F4. How the facility will monitor performance
1. to ensure solutions are sustained:

I'MDS nurses will maintain a log with
:discharged and re-admitted residents which

i will be turned in to the DNS/ADNS weekly.
This information will be tracked and trended
by the DNS to identify any further education
or actions needed. Results will be presented
to the PT Meeting nioathly for three months
or longer until compliance is sustained.
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Continued Fioin page 4

admitted to the facility on 02/25/13 with diagnosas
to include Chronic Pancreatitis, Congenital
Ancmaiy of the Heart, ang Congested Hes
Failure. Areview of the quarterly Minimum Data
Set (408}, dated 05/17/13, revealed tho facility
assassed the resident as cognitively Intact and
indepandent with transfer and ambulaticn, A
review of the Fail Evaluations, dated 06/02/135,
Q6/G4/13, 2nd 08/06/13, revaalad the resident
susiained a fail while ambulating without i
assisiance, Areview of the Physiclan's Orders, |
dated 06/06r1.3, revealed 2n order for a sensor
pad at all tirnes due to decreased safeiy
awareness,

Furihier regord 1eview revealed the resideni was
transfarred lo the hospital, on 680713, with an
infection. Areview of ine Admission Orders
Record, dated Go/13/13, 1evealed the resident
was re-admilled o the facilily on this date. A
faview of ite State Regisiered Nurse Aide
{SRNA) assignmenl sheet, updated 05/16/13,
and the Risk for Falis Care Pian, revised
GG107/13, vanlied the sensor pad at ajl limes,

Observalions, on 08/18/13 al 8:40 Ald, 1020 A,
12:60 PM, 3:10 P, and 06/20/13 al 8:30 Al,
revaaled Reskdent #8 was in the bed with nv
sensor alam visualized. Observaiion, o
0G/20/13 at 10:15 AW, rovealed (e resident
ambulated o the bathroons without asslstance
and no akarm sounded.

intaiview with Rasident #8, on 0619113 at 310
"M, revealad halsha gats up withott assistance
and did nat have an alarm to the bed.

Intarviaw with Unit Manager #1, on 06/20/13 at

|
!
i
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¥ 264 Cunbnued From page 5
i 55 AN, revaalad the sensor glarm was ' k

cardased Aiter a fafl on GBI0GMA7 Sha reyedied e !
e %‘daﬂf was sant {0 the houpitat on DBAGT/TA, and
reburnad on DW/ 13433, The raskdent dud nnt mmd
I tha alarm unop rﬂ?!l{n o the fagiiily; however, the
| cara pian Wwas not upoated, She revaalad it was
: har responsibiity 1 upcala (e care pans/SRIVA
| assignment shaats unan re-admission.
! .
)
H

thatervieys win the Assistant Dirsctor of Nursing
{4 fADON), on 06120513 at 1:55 PM, revaztad
! Fresidant #8 was cognitively intact and

| independent, uniess he/she had an infection. The
| resident was sant out for an infection, on
| 0o/07/13. The resident did not require an
; assisiive device Wpon return, 06i13/13. She i
| reveaied Unit Manager #1 did the chan review
4 | upon ihe resident' s re-admit io ihe facilily ang
| was respansibie to updaie ine care pians/SRNA
{ assignment sheet at inat tme.

1
H
|
|
1
i
!
l
|
i
i
i
I
i
i

interview with ine Direcior of Nursing {DON}, on
U6i20713 ai 2:15 P, vestiled Unit Manager #1
was 1esponsivie (ur updating the care pian/SRNA |
assigranent siwels upon v resident's i ;
je-adirission,

483, Z20(k)}{3)(i) SERVICES P

[
¥

=y

i

PROFESSIONAL STANDARDS F281 — Services Provided Meet Professional  8/2/13
! Standards

w: Ci
<
[
m
i}
=
m
T
-}
i
3
o
-

1. Corrective action for those residents found:

must meet professionai standards of guaiity. 10 bave been affected:

for the oxygen tubing an 6/20/13. Care plan
Tiis REQUIREWENT is not mel as evidences was updated by the DNS 10 show potential
N behavior for resident taking off the car

T

i

i

|

1

]

. A . |
Resident #5 was supplicd with ear protcctors;'
{

|

¥

!

!

I

!

i

!

i

1

o

| .
; The services provided or arranged by the fagiiity
‘.

|

i

|

E

i'

£

Based 0 observaiion, inlerview, record raview protectors.
; I
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t and a rayview of the facility policy, it was

i detarminad the facilily failad to ensure services

| maet professional standards of qualily related io

| the fallure to carry out the physician orders for

| ona {1} resident §15), in {he selecled sample of
Hwenly four {24) residanis. The facifity falled to

i toltow e physician's orders for oam ear padding ;
| around tha oxygen (02) nasal cannula fubing for
| Residant #5.

Findings include:

Revisw of the faciiity policy titied, Oxygen

| herapy and aated 8/31/12, revealed procedura
{ #1 "Verity physician order or implement per
approved {aciity protocol”,

Arecord review revealed Residant #b was
admitied to the factiity with diagnoses o inciude
Seniie Dementia, Glaucoma, Psychosis and
Depression.

,[ Review of the quarterly Minimum Data Set (MDS)
| assessment, oated B3/03/13, revealed iie faciiity
| had assessed Rkesideni #35 as cognitively

| impaired and required exiensive assistance wiin

| aii aciivilies of daily iiving.

Review of ine Piwsiclan' S ordars, daied 06/0i/13
| mruugn G5/30¢13, revesled Resideni #5 was io
irave OZ at lwo (éj fiters per minuie {im} per
sl cantiuiE conlinuous and feam ear
profecions un oxygen ubing,

8.30 Al revealed
sialy in the lobby area
FOiM @ partabie Oxygel

1t

e wheet chair,

dl
e
GG
£
it
.2
LA

!
r
|
|
|

to be affected:

: Al residents on oxygen were checked hy
i aursing mauagement to ensure they had car
protectors for their tubing and that they were !
i | in place on 6/20/13,
1 Any residents with identified behavior of
| picking at their ear protectors will have this
noted by the interdisciplinary team on their
behavior sheets, aide assignment sheets and
included in their care plan as of July 19,
12013,

3. Systemic changes to ensure the deficient
practice wiil not recur:

New orders far oxygen will be reviewed
daily (M-F) at standup meetings. Weekend
Supervisor will review MD orders on the
weekend for any new orders to ensurc the

j oxygen foam car protectors are on the
‘Treatinent Administration Record (TAR).

All nursing staff will be in serviced by the
Staff Development RN or DNS on
importance of placement of ear prulcctors at
all-staff meetings the week af July 159,
nursing staff that have not received the
education prier to 8/2/13 will be removed
from the schedule and not allowed to work
until the education has been provided.

Weekly audits of tubing changes and audits
of ali residents with oxygen will be done by
the Unit Managers.

§
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Addltional ohservations at 9:30 AM, 10-30 AWM,
12:00 P, 1:00 FM, 200 Ph and 3156 PM on
06119713 revaated Resident #5 In the lobby area
with neers with O2 per nassai cannuta and no
foam ear profectors in place.

! Observation, on 06720413 at 9:25 AM dwring a
skin assessment being provided by Registered
Nursa (RN} #1 and Licensed Praclical Nurse
(LPN) #1, reveslad Rastdani #5 with O2 per nasal
cannula but no foam ear protectors were in place
on the oxygen tubing. RN #1 and LPN #1 verifled
there were no fosm ear proteciors in place on the
axygen tubing.

Observation on 06/20/13 at 12:55 PM revealed |
Resident #5 resting in bed with 02 per nasal
cannuia and there was skl no foam aar
proteclors in place.

Interviews on 06/20/13 with RN #1, LPN #1 and
the Corporate Compliance Officer at 1.00 PM,
1:05 PM and 1:18 PM respectively, revealad foam
ear prolectors come with the 02 lubing and
Resident #5 often picks them off. They
additionally slated nurses were to check every
day to ensure the foam ear proteciors were in
place and were fo document on the Medlcatlon
Administration Record {MAR).

| interviews with the Director of Nursing and the
| Assistant Director of Nursing, on 06/20/13 at 1:20
| PM and 2:30 PM respectively, revealed they
expected the nurse to ensure Resident #6 was
provided the foam ear protectors as prescribed by
the physlcian.
F 282 | 483.20{k){(3)(il} SERVICES BY QUALIFIED
§S8=D i PERSONS/PER CARE PLAN
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F 287l 4. How the facility will monijtor performance

to ensure solutions are sustained:

TARS will be monijtored monthly by the
Unit Managers during changeover to ensure
that each resident has their oxygen tubing on
the TAR.

Results of the weekly audits by the Unit
Managers will be forwarded to the DNS to
be tracked and trended and reviewed at the
monthly PI megting for three manths

or until compliance is achicved.

F 282:F282 — Services by Qualified Persons/Per

Care Plan

8/2/13

Faviily iD: fikbou

¥ Coninivauon shear Fage o o



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

PRINTED: 07/05/2013
FORM APPROVED
OMB NG, 0938-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERIGLIA {(2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION INENTIFICATION NUMBER: A BUILDING COMPLETED
185120 B. WING 06/20/2013

MAME OF PROVIDER O] SUPPLIER

KINDRED TRANSITIONAL CARE AND REHABILITATION - HIL

STREET ADDHRESS, CITY, STATE, ZiP CODE

5740 OLD HARTFORD R
OWENSBORO, KY 42303

! PROVIDER'S PLAN OF CORRECTION (X5
(EAGH CORRECTIVE ACTION SHOULD BE COMULETION

CRO32-REFENEMCED TO THE APPRDPRIATE DATE
DEFGIERGY)S

|
]
i

: The services provided or arrangad by the facifity
| must be provided by qualified persens in

L accordance with @ach resident's vwittan pian of

| care,

i
i
|
i'

; This REQUIREMENT is not met as avidenced
by:

Based on obsarvation, Interview, record raview
and facility policy/procedure review it was
determined the faoility failed to ensure care was
provided in accordance to {he resident's cars pian
for ane (1) resident (8}, in the selecled sampie
of bwenly four (24} residenis. Resldent #8 had no
safety alarm in place as per the care plan.

Findings include:

Review of Ihe facildy policy iiled "Care Plans,
dated 04/07/12, revealed documentation under
Ralionaie: "Plan of care is developed on the
patient's individual neads as identified by
assessments. The care plan includes a
freatment plan, patienl’s preferences, paiient
goals thai are measurable and conlain a
scheduie {0 evaluale the palient’s progress of
lack of progress toward hisfher goals”.

Record review revealed Resldent #5 was
admitied {o the facility on 02/28/13 with diagnosas
to include Chronic Pancraatills, Congenital
Anomaly of the Heart, and Congested Heart
Failure. Areview of the quarterly Minirnum Data
Sct (MDS) assessment, galed 00/17/13, revealed
the facility assessad the resident as cognitively

x40 | SUMMARYT STATEMENT OF DEFICIENCIES D
PREFIX (EACH DEFIGIENCY 2087 DE PRECEDED DY FLaL PREFIS
TAD i REGULATORY QR 1S5 (DENTIEYRIG IMFORMATION TAG
- [
i
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|
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i
i
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!
i
i

FF 252 1. Corrective action for those residents found

to have heen affected:

Resident #8°s care plan was immediatety
j reviewed by the Interdisciplinary Team and |
updated on 6/20/13 to reflect that there was
ne longer a need for a bed sensor alarm.

i
| 2. Corrective action for those with potential
| to be affected:

]

| House wide audit was conducted by nursing
managenient on residents that were
readmitted within the last three months to
ensure physician orders, care plans and
SRNA assignment shects were correct, Audit
will be completed by July 26. Any concerns
witl be corrected at that time.

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

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

DNS/ADNS will conduct weekly
observation rounds of at least 5 residents per
hali to validate that care plan interventions
match the assignment sheet and are being
implemented. Any identified concerns will
be immediately addressed.
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intact and independent with irarsfer and
ambuiation. A review of ihe Falt Evaluaiions,
dated 06/02/13, 06/04/13, and 08/06M 3, revealed
the resident susiained a fali while ambuiaiing
withaul assisiance,

Arevlew of the Physictan's Orders, daled
G6106/43, revealed an order for a sensor pad at
ail tirmes due to decreased safely awareness, A
review of the State Regisiered Nurse Alde
(SRINA) assigninent sheet, updated 06/18/13,
and the Risk for Faits Care Plan, revised
08/07H 3, veritied tha sensor pad at all times.

Observstions, on 08/19/13 ai £:40 AM, 10:20 AN,
12:00 Pivi, 3:10 PM, and 06/20/13 at 9:30 AM,
revezlad Resident #8 was in the bed with no
sensor alarm visualized. Observaiion, on
06/20/13 at 10:15 AM, revesiad the resident
ambutated to the bathroom without assistance
and no alarm sounded,

An interview with Resident #8, on 06/19/13 at
3:10 PM, revealed ha/she gets up without
assisiance and did not have an alarm lo the bed.

Interview with SRNA #4, on 05/20/13 at 12:55

PM, revealed she was the alde for Resident #8,
on 08/19/13. She revealed the resideni went o
the bathroeom withoul assisiance and did noi have
an alarm to the bed. She veritied thea SRNA
assignment sheet indicaled a sensor alarm;
however, she revaaled it was not noticed on
G3/18/43.

Interview with SRMA #3, on 06/20/13 at 10:40
AN, reveated she was the aide for Resident #8,
on G6/20/13, She varitied the resident did net

i A Wi 200 Wi vl 1 et vErsiDim Uilsliki

event nkir g

to ensure solutions are sustained:

MDS team will fill out a log with discharged
and re-admtitted residents which will be
turned in to the DNS/Designee weekly. This |
log and the resuits of the DNS/ADNS
weekly observation rounds will be reviewed |
it the PT Meeting monthly for three months
or uatil compliance is achieved,

Faciry {T. 100 if continvaiion sneet Page iU of 1¢
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' rave an afarm on the bed. She verified the SRNA ] i |
| assignment sheai indicaled a senser alarm al al i | !
times, and ravealad she was supposed to check ! i i
the assignment sheet prior to providing care. i ; '
; |
Ivterview with the Director of Mugsing {DON), on i ;
CBAR0MAG al 215 PM, ravesled she expectad staff i :
to follow the SRNA assignment sheets, Fitd-T :
i S AF — Treatment/Svcs to prevent/heal 8/2/13
F 5141 483.25(c) TREATMENT/SVGS TO I F 314 P :

55-0 | PREVENT/HEAL PRESSURE SORES

I
|
Based on the comprahansive assessmentofa |
rasident, fha facllity must ensura that a rasident |
|
f
!
|

who enters the facllily without pressure sores
does not develop pressure soras unfess the
individual's clinical condition demansirates that
they were unavoidable; and a resident having
presstife sores recoivas necessary treatment and |
services (o promate haaling, prevent infection and
preveni new soras from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
raview it was delerrined the faciiity failed (o
consistently implement the care pian lo prevent
prassure sores for one resident (#5) In the
selected sample of twenty four {24) residents,
Tise faciilly failed to ensure ear proteciors were in
piace on Resldent #5's oxygen wubing lo prevant
pressure sores.,

Findings include:

Resident #5 was admitted {o the facility wiih
diagnoses o inciude Senile Dementia,
| Glaucoma, Psychosis and Depression. Review

|
I
!
|
!
1
!
|
{
|
]

I pressure Sores
? 1. Corrective action for those residents fonnd
to have been affected:

i
|
Resident #5 was supplied with ear protectors F[
for the oxygen tubing on 6/20/13. Care plan ;
was updated by the DNS to show potential }
i behavior for resident taking off the ear |
praoiectors. i

!
2. Corrective action for those with potential |
| to be affected:

All residents on oxygen were checked by
nursing management to ensure they had car
protectors for their tubing and that they were
in place on 6/20/13.

Any residenls with identified behavior of

i picking at their ear protectors will have this |

i noted by the interdiseiplinary team on their |

i behavior sheets, aide assipnment sheets and !
!
I

| included in their care plan as of July 19,
12013,

All current residents were reviewed by
! Licensed Nurses to validate risk factors for |
I skin breakdown are addressed on lhe care ?

- U

I
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PROVIDER'S PLAN OF CORREGTION. |

extenswe gssisiance with ail activities of daily
living.

Review of Physiclan's Orders, dated 06/01/13
througn 06/30713, revealed Resldent #5 was to
i have oxygen at 2/l per minuie per nasai cannuia
cuniinuous and foam ear proiesions on oxygen
; lubing.
|
! Review of Resident #5's care plan for shortness
of brealiy, dated 06/2013, revealed an interveniion
t0 use foam ear proteclors on line of tubing.

QObservations on 06/19/13 at 8:30 A, 9:30 AM,
10:30 Al 12:00 PM, 1:00 PM, 2:00 PM and 3:15
P revealed Resident #5 with oxygen per nasal
cannula and no foam ear proleclors in place at
the lime.

Observation on 06/20/13 at 9:25 AM during a skin
assassment with Registered Nurse {RN) #1 and
Licensed Practical Nurse (LPN} #1 revealed
Resident #5 had oxygen per nasal cannula but
thera were no foam ear pratectors in place on the
oxygen tubing, RN #1 and LPN #1 verified there
ware no foarmn ear protectors in place on tha
oxygen tubing. Further observation on 08/20/13
at 12:58 Pl reveated Resident #5 was resting in
bed and there was stilt no foam ear prateclors on
the rosident's oxygen {ubling.

Inteiviews on 06/20/13 with RN #t1, LPN #1 and
the Corporate Compliance Officer at 1:00 PM, *
1.05 PM and 1:15 PM respectively, revealed foam
ear protectors come with e oxygen tubing and

i

practice will not recur:

New erders for oxygen will be reviewed
daily at standup meetings (M-F). Weekend
Supervisor will review MD orders on the |
weekend for any new orders to ensure the 1'
oxygen foam ear protectors are on the TAR, |

All nursing staff will be in serviced by the
Staff Development RN or DNS on
importance of placement of ear protectors at
all-staff meetings the weck of July 15 Any
nursing staff that have not received the
education prior to 8/2/13 will be removed
from the schedule and not allowed to wark
until the education has been provided.

Weekly audits of tubing changes and audits |
of all residents with oxygen will be done by
the Unit Managers.

DNS/ADNS wiil conduct weekly
observation rounds of at least 5 residents per
hall to validate that care plan interventions to
reduce pressure sores match the assignment
sheet and are being implemented. Any
identified concerns will be immediatcly
addressed.

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

TARS will be monitored monthly by the
Unit Managers during changeover to ensure
that each resident has their oxygen tubing on
the TAR,

e e
page
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i | SUMMARY STATEMENT OF DEFICIENCIES D (x5)
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PRE | ~
Tas | REGUIATORY OREST MENTIEYING INFORMATION) TAG CRNSE-REFERENCED TO THE APPIOPAIATE DATS
i DEFICIENGY)
] | {
£ g |! Continued From page 11 F 314] plan with lintcrvenéions to prevent pressure | i
! sores im . *
| of he quarterly Minimum Data Set (MDS), dated plemente
| 05/03/13, ravealad the faciily had assessed 3. Systemic ch ‘ .
| Resident #8 as cognitively impaired and raquired - Systemuc changes to ensure the deficient
l
|
b
i
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F 314 Continued From page 12 £ 34 Results of th_c weekly audits by the Unjt
) Resident #5 often picks them off, Resident #5 Managers will be forwarded to the DNS to
NESIENL 79 often piors them oft. 1een be tracked and trended and reviewed at the
had.a caie plan intarveniion for foam ear monthly PT mecting for three ths
protectors to prevent skin breakdown. They | Y g for firee montas.
! addiionally stated nurses were o check avery | ,
I day to ensure the foam ear prolectors ware In | D;q S/ADNS will dcfmdud weekly
i place and were to document on the Medication | obscrvation rounds of at k'm.j T mde[}ts het
f Administralion Record (NiAR} i hall to validate that care piall interventions
: ; i match the assignment sheet and are being
Intarviews with the Dicector of Nursing and the | Implemented. Any identified concerns witl
Assistant Direclor of Nursing, on 06/20/13 at 1:20 be immediately éddressed. Resuits of
| P and 2:30 PM respeclivaly, reveated they weekly observation rounds will be reviewed
j expected the nurse to ensure Resident #5 was al the monthly PI mecting for three months
provided the foam ear prolectors as prescribed by or until compliance is achieved.
the physician and per the resident's plan of care. i
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332] F332 - Frec of Medication Error R
iy : {
55=D | RATES OF 5% OR MORE 5% or More rorRates ol 82/13
The faciity must ensure thaﬁ it is free of |. Corrective action for those residents
medication error rates of five percent or greater. found to have been afeeted:
Resident #17 and #25 had a medication error
. . . docurneated wi i i
This REQUIREMENT is not met as evidenced ameated with the Medical Director
by: notified.
Based on obseryation, interview, record raview . , ) ;
and a review of the facliity policy, it was Resident #25's order for enteric coated
determined the facility failed to ensure the aspirin was discontinued.
medication administration rate was lgss than five ] ] ) .
(5) parcent. Areview of 25 medication 2. Corrective action for thosc with potential
administration opporiuniiies revealed ihree to be affected:
medicalion errors, for a medication administration . .
errar rate of i6 percent, related to an incorract A house w"ldc audit of residents with
medication dose, a medication not adminisiered diabetes will be done by nursing
with foed and two medicalions that were crushed management by July 19 to ensure timing of
and on the "Medicalions Not To Be Crushed" list. oral medications is being done according to
manufacturer’s recommendation.
Findings include:
FORK CMS-2567{02-59) Previcus Versions Obsclele Faclity 10: 100000 if continuatlon sheet Pags 13 of 12
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. ) < = ) i . “| . . .
i Areview of the facifily policy, "Medication | ?:‘ﬂ,:‘wt:'l'] ?\e don::zl'gr b:ufsmg managcrts and
| Administration,” daled 06/15/92, revealed i d.S t‘y 1ZUS h‘ gensu{le CO(;TbeC )
adications were 1o be administered wilhin 80 | medications are on hand as orcered by the

minities of the schedules lime of adminisiration,

v except for befora and afler meals, which are

; based an schedulzd meal imes and sdministered
{within 30 minutes of the meal. The medications
were to have been prepared using the five rights |
of medication adminislration; Tha right resident,
right medication and strength, the right time of
administration, the right frequency and route of
adminisiration.

1. An observation of a medlcation administration
pass, on 06/19/13 at 8:45 AM, revealed Amaryl, a
Diabetic medication, was administered to
Resident #17.

A review of the Madication Administration
Records {MARs,) dated 06/2013 and the
Admission Orders Record, revealed the Amary!
was schedulad lo have been administered at 7:00
AM, "hefore breakfast.”

An interview with Cerfiied Medication Assislant
(CMA) #1, on 06/19/13 al 8:50 AM, revealed tha
Amaryl should have been administared with the
breakfast meal, which weas deliverad at
approximately 7:20 AM.

2, An observation of a medication administration
pass, on 06/19/13 at 9:05 AM, revealed CMA #1
administerad Enteric Coated Aspirin and Lanoxin
that were crushed and placed In applesauce lo
Resident #25. In addition, cne tablet of Calcium
500 mg-was administered.

A review of the MARs and physictan orders, for

I physician,

Residents with orders for crushed
medications will be reviewed by the
pharmacist to determine appropriate
medication has been ordered.

Medication pass times will be reviewed by
the DNS/ADNS for each hall to ensure
appropriatc time frames by July 19,

Education 1o 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 23
per pharmacy consultant/ DNS, Any licensed
nursing staft that have not received the
education prior to 8/2/13 will be removed
from the schedule and not allowed to work
uatil the education has been provided.

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

Timing for edication will be reviewed
during daily standup meeting with order
changes.

Pharmacy review of crushed medications
will be done monthly. The monthly report
will be forwarded to the monthiy PI
committee for review for the next three
months,
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F 332 | Continued From page 14
(6/2013, revezled an order "May crush afl
crushable meds,” Thera was no indication on the
MARs of what may or may not be crushed.
However, a review of the facility's "Medications
Not To Be Grushed List,"” daled 12/2010, revealed
the Enteric Coated Aspirin and the Lanuxin were
not to be crushed. In addition, the Calclurn 500
| milfigrams was ordered for bwo tablets, fo equat
i 1600 miligrams,
i

An interview with CMA#1, on 06/19/13 at 8,20
AM, revealed she should have checked the
facility's "Medlcation Not To Be Grushed List,”
prior to crushing the medications and should have
administered two of the Calciun tablets.

An interview wilh the DON and the ADON, on
06/20/13 at 2:40 PM, revealed the Ainaryi should
Itave been given with meals and the physician
orders for the right dosage of the Calcium, should
have been administered.

F 441 483.65 INFECTION CONTROL, PREVENT
58=D | SPREAD, LINENS

The facility must establish and malntain an
infection Contro! Program designed to provide a
safe, sanilary and comiortable environment and
to help prevent the development and transmission
of disease and infection.

{a} Infaction Control Program

The facility must establish an infection Control
Program under which it -

{1} investigates, controls, and prevents infections
in the facllity;

{2) Decides what procedures, such as isolation,
should be appiied io an individual resident; and
(3) Malntains a record of incidents and correclive
i !

Med Pass observations will be done by
F 332) nursing management forall CMT’s and
nurses to validate learning by Aupgust 2,

4, How the facility will monitor
performance to ensure solutions are
sustained;

Med pass competencies will be done by
SDC on 3 nurses or CM1’s per month for
the next three months. The results of these |
checks will be reviewed at the monthly P}
conunittee mecting,

Pharmacy consultant will receive a list of
residents with crushed meds and he will
review with the monthly drug repimen
review. This information wii} be reviewed atj
the monthly PI meeting for the next three
months Or until compliance is achieved.

F 441} F441 - Infection Control, Prevent Spread, 872713
Linens

1. Corrective action for those residents found
to have heen affected:

SRNA #1i and #2 were re-in serviced on
appropriate hand washing on 6/19/13 by the
SDC. Both employees were observed doing
a return demonstration hy the SDC to ensure
accuracy.

LPNA#3 was re-educated regarding the
requiremnents to disinfect the glucometer
after each use by the DNS on 6/19/13 .
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F 441 Contlnued From page 15

I actions related to infeclions,

(bs Preventing Spread of Infection

| (1) When the infection Control Program
determines that a resident needs isolation to ‘g
pravent the spread of infection, the facility must |
isofate the resident. i
(2) The facility must prohibit employees witha |
| communicahle disease or Infected skin lesions
from direct contact with residents of their food, if
direct contaci will transmit the disease,

| {3) The facility must requtire staff to wash thelr

i hands after each diracl resident contact for which
hand washing is indicatsd by accepled
professional practice.

{c) Linens

Personnel must handle, store, process and
transpori inens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on obsesvation, interview, and review of
the facilily's policy/procedure, it was delermined
the facility failed to ensure appropriale hand
t washing when indicaled by accepted professional
prectice for one resident ({11} in the selected
sample of bweniy-four (24) residents. In addition,
the facility failed to ensure a glucometer was
cleansed after uise.

Findings Inchide:

1. Review of the Hand Hyglene/Handwashing
pollcy/procedure, dated 08/31/11, revealad hand
hyglene was to be performed In the {oliowing

F 441] 2. Corrective action for these with potential

; to be affeeted:
i

trained by 7/15/13.

1 Nurses will be re-in serviced on the
disinfection of glucometers at the nurs
meeting on July 25™ by the DNS.

i

! until the education has been provided,

practice will not recur:
upon hire, annually and during weekly
will be reinserviced quarterly at ali-sta

meetings..

where bleach wipes are to be kept on J

with 24 hour access by nursing staff,

to ensure solutions are sustained:

Re-edueation was started by the SEXC with
all SRNA’s on hand washing techniques on
6/19. All nursing employees will be re-

! Any nursing staff that have not received the
cducation prior to 8/2/13 will be removed
trom the schedule and not atlowed to work

infection controf rounds. All nursing staff

A spo! was designated for each med cart

20™. Extra wipes will be in Central Supply

4. FHow the facitity will monitor performance

T3

3. Systemic changes ta ensure the deficient

SDC will check hand washing competencies

fr

une

!
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F 441 Continued From page 15 F 441} Availability of bleach wipes will be checked
situations: through infection control rounds by the SDC
4, After louching blood, body flulds, ‘ and reported at the weekly Infeetion Conirel
secretions, excretions and contarninated jterns, | Meeting.
whethsr or not gloves were warn. }
2. Be@\ﬁeen tasks and procedures on the SDC will conduct observations of at least 3
same patient when contaminated with body fluids employees weekly to validate correct
to prevent contamination of diffarent bady sites. infection control techniques with resident
3. tntermiitenily after gloves were removed, care and hand washing. Any identified
between patient contacts, and when otherwise concerns will be addressed immediately.
indicated o avoid iransfer of microorganisms to
other palients or environments. Results of SDC em g
T ployee observations and |
Alddmg?la‘?' theaggc:]cl:ec'iwelfr evea_led flo ch:nge Infection Contrel rounds will be tracked and |
gloves during p care It moving irom trended and reported to the monthly PI |

contaminated body sHe to a clean body ske. meeting, for the next three months

Observation of Resident #1, on 06/19/13 at 2:30 or until compliance is achieved.

PM, revealed Staie Registered Nurse Alde
{SRNA) #1 and #2 performed incontinent care on
the resident, SRNA #1 cleansad and rinsed the
resident's perineal area, then SRNA#2 cleansed
the butlocks and applied a barrier cream. Alter
care, both SRNA's repositionad the resident in |
bed and placed a wedge behind him/her while 1
wearing sofled gloves. SRNAJ#1 then removed
her gloves; however, SRNA#2 covered the |
resident with a blankel and gathered suppiies
from the resident’s bedside table wearing the |
soied gloves, SRNA#2 removed the soiled J
gloves and leff the residenf's room with a bag of
dirly tinen. She did not wash her hands prior lo
leaving the resideni’s room, Sha {ook the bag to
the soited utility rcoin, then came out and used
hand sanitizer in the halhway,

Inteiview with SRNA#1, on 06/19/13 at 2:52 PM,
revegled she should have removed the soiled
gloves immediately after providing Incontinent
care. She should have washed her hands and

TOZAE ST AESIOT 02t Dy CAETU R i M. i wuniinuations siteut Fage 17 o i3

R S T R i RO H
ARSI AU L I RO SR S AN WA R W e i YTt RN T RV




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

PRINTED; 07/05/2013

STATEMENT OF DEFICIERCIES
AND PLAN OF CORREGTION

{(X1) PROVIOERISUPFPLIER/CLIA
IDENTIFICATION NUMBER:

185120

FORM APPROVED
OMB NO. 0938-0391
(X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A. BUILDING COMPLETED
B. WiNG 06/20/2043

NAME OF PROVIDER OR SUPPLIER

KINDRED TRANSITIONAL CARE AND REHABILITATION - HIL

SFREET ADDRESS, CITY, STATE, ZI° CODE
3740 OLD HARTFORD RD
OWENSBORO, KY 42303

(XA} 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSG IDENTIFYING INFORMATION}

D PROVIDER'S PLAN QOF CORRECTION
PREFIX
TAG CROSS-REFERENCED TO THE APPROPR

DEFICIERNCY)

{EACH CORRECT{VE ACTIOM SHOULD BE

(X3
COMPLETION

IATE DATE

F 441

Continued From page 17

donned a new pair of gloves to reposition the
resident.

interview with SRNA#2, no 068/18/3 at 2:50 PM,
reveated she should have put a new pair of
gloves on after providing incontinent care. She
did not wash her hards prior to leaving the
resident's room as she had soiled finen bags in
her hand. SRNA 2 revealed she should have
washed her hands before leaving the room.

Interview with the Direclor of Nursing {DON), on
06/20/13 at 2:15 PM, revealed she expectad staff
to follow the polfcy related to handwashing. She
expected staff to take off soiled gloves and wash
their hands safter providing incontinent care. Staff
should also wash their hands before exiting a
resident's room.

2. Areview of the policy for "Bload Giucose
Monitoring Using A Giucomester,” dated 08/31/12,
revealed, after obiaining the glicometer reading
and discarding the test strip, the glucometer was
to be cleanad, using a 10 percent {%) bleach
wipe solution moistened wipe, between each
patient.

An observation of blood glucose level monitoring
for Resident #11, on 061191 3 at 3:20 PM,
revealed Licensed Praclical Nurse {(LPN) #3
failed lo disinfect the glucometer after obtaining
the reading and left the glucometer on the top of
the chart while adminislering medications to two
other residenls,

An interview with LPN #3, on 06/19/13 at 3:50
PM, revealed the nurse was aware the
glucometer had to be cleaned with bleach wipes

F 441
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and had *Just forgof” lo clean the glucometer.
However, there were no bleash wipes on the cart
and the LPM had to go and obtain thesa from a
locked shower room.

An inlerview with the Director of Nursing (DON)
and the Assislant Director of Nursing {ADUON,) on
06/20/13 at 2: 40 PM, revezled they would have
expecled the glucometer to have been cleaned,
with hlsach wipes, after each use.

F 441: Conlinued From page 18 | F 444
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K000 | INITIAL COMMENTS K000 This Plan of Carrection is the center's credible

allegation of compliance

CFR: 42 CFR 483.70(a)

Freparation andior execution of this plan of correction
does not constitute admission or agreement by the

BUILDING: 01 provider of the truth of the fucts alleged or conclusions
set forth m the statement of deficiencies. The plan of
PLAN APPROVAL: 1964 correction iy prepared and'or executed solely because ‘

s requred by the provisions of federal and state law,

SURVEY UNDER: 2000 Existing |
FACILITY TYPE: SNF/NF

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

SMOKE COMPARTMENTS: Seven (7) smoke
compartments

FIRE ALARM: Complele fire alarm system with
heat delactors

SPRINKLER SYSTEM: Gomplete automatic wet
and dry sprinkler system.

GENERATOR: Type Il generator. Fuel source is
diesel,

A standard Life Safety Code survay was
conducted on 06/19/13. Kindred Transilional Care
Center-Owenshoro was found not to be in
compliance with the requirements for participation
in Medicare and Medicaid. The facliity is licensed
for one hundred fifly six (156) beds with a census
of one hundred thirty three (133) on the day of the
survey,

The findings that follow demonstrate
noncompliance with Tille 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from

LABORATORY DIREGTOR'S OR P oﬁizsupm.l?gmesemmwe S SIGNATURE TITLE (X5) DATE
b E. TR

Any daficiency stalemant andlnsﬁf‘ an aslerisk (*) denoles a deﬂciancy which the Instilulion may be oxcused from correcling prcwidlng it ls delermﬂled that
other safeguards provide sulficlgflprolection lo tha pallonts. (Sea Instructions.) Excepl for nursing homes, the findings staled above are disclosable 90 days
following the dale of survey whather or not a plan of correction Is provided. For nursing homes, the above findings and plans of corraclion are dlsclosable 14
days following the date these documentls are made availabla to the facliity. If deficlencles are ciled, an approved plan of correction is requisite lo continued
pregram participation,
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K 000} Continued From page 1 K000 4
Fira)

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

K 018 ] NFPA 101 LIFE SAFETY CODE STANDARD K018 ko M3
§5=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 rasisting fire for at least 20
minules, Doors in sprinkiered buildings are only
saqulred to resist the passage of smoke. Thare is
no impediment to tha closing of the doors. Doors

1. Corrections to doors on rooms #11, 52, 58
and 68 have been correcied as of 7/12/13.

2. All other doors were audited to ensure
compliance.

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

are provided with a means suitable for kesping 4. Door audits will be reported to monthly
the door closed. Dutch doors meeting 19.3.6.3.6 PL committee for three months to ensure
are permited.  19.3.6.3 continued compliance. ;

Roiler latches are prohibited by CMS reguiations :
in ail health care facilities.

This STANDARD Is not met as avidenced by:
Based on observation and interview, il was
determined the facility failed to ansure doors
protecting corridor openings were constfucted to i
resist the passage of smoke in accordance with
NFPA standards. The deficlency had the
potential fo affect three (3) of seven (7) smoke
compartments, residents, staff and visitors, The
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K 018 Continued From page 2 K018

facility is certifted for one hundred fifty six (1566)
beds with a census of one hundred thirty three
(133) on the day of the survey.

The findings Include: 1

Observation, on 06/19/13 between 9:30 AM and
3.00 PM, with the Director of Maintenance
reveaied the corrldor doors to room's #11, 52, 58,
and 68 would not latch when {ested.

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

Reference: NFPA 101 (2000 edition})

18.36.3.1*

Doors protecling corridor openings shall be
constructed lo resist the passage of smoke. )
Compilance with 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. (2.6 cm)
shall be permitted for corridor doors, :
Exception: Doors to foilet rooms, bathrooms, f
shower rooms, sink closels, and simliiar auxiliary
spaces that do not contain flammable or
combustible materials. :
18.3.6.3.2 ;
Doors shall be provided wih positive latching i
hardware. Roller iatches shail be prohibited. 5
Exception: Doors to toilet rooms, bathrooms,
shower rooms, sink closets, and similar auxiliary
spacas that do not contaln fiammable or
combustible malerials.

168.3.6.3.3*

Hold-open devices that release when the door Is

FORM CMS-2507(02-99) Provieus Versions Obsolale Event {D:MPTU21 Facility iD: 100090 I continuation sheet Page 3 of {4
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K 018 | Continued From page 3 K018
pushed or puiled shall be permitted.

K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029{ K029 WI213
88=D 2
One hour fire rated conslruction (with % hour |.Door closer was initiated on Honsckeeping
fire-rated doors}) or an approvad automatic fire closet on Unit 6 on 7/10/13. Door closer

extinguishing system in accordance with 8.4.1 installed on Nutritionat Scrvi

and/or 19.3.6.4 protects hazardous areas. When 11413, rttonal Services Office on
the approved automatic fire extingulshing system 2. All other d , :

option is used, the areas are separated from comp!iancé vors were audited to ensure
other spaces by smoke resisting partitions and 3. Weekl : N .

. y door audits wilf begin weck of

doors, Doors are self-closing and non-tated or July 15 and documented \'r'ithgcorrec!im s
field-applied protective plates that do not exceed made immediately if needed !
48 inches from the bottom of the door are 4 D di ¥ 1! needed.

permilted.  19.3.2.1 - Door au its will be reported to monthly

PI commitiee for three nionths to ensure
continued compliance,

This STANDARD s not met as evidenced by:

Based on observation and Interview, it was

determined the facliity fatled to meet the

requirements of Protection of Hazards in

accordance with NFPA Standards, The

deflciency had the potential to affect two {2} of

seven {7) smoke compariments, patients, staft

and visitors. Tha facility is cerlified for one

hundred fifty six (156) beds with a census of one

hundred thirly three (133} on the day of the

survey. The facility failed lo provide self-closing

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-closing or

containing & hazardous amount of combustibles
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did not have self-closing device to keep the door
closed. The rooms identified as hazardous
requiring a rated door with a self-closing device
werg [ocated In the following areas:

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

2§ The Nutritional Services Office had
hazardous amounts of combuslibles and the door
dld not have a seif-closing device,

Intarview, on 06/19/13 balween 9:00 AM and 3:00
PM, with the Director of Maintenance revealed he
was not aware the doors {0 these rooms did not
meet the requirements for proteclion from
hazards.

8.4.1.3

Doars in barrlers required to have a fire
resistance raling shall have a 3/4-hour fire
protection rating and shall ba self-closing or
automatfe-closing in a¢cordance with 7,2.1.8,

Reference:;
NFPA 101 (2000 Edition}.

19.3.2 Protection from Hazards.

19.3.2,1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire bariler having a
1-hour fire resistance rating or shail be provided
with an automatlic exlinguishing system in
accordance with 8.4.1, The automatic

K029
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extinguishing sha!l be permitted to be in
accordance wilh 19,3.5.4, Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-rosisling partitions
and doors. The doors shall be self-closing or
attomatic-closing. Hazardous areas shall
include, but shall nof be resiricted to, the
following:

(1) Boiler and fuel-fired heater rooms

(2) Central/bulk iaundries larger than 100 ft2
(9.3 m2)

{3) Painl shops

(4) Repair shops

{6} Soiled linen rooms

{6) Trash collection rooms

{(7) Rooms or spaces larger than 50 12 {4.6 m2),
including repair shops, used lor storage of
combustible supplies

and equipment in quantiies deemed hazardous
by the authorily having jurisdiction

{8} Laboratories employing flammable or
combustible materials in quantities less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shall ba
permitted to have nonrated, factory or
field-applied

protective plates extending not more than
481in, (122 cm) above the bottom of the door.

18.3.2 Proteclion from Hazards.

18.3.2.1* Hazardous Areas.

Any hazardous area shall be protected in
accordance with Section 8.4, The areas
described in Tabta 18.3.2.1 shall be protected as
Indicated.

K029
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Tabte 18.3.2.1 Hazardous Area Protection

Hazardous Area Description
Separation/Protection

Boiler and fuel-fired heatar rooms 1 hour

Central/bulk laundries larger than 100 fi2 (9.3

m2}1 hour

Laboratories smploying flammable or

combustible materials in quantities less than

those that would be considered a severe

hazard See 18.3.8.3.4

Laboratories thal use hazardous materials that

vould be classified as a severe hazard in

accordance with NFPA 99, Standard for Health

Care Facitities 1 hour

Paint shops employing hazardous substances

and matenals in quantities lass than those thal

would be classifiad as a severe hazard 1 hour

Physical pfant maintenance shops 1 hour

Soiled finen rooms 1 hour

Storaga rooms farger than 50 ft2 (4.6 m?2) but not

exceeding

100 {t2 (9.3 m2) storing

combustible materiat  See 18.3.6.3.4

Storage rooms larger than 100 {12 (9.3 m2}

storing combustible ’

material1 hour

Trash coflecltion rooms 1 hour

NFPA 101 LIFE SAFETY CODE STANDARD

if there Is an automatic sprinkler system, itis
installed in accordance with NFPA 13, Standard
for the Inslallation of Sprinkler Systems, to
provide complete coverage for all porilons of the
building. The syslem Is properly maintained In
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Prolection Systems. it is fully

K028

K 058 K056

1. The 155 degree sprinkler heads
located in the dining room and Unit
5 conference room have been
replaced with new 165 degree
sidewall sprinkier heads. The work
was completed by Tri-State Fire
Protection on 7/3/13.

14713
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K 056 | Conlinued From page 7 K056 2. House wide building audit
supervised. There is a reliable, adequate water conducted to cnsure compliance
supply for the system. Required sprinkler 3. Weekly sprinkler audits will be
systems are equipped with water flow and tamper conducted and documented with
swilches, which are eleclrically connected to the corrections made immediately to
building fire alarm system.  19.3.5 ensure compliance,
4. Sprinkler audits wili be reported to
monthly Pl committec for three
months to ensure copinued
compliance.
This STANDARD is not mel as evidenced by:
Based on observation and interview it was
determined the facility falled to ensure the
building had a complete sprinkier syslem
installed, in accordance with NFPA Standards.
The deficiency had the potential to affect two (2)
of seven {7) smoke compariments, residents,
staff and visitors. The facilily is cerified for one
hundred fifty six {156) bads with a census of one
hundred thirty three {133) on the day of the
survey. The facility failed to ensure the facility
sprinkler heads were of the same temperature
rating in a compartment.
The findings inciuda:
Observation, on 06/19/13 between 9:30 AM and
3:00 PM, with the Director of Maintenance
revealed sprinkler heads were Installed within the
same compartment that were 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 located in
the Dining Room, and the Unit 5 Conference
Room,
Interview, on 06/19/13 between 9:00 AM and 3:00
PM, with the Direclor of Maintenance revealted
they wera not aware of the mixed sprinkier heads
FORM CMS.2587{02-88) Pravicus Versions Obsolete Evant ID: MPTUR4 Facitity I 100000 {f continualion sheel Pago B8 of 14
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Continued From page 8 _
located within the same compartment,

Reference: NFPA 13 (1999 Edition) 5-13 8.1

Actual NFPA Standard: NFPA 101, Table 18.1.6.2
and 19.3.5.1, Existing healihcare facililias with
construction Type V (111} require complete
sprinkler coverage far all parts of a lacility.
Actual NFPA Standard: NFPA 101, 18.3.5.1.
Where required by 19,16, health care facilities
shall be protected throughout by an approved,
supervised automatic sprinkler system in
accordance with Section 9.7.

Actual NFPA Standard: NFPA 101, 9.7.1.1. Each
automatic sprinkler system required by another
section of this Code shall be In accordance with
NFPA 13, Standard for the Instaliation of Sprinkier
Systems.

Actual NFPA Standard: NFPA 13, 5-1.1, The
requirements for spacing, localion, and position
of sprinklers shall be based on the following
principles:

(1) Sprinklers installed throughout the premises
{2) Sprinklers located so as not to exceed
maximum protection area per sprinkler

(3) Sprinklers posHioned and focated so as to
provide sallsfactory performance with respect to
aclivation time and distribution,

Reference: NFPA 13 (1999 ed.)

5-5.5.2.2 Sprinklers shall be positioned in
accordance wilh

the minimum distances and spaecial exceptions of
Sections 5-6

through 5-11 so that they are located sufficienlly
away from

K056
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Continued From page 9

obstructions such as truss webs and chords,
pipes, calumns,

and fixtures,

Table 5-6.5.1.2 Positioning of Sprinklers to Avold
Obstructions to Discharge (S8SU/SSP)

Maximum Allowable Distance
Distance from Sprinklers lo of Deflector
above Bottom of
Side of Obstruction {(A) Obstruction {in.)
{B
Less than 1 ft )]
1 fi to less than 1 1t 6 in. 21/2
1 ft6in. lo tess than 2 ft 31/2
2fitolessthan 2t 6 in. 5112
2 ft6in, to less than 3 fi 7172
Jfttotess than 3 ft G in. 9112
3ft6in. toless than4 ft 12
4fttolessthan 4§t 6in. 14
4 f{6in. to less than 5 i 16112
6 ft and greater 18

For Sl units, 1in. = 25.4 mm; 1 ft=0.3048 m,
Mote: For {A) and (B), refer to Figure 5-6.5.1.2(a).
Reference: NFPA 13 (1999 ed.)

§-6.3.3 Minimum Distance from Walls. Sprinklers
shali be located a minimum of 4 in. (102 mm)
from a wall,

Reference: NFPA 13 (1999 Edition)

7-2.3.2.4 Where listed quick-response sprinklers
are usad :

thraughout a system or portion of a syslem
having the same

hydraulic design basls, the system area of
operation shall be

permiltted o be reduced without revising the

K066
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density as indicated

in Figure 7-2.3,2.4 when ail of the following
conditions

are sallsfied:

{1} Wet pipe system

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

The number of sprinklers in the design area shall
never be

less than five. Where quick-response sprinklers
greused on a

slopad caeiling, the maximum ceiling height shall
be used for !
determining the percent reduction In design area. |
Where :
quick-response sprinklers are inslalled, all
sprinklers within a ;
compartment shall be of the quick response type. ;
Exceplion: Where circumstances reguire the use ,
of other than ordinary i ;
temperature-rated sprinklers, standard response :
sprinklers shail be
permitted to be used.

Reference: NFPA 101 (2000 edition)

19.1.8.2 Heaith care occupancies shall be limiled :
to the lypes

of building construction shown in Table 19.1.6.2. :
{See 8.2.1))
Exception:* Any building of Type |{443), Type =
(332}, Type l1(222), ,
or Type I1(111) construction shall be permitled o !
include roofing systems E
involving combustible supports, decking, or
roofing, provided

{hat the following crileria are met:

(a} The roof covering meels Class C
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Continued From page 11

requiremenis In accordance

with NFPA 258, Standard Methods of Fire Tests-
of Roof Coverings.

{b) The roof is separated from ail occupied
portions of the bullding

by a noncombuslible floor assembly that includes
not less than 21/2 in.

(6.4 cm) of concrete or gypsum fill.

(c) The atlic or other space Is either unoccupled
or protected

throughout by an approved automatic sprinkler
system.

NFPA 101 LIFE SAFETY CODE STANDARD

Penefrations of smoke barriers by ducts are
protected in accordance with B.3.6.

This STANDARD Is not met as evidenced by:
Based on fire damper tesling record review, and
interview, It was determined the facility falled to
ensure firefsmoka 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 cerlified for ocne hundred
fity six (156) beds with a census of one hundred
thirty three (133) on the day of the survey. The
facllity failed o provide documentation ihat the
smokellire dampers were tested within the last
four (4) years.

The findings inctude:

Fire damper tesling record review, on 06/19/13 at

K056

K104

Kl04

2. A survey of entire building was

122/13

Fire Damper testing is scheduled
week of 7/15/13 by Vanguard of
Evanrsville.

done to ensure all fire dampers
were identified, tested and
documented on 7/19/13.

Monthly fire damper audits will be
conducted and documented with
corrections made immediately 1o
ensure compliance.

Fire Damper audits will be reported
to monthly PI committee for three
months or untid compliance is
reached,
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10:30 AM, with the Director of Maintenance
revealed the facliily did not have documentation
that fire/smoke dampers had been tesled within
the last four (4) years.
Interview, on 06/19/13 at 10:30 AM, with the
Director of Mainlenance revealed he was not
aware of the requirements for firefsmoke damper
lesling.
Referance: NFPA 90A (1999 edition)
3-4.7 Maintenance. At least every 4 years, fusible
links {where
applicable) shail ba removed; all dampers shall
be operated to
verify that they fully close; the falch, if provided,
shalt be
checked; and moving paris shall be lubricated as
nacessary.
K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147| K147 7/2/13
8§8=D
Electrical wiring and squipment Is in accordance . Power strip was removed and a
with NFPA 70, National Electrical Code. 9.1.2 hardwired receptacle was instalied,
Stat strips are plugged into
permancnt hired wired receptacle as
of 271113,
2. An audit of entire building was
] done on 7/1/13 to ensure
This STANDARD Is nol met as evidenced by: compliance.
Based on observation and Interview, it was 3. All areas will be monitored
determined the facilily falled to ensure eleclrical through monthly room audits
wiring was maintained in accordance with NFPA 4. The results of the audits will b
slandards. The deficiency had the potential to forwarded to the monthl VPI €
affect one (1) of seven {7) smoke compartmanis, committee for the next uy .
resldents, staff, and visitors. The facility is months & wee
certified for one hundred fifty six {156) beds with nihs to ensure compliance. |
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a census of one hundred thirly thrae (133) on the
day of the survey, The facility failed to maintain
proper use of power sirips,

The findings include:

Observations, on 08/19/13 at 1:21 PM, wilh the
Director of Maintenance revealed three (3)
stat-strip chargers plugged into a power strip
located in the Copy Room,

interview, on 06/19/13 at 1:21 PM, with the
Director of Maintenance revealed he was not
awara medical equipment outside of a resident
room could not be plugged Into a power strip.

Reference; NFPA 99 (1999 edition)
3-321.2D

Minimum Number of Receptacles. The number
of receptacies shall be determined by the
Intended use of the patient care area. Thera shall
be sufficient receptacles located so as to avold
tha need for extension cords or mulliple outiet
adapters.

Reference; NFPA 101 (2000 Edition)

9.1.2 Electric.

Electrical wiring end equipment shall be in
accordance with NFPA 70, National Eleclrical
Code, unless exisling instaliatlons, which shall be
permitled to ba continued in service, subject to
approval by the authority having Jurisdiction.

K 147
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