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| For the complaint survey, started on 08/17/11
and completed on 08/18/11, the sample included
6 residents for focused review for specific
concerns related to the complaint.

F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246
ss=E | OF NEEDS/PREFERENCES

A resident has the right to reside and receive |
services in the facility with reasonable |
accommodations of individual needs and ;
preferences, except when the health or safety of |

the individual or other residents would be | I
endangered. - !

This REQUIREMENT is not met as evidenced , ;
by: ' ' !
Based on information submitted by the
complainant, confidential resident interview, and
staff interview, the facility failed to provide
reasonable accommodations of individual needs
for residents on 3 of 3 resident neighborhoods |
(Neighborhood 1, 2, and 3). Failure to answer call |
lights and provide assistance in a timely manner |
resulted in Resident F experiencing delayed I
treatment for an acute respiratory symptom and |
resulted in incontinence for Resident A, B,C, D |
and G. |

Findings include:
Written information submitted by the complainant

identified the facility's call light system did not
function properly. Refer to F463

| - An interview occurred with Resident F on i

LABORATORY DIRECTOR'S OR PROVIDEBLSUPPUER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
= . o) .'-—"-f .
/__f/’" = /df o Administrator/CEO 9/13/11

Any defmency statement endlng with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days fellowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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- An intervicw occurre

08/17/11 at 3:30 p.m. The facility identified
Resident'A as interviewable. When asked how
quickly staff respond igjcall ights, the resident
stated he{she usually waits 15-30 minutes for
staff to respond to his/her call light. The resident
stated he/she has waitqd up to an hour on

several occasions, withjthe most recent
occurrence happsning the moming of the
interview.! Resident A stated he/she experienced
multiple episodes of incontinence while waiting
for staff to respond to thje call light.

08/17/11 at 12:10 p.m.
Resident B as interviews
she/he was incontinent
over." The resident sai
on and it fpok “a good 4]
come in and help her/hi
she/he is to be tumed “g
She/he said one staff

f stool and had "shit all
she/he put the call light
minutes” for staff to

. Resident B indicated
very 2 hours or s0."
pmber will come into the

"one and g half hours" fqr the call light to be
answered.
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F 246 | Continued From page | F 24? F246:
08/17/11:at 3:00 p.m. The facility identified ) .
Resident F as interviewable. When asked how In regard to call lights not answered in a
quickly staff respond tq call lights, the resident timely manner: St. Luke’s Home gemﬂed
stated on the aftemoon] of 08/16/11 he/she waited staff will be educated on answering call
one pour!and fifteen minutes after putting on the lights in a timely manner. Call light
call light for a nurse to bring a medication needed response times will be addressed at |L
immediately for an acule respiratory symptom Resident  Council aud  if  any 9/19/1
1 he/she was experiencirjg at the time. issues/concerns  are  noted  further |
monitoring will be initiated.

The Risk Management Officer, Staff
Development, Neighborhood Supervisor,
and/or designee will monitor call light
response times.

The Call I.ight Response Monitors will be
forwarded to the QA Committee for
further evaluation and follow up if
needed.

Effective 9/22/11: Call lights will be
monitored daily on all units and all shifts
through 10/2/11. Starting 10/3/2011call
lights will be monitored weekly on all
units and all shifts for 4 weeks. Effective
Nov. 1, 2011 will proceed to monthly
monitors on all units and all shifts as
currently scheduled on our Quality
Assurance Calendar.
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- An interview occurred with Resident C on
: 08/17/11 at 10:00 a.m. The facility identified

Resident C as interviewable. When asked how
A quickly staff respond to call lights, the resident

stated it varies, but usually he/she has to wait
¢ "quite a while" for staff to respond to his/her call
! light. The resident stated he/she experienced an

incontinent episode once while waiting 74
minutes" for staff to respond to the call light.
Resident C stated “"the only thing | have to
complain about is waiting too long for staff to
help.”

- An interview occurred with Resident D on
08/17/11 at 12:15 p.m. The facility identified
Resident D as interviewable. When asked about
call light response times, Resident D stated the
wait is usually anywhere from 15 to 30 minutes.
Resident D stated he/she has had an incontinent
episode when he/she "had to wait 1/2 hour for
staff to answer the call light.” Resident D stated,
"staff keep reminding us all the time that they are
short of staff and that is why we have to wait for
them.” Resident D stated the facility recently put a
new call light system by his/her bed because the
pendant call light system hadn't been working.
Resident D stated the pendant call light is “not
reliable."

- An interview occurred with Resident E on
08/17/11 at 12:30 p.m. The facility identified
Resident E as interviewable. Resident E stated
when he/she activates the call light, he/she often
has to wait a long time for staff to come and help.
Resident E stated "they tell me they are short of
staff, and it is true."
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- An interview cccurred with Resident G on
08/17/11 at 12:45 p.m. The facility identified
Resident G as interviewable. When asked how
quickly staff respond to call lights, the resident
stated he/she waits up to 30 minutes for staff to
respond to his/her call light. The resident stated
A he/she had experienced incontinent episodes

i | while waiting for staff to respond to the call light.

At 4 p.m. on 08/17/11, two administrative staff
members (#1 and #2) indicated they were aware
that resident care is a concern. Failure to provide
assistance with toileting in a timely manner
resulted in incontinent episodes for these
residents.

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
ss=D | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on record review, and resident and staff
interview, the facility failed to provide the
necessary care and services for 1 of 2 sampled
residents (Resident #3) with orders for therapy
evaluations upon returning from the hospital.
Failure to provide therapy evaluations as ordered
may result in residents experiencing avoidable
functional decline.
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Findings include:

- Reviewiof Resident

(PT) and!Occupaticnal{Therapy (OT) evaluation.
Review of therapy n showed an OT screen
completed on 06/22/11which identified the
resident was not appropriate for skilled OT/PT
services secondary to jealth issues, but ordered
RT (restarative therapy) five times a week.
Resident#3's medical fecord lacked evidence the
resident neceived restofative therapy.

During an interview on P8/17/11 at 2:10 p.m., an
administrative nurse (#p) stated during Resident
#3's care:conference oh 07/12/11, the resident
idenlified 'he was not bging seen by therapy. The
staff member (#9) confymed Resident #3 never
received RT services
completed on 068/22/11} and stated the order for
RT “was missed” and “
communicated.”
Nurses notes showed ﬁ esident #3 was again
hospitalized from 07/14111 to 07/16/11.
Physicianis orders upor} the resident's return to
the facility on 07/15/11 included an order for a PT
and OT eyaluation. Revjew of therapy notes
showed OT completed an evaluation on 07/26/11
(11 days after ordered) ind recommendad
Bﬁldant #3 participate jn therapy two to five
times a week for up to 42 weeks. On 07/27/11
(12 days after ordered) PT cumpleted an
evaluation and recommpnded Resident #3

F309

In regards to therapy  orders:
Neighborhood Supervisor will cosign
orders  with  Restorative  Therapy 9/18/11
Coordinator to ensure\ compliance with '
physician orders.

Resident chart will be reviewed randomly
by Restorative Therapy Coordinator
and/or designee. Chart reviews will be
forwarded to the QA committee for
evaluation and follow up if needed. _

Resident #3 had therapy initiated as soon
as ermar was identified. In effort to
prevent this from happening to other
Residents, the RT Coordinator and
Neighborhood  Supervisors  co-sign
therapy orders as a double check process.
The RT Coordinator and Neighborhood
Supervisors revised the process and no
further education is required.

Effective 9/22/2011, the RT Coordinator
or designee will audit 6 Resident charts
per week through 10/6/2011.  Effective
10/7/11, 10 Resident charts will be
audited monthly.
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participate in therapy two to five times a week for
12 weeks.

During an interview on 08/17/11 at 2:056 p.m., an
; administrative nurse (#9) confirmed the facility
failed to complete the therapy evaluations in a
timely manner after receiving the order on
07/15/11.

oy

On 08/17/11 at 3:30 p.m., Resident #3 stated it
took too long for therapy to start working with him y
when he returned from the hospital. The resident
confirmed he is now currently receiving therapy
services. The facility identified Resident #3 as
interviewable.

F.323 | 483.25(h) FREE OF ACCIDENT F 323
ss=E | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:
1. Based on record review and staff interview,
the facility failed to identify potential safety issues,
and evaluate and implement interventions for
identified safety concerns for 1 of 1 report of an
actual fire which occurred at the facility (June 27,
2011).

Findings include:
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The Centers for Medicare and Medicaid Services
(CMS) hde outlined thestandards of practico
regarding resident safely which states
establishing a systemalic approach to resident
safety mgy include: ideptificaton of hazards,
evaluation and analysiq of hazards and risks,
implementation of interyentions to reduce risks,
{and modiﬁmtion of inteyventions as necessary. F323
Reviaw of the report of g fire in the facility
occurred pn 08/47/11. The report identified the In regards to fire report: Two fire alarm
fire cccurred on 06/27/{1 at 7:10 p.m. and stated systems were in place due to the
staff had to activate mugtiple pull stations before combinarion of old and new facility space
&: fire al;rm :ﬁounded. The report did not identify in addition to the construction process; 921
en staff notified the fjre department, when the lv th alarm syst
hre department arrived | how long it took to hm-W'Wr' oYy e Dew Sy Wes
. At A activated. The contractors failed to
extinguish the fire, if any smoke entered the remove the old fire system pull stations
building, if staff evacuated residents, how many 0 e 0 y P .
were evacuated, where{staff took evacuated and/or notity St. Luke’s Home statl that
residents; and/or the tiie it took to evacuate the the pull stations had not been removed.
rea:donts\ The report lapked an evaluation of the As soon as the pull station was activated,
facility's response to the fire and/or interventions the fire department was automatically
implemented based on ghat evaluation. notified. The police department responded
L immediately and the fire department
An interview with a chajge nurse (#4) occurred on arrived within minutes. The fire was
08/17/11 at 1:30 p.m. The nurse stated she was confined to a very small area in the soffit
working in the old building on the evening of the
: ey X of the building under destruction and was
fire. She stated a visitor|informed her of a fire on ediatel ished.  The fire
the roof of an unoccupigd wing of the old building. immediately extingui he 11
The nurse (#4) stated she directed staff to pull occurred on the soffit of the roof line with
the fire alarm and she dalled the fire department. no smoke penetrating into the occupied
She stated, due to consfruction of the new building. Bascd on the fire plan and policc
building, several fire puf} stations no longer instructions, staff immediately relocated
functioned, but remaineg on the wall in the old residents to designated areas. The fire
building, glong with the pew pull stations which chief did not order evacuation. The
did fu{g'ctton Conbsefgue atly, staff had to pull administrator was on scene and was
8ave Stabons efore {he fire alarm sounded. informed that the small fire was
The nurse; (#4) stated, when the fire department extinguished. The Fire Chief,
v Adoring ) . ;
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F 323 | Continued From page }
‘arrived, they requested] staff move residents from
the Blue Wing to the R¢d Wing (both located in
the old building) as a pfecautionary measure, but
stated nq smoke entergd the building. She stated
staff evacuated three re¢sidents from the Blue
Wing to the Red Wing.|The nurse (#4) further
stated staff evacuated ome residents (she did
not know: the exact number) from the new
building to the attached assisted living building.

-

An interview with an adiministrative staff member
(#1) occurred on 08/17{11 at 1:45 p.m. The staff
member stated she wap present at the facility
during the fire. The staff member (#1) stated staff
evacuated 22 residenty from the old building to
the assisted living buitd] ng and moved residents

The facility’s failure to ¢
accurate raport of the

e and the conflicting
accountsl from staff me

bers present during the

evaluate actions taken Huring the fire, The failure
to assess and evaluate]the facility's response to
the fire could result in I3ck of interventions to
protect residents in thelevent of another fire at the
facility.

2. Based on observatioh, record review, and staff
mterwew. the facility fa ed to ensure the
environment remained free of accident hazards in

F 323| Services Supervisor remained on scene to
reset the fire ‘system and ensure all fire
systems were functioning properly. St.
Luke's Home staff was educated on the
correct fire pull stations. The following
morning, the old fire pull stations were
covered up and the building contractors
were notificd again that they must remove
the old pull stations. Currently the
bmldmg where the fire took place is no
longer in existence. As part of the
construction process, the old building was
intentionally destroyed and mioved off the
premises.

St. Luke’s Home Fire Plan was in place
and facility staff implemented this plan
during the fire. See attachment A for post
disaster fire evaluation form.

The facility Fire Plan has been updated to
include a post- fire evaluation. To ensure
safety and Resident protection, the form
will be used to evaluate the tacility
response to a fire or other disaster.
Effective 9/22/11, QA evaluation for fire
events will occur if/when a fire occurs.
Fire Drills will continue to be done on a
monthly basis and the post-drill
evaluation will be done at the end of the
drill. This will continuc to be an ongoing
monthly process. The drills will be

1 of 1 carpeted dining (Neighborhood 3 A
dining mm) conducted and monitored by the
Maintenance Department and the Safety
Findings ,include: Committee.
Upon entering the facilify on 08/17/11 at 8:30 St: Luke’s’ Home has contacted
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dining rogm/front entragce area. Observation
identified ithe patch did hot perfectly match the
opening and showed a spot approximately four
tch was peeling from the
floor. Observation showed residents seated at

ighborhood 8 dining reom
occurred on 08/17/11 af 2:30 p.m. with an
environmental staff member (#3). Measurements
taken during the obsenjation identified the
patched area to be 18 fpet long and 2 feet wide.
Observations in the dining room also identified
duct tapelcovering an gpea 7 inches long by 4
inches wide on the floog near a window on the
south wall. Whan the strveyor applied pressure
1o the duct tape it collagsed into a hole in the
floor. Observation showed Resident #4 seated in
a chair agproximately tyo feet from the hole in
the floor, with a whesledl walker next to her. The
staff member (#3) stated the hole resulted when
an office area was conyerted into the dining
room, ang stated the hdle was for an electrical
outlet. She stated when the equipment was
maved the cutlet cover pould not be located.

Review of Resident #4'$ medical record occurred
on 08/17/11. The recorg identified diagnoses
including psteoporosis, macular degeneration,
and glaugoma. A guartgrly Minimum Data Set,
dated 06/13/11, identifigd Resident #4 required
extansive: assnstance wkh transfers and walking in
the room and corridor, and identified no falls
since the prior assessnient. Resident #4's current
care planstated, “I havg fallen in the past and am
at risk for: fallmg | havejosteoporosis which

properly placed since this building is set
to be demolished.

Maintenance work ornders requiring
priority attention will be printed on
colored paper. St. Luke’s Home Staff will
be educated regarding priority work
orders. Environmental Services Director
will notify Administrator and/or designee
if the priority work :order cannot be
completed - within e specificd  time
frame. Completed priority work orders
will be forwarded to the Safety
Committee and then to the QA committee
for review and follow up as needed.
MuRtidisciplinary Safety Rounds are

going to be implemented effective Oct.1,
2001, The rounds will take place 3 times
weekly during our Multidisciplinary
report meetings, Safety checklists from
Workforce Safety & Insurance (which are
specific to all areas) will be used. Any
safety iesues identified on the rounds will
be corrected in a timely manner. The data
will be forwarded to the Safety
Committee for review monthly and follow

up as necessary.
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a.m., observation identffied patched carpet over regards to the 4X7 inch hole, a temporary
an area several feet lorlg in the Neighborhood 3 4X7 inch sturdy ‘wooden block was
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increases my risk of injury if | fall.”

On the afternoon of 08/18/11, the facility provided
a "Maintenance & Work Order," dated 08/16/11 at
6:55 a.m. The order stated, "PRIORITYl!
[underlined three times]j . . . Unit lll dining room . .
. By the Big windows is a floor outlet with duct

.| tape over it, but it ‘broke down.' Could this hole be
filled in so no one/resident especially, accidently
tipsonit..." Under the heading "To be
completed by Maintenance"” the form stated,
"Work completed on: 8/18/11. Type of repairs
made: Put a piece [sic] of 1/2 painted particle
board over the whole [sic]."

i ad

Failure to maintain the Neighborhocd 3 dining
room carpet in safe condition and promptly repair
the uncovered outlet could resuit in residents
experiencing injuries when ambulating in the
dining room.

F 463 | 483.70(f) RESIDENT CALL SYSTEM - F 463
ss=g | ROOMS/TOILET/BATH

The nurses' station must be equipped to receive
resident calls through a communication system
from resident rooms; and toilet and bathing
facilities.

This REQUIREMENT is not met as evidenced
by:

Based on information provided by the
complainant, observation, resident and staff
interview, and interviews with representatives
from the company who installed the call system,
the facility failed to maintain a functioning call
system in the new building affecting 62 of 84
current residents.
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Continued From page 10
Findings include:

In a letter received from the complainant
information indicated the call system did not work

properly.

Observation on 08/17/11 at 11:55 a.m. revealed
the following seven room numbers scrolled
across a signboard affixed to the ceiling on Unit
(Neighborhood) 1: 101, 112, 117, 126, 133, 141,
142. One hour later, those same room numbers
continued to scroll across the signboard.
Approximately two and a half hours later, four of
those rooms (101, 112, 117, 141) continued to
scroll across the signboard. ’

At 12:45 p.m. on 08/17/11, two different nursing
staff members (unknown), when asked about the
call system, indicated it has not been working
correctly. One nursing staff member, when
asked, checked on the resident in room 133. The
resident sat in the dining room and the staff
member checked the call pendant around the
resident’s neck. The staff member indicated she
checked with the resident and the resident did not
require any assistance. The staff member
attempted to reset the pendant. Observation in
room 133 found no call light turned on in either
the room or the bathroom and the light in the
corridor indicating a call light on was not
illuminated. Observation of the signboard found
this room number continued to scroll across the
screen.

During interview at 4 p.m. on 08/17/11 with two
administrative staff (#1 and #2), these staff
members confirmed the call system is not

F 463

reprogrammed,

them.

needed.

S&?aéx,fz,

were functionipf before redistributing

evdluated by the Environmental Serviges
rector and will be reported to the
ommittee for review and follow up as

9/18/1)
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working property. Theylindicated a technician
from the company wholinslalled he system was
in the building earlier in|the day looking into the
problem. These staff members did not indicate if
the problem had been gesolved. They directed the F463
survey team to speak yith representatives from In regards to the function of the Call Light

the call light company.

During interviews with
#7) from the call light
9:30a.m. and 11:30 a.
were not able to explai
the call system, How

mpany on 08/168/11 at
., the representatives
a definite problem with
r, they did indicate the

te the problem had been
it wae a priority for them
to fix the call system at{St Lukes Home.

facility reoenﬁy put a n call Iught system by her
bed because the pendgnt call light system hadn't
been worklng Resident D stated the pendant call
lightis " not reliable.”

-An mtemew with a member (#8) occurred
on 08/171 at 12:45 pm. The staff member
stated "the call lights hdven't always been
working right’ and the facliity is “putting a new call
IIght system in." The staff member stated the
"pendentlights are harg to re-set and there are

System: Call lights for room 101,112,
117, and 141, and 142 are now working 9/18/11
properly. The call llght company sent out
a technician and an engineer to St. Luke’s

Home on 8/23/2011. Call light company
personnel pathered all of tie poudants,
reprogrammed, and verified that they
were functioning before redistributing
them.

St. Luke’s Home continues to monitor the
call light system and is collaborating with
the call light system company to provide
quality servicés.

Any further issues and concerns will be
evaluated by the Environmental Services
Director and will be reported to the QA
committee for review and follow up as
needed.

.|| Effective 9/22/2011, daily call light
functional checks will be implemented by
the Neighborhood Supervisors and/or
designee  through  10/6/11.  After
10/6/2011, the call light functional tcsts
will be completed weekly by the

currently twa pandant call lights that are not Neighborhood  Supervisors  and/or

re-setting.” designee. Nonfunctional lights will be

S corrected will be serviced in a timely

manner. Call light functional checks will

. be: reviewed at the monthly Safety

; Commities
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