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F 000 | INITIAL COMMENTS [ Fooo| The submission of this plan of corregﬁan
: does net constitite an admission by the
provider of any fact or conclusion set
A standard health survey was conducted on forth in the statement of deficiency. This
March 22-24, 2011. Deficlent practice was lan of correction is being submitted
identified with the highest scope and severity at plan of con - £
AE level, because it is required by law. l
F 226 | 483.13(c) DEVELOP/MPLMENT F226| 1The center completed a criminal 05/08/11
558=p ; ABUSE/NEGLECT, ETC POLICIES background screen on 04/07/11 f6r the
volunteer identified as # 1 on G3/24/11.
The facility must develop and implement written 2. All volunteers who are involved in
policies and procedures that prohibit activities that are in non-public areas
mistreatment, neglect, and abuse of residents will be audited to assure all have a
and misappropriation of resident property. criminal background screen completed.
Any identified as not having a criminal
This REQUIREMENT is not met as evidenced background screen will have a criminal
by: ‘ background screen completed prior to
Based on interview and record review, it was being allowed to velunteer. This audit
determined the facility failed to implement . was conducied by the Life Enrichment
developed policies and procedures to prohibit . Director and the Business Office
mistreatmentabuse of residents. A review of Manager on 04/07/11.
employee files revealed the facility failed to " 3. The Life Enrichment Director has
_ ;:ond uct ?efguired criminal background screenings been re-educated by the Administrator
or one of five sampled employees (volunteer #1). on 3/28/11 related to the requirements to
o { have any volunteer who conducts
he findings include activities in a non-public setting
t A review of volunteer #1's employee file revealed complete a eriminal background screen
: the volunteer had been at the facllity since prior to participating in non-public
September 24, 2008. Further review of volunteer .| activities.
#1's employee file revealed no evidence the 4. The Administrator will review all new
facility had conducted a criminal background volunteer files monthly to assure )
screening on volunieer #1 as required. - compliance with criminal background
A rev.few of the facillty's Abuse Policy (dated screens. The resulis of these audits will
cilily's Abuse +olicy {date se reviewed by the Quality Assurance
October 2009) revealed the facility would conduct | be reviewed by the Quality As
o A . Commititee on a monthly basis for three
criminal background screenings on all potential . .
new employses. (3) months. If at any time a concern is
- identified a Quality Assurance
An interview was conducted on March 24, 2011, Committee meeting witl be held to

(X6) DATE

LABORATORYDIRECTOR'S OR PROVIDER/SUPPLIER REPR?;ATNE'S SIGNATURE THLE '
Z, 704 , Clzd fdid 20 /- D

Any deﬁcienéystatament ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or nat a plan of correction is provided. For nursing homes, the above findings and plans of comection are disciosable 14
days foliowing the dafe these documents are made available {o the facility. If deficiencies are cited, an approved plan of correction is vequisite to continued

prograrn participation.
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¥ 226 | Continued From page 1 Foogi Feview concerns for turther
at 3:00 p.m., with the Regional Director of Clinical recommendations as needed. The S108/11
Services (RDCS). The RDCS stated the facility members of the Quality Assurance
- only conducted a criminal background check for Cemumittee will consist of at a minimum
volunteer staff that performed ohe-to-one the Administrator, the Director of |
activities with the resjdents. Mursing, the Assistant Directer of
Nursing, and the Clinieal
An interview conducted with volunteer #1 on Reimbursement Coordinator, The
March 22, 201_1, at 11:4.5 a.m., reveale_d the Medical Director will attend at least
vaolunteer provided services for the residents quarterly.
usually two days a week. The volunteer stated '
he/she passed trays to the residents in the dining
room, passed ice to the residents in their rooms,
and played games/read to the residents,
F 253 | 483.15(h)}{2) HOUSEKEEPING & F 253 _
$8=E | MAINTENANCE SERVICES 1. The paint in Rooms 32, 16,and 31 05/08/11
_ . ) ) ‘ will be repaired by 5-8-11. The floer
The; facility must prowde housekeepmg_ancj tiles in rooms 30, 28, 26, 21, 6 and 9
maintenance services necessary tp ma_untam a will be cleaned and repaired by 5-8-
sanitary, orderly, and comfortable interior. 2011. The toilets in resident rooms
34, 30, 24 and 31 were cleaned on
03/24/11. The threshold in resident
room 2] will be replaced by 5-3-
2011. The overbed table in resident

This REQUIREMENT s not met as evidenced
by

Based on observation and interview, the facility
failed to maintain housekeeping and maintenance
; services necessary to maintain a sanitary,
comfortable, and orderly environment, Walls in
three resident rooms were observed to have
areas of chipped paint. Seven resident roomsz
were observed to have worn, stained, and
cracked tiles. Five resident rooms were observed
to have solled foilets. The threshold in one
rasident room was missing. The overbed table in :
one resident room was ragged around the edges.
The edges of two resident room doors ware

; observed fo be splintered. In addition, three of

ihe four medication carts were observed to be

room 29 will be repaired by 5-8-
2011. The doors to Rooms 7 and 16
will be repaired by 5-8-2011. The
medication carts were observed by
the Director of Nursing to be

| cleaned on 4-12-2011,

2. Observations of all toilets wili be
completed by the Housekeeping
Supervisor by 5-8-2011 to identify
any soiled toilets; any identified as
soiled will be cleaned. An audit of
resident walls, floor tiles, thresholds,
overbed tables, resident room doors
will be completed by the
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F 253 | Continued From page 2 F 253/ Maintenance Supervisor by 5-8-
soiled. 2011 to identify any concerns; any 05/08/11
concerns will be scheduled for
The findings include: correction. An audit by the Director
. . of Nursing will be completed by 5-
During the environmental tour with the 8-2011 to assure all medication carts
maintenance and housekeeping supervisors on are clean: any identified concerns
March 24, 2011, at 1:00 p.m., the following areas 11 bo oloand
were observed o be in need of ‘AVJI Licensed staff (LPN and RNs)
\ ; . icens
maintenance/housekeeping services. | will be re-educated on keeping the
i 1. Resident rooms 32, 16, and 31 had walls that medication carts clean by the
were marred/chipped with areas of missing paint, Education and Training Director, the
i : Director of Nursing or the Assistant
1 2. Resident rooms 30, 28, 26, 21, 8, and 9 had Director of Nursing by 5-8-2011.
floor tiles that were worn, cracked, and stained. The Housekeeping staff will be re-
: cducated by the Housekeeping
3. The toilets in resident rooms 34, 30, 24, and Supervisor related to following the
31 were soiled and in need of cleaning. The toilet cleaning schedule by 5-8-2011. The
in resident room 34 was observed to be soifled on Administrator will re-educate the
March 23, 201 1, at 11:00 a.m., and remained Maintemce Supervisor rclated to
.| soiled on March 24, 2011, at 11:30 a.m. and 1;00 conducting envirommental rounds
p.m. weekly to identify any repair
4. The threshold in resident room 21 was conceris by 5-8-201 1
observed to be missing The Director of Nursing, the
' Assistant Director of Nursing or the
5. The overbed table in resident room 29 was Edueation and Training Director
observed to be ragged around the edges. will audit medication carts weekly
times twelve (12) weeks to assure
6. Resident rooms 7 and 16 had doors with the medication carts are clean. The
splintered edges. Administrator will conduct weekly
' rounds with the Housekeeping
7. Three of the four medication carts were Supervisor and the Maintenance
; observed to be soiled with debris and pill residue Director to assure the cleaning
inside the drawers. schedule is followed and the
oo ) . g’ environmental rounds identify and
An inferview with the Maintenance Supetvisor coirect concerns, These audits will
(MS) on March 24, 2011, at 1:15 p.m., revealed Ylv for twelve (12
the MS did not make routine rounds in the facility be conducted weekly (12)
i - weeks. _
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F 253 Continued From page 3 . F253{ The results of the audits will be reviewed
but relied on staff to notify him of maintenance with the Quality Assurance Committee e
needs. on a monthly basis for three (3) months. | 0>/08/11
P . _ ) ] | If at any time a concern is identified, a
An interview with the Housekeeping Supervisor ; Quality Assurance Committee meeting
(HS) on March 24, 2011, at 1:20 p.m,, revealed will be held to review concerns for
g:)e ?esi-z ::d ”Ott beken m‘?g '::%rg:g 1 S;:g fo ensure all} _ further recommendations as needed. The
u PINg 1asks we pie members of the Quality Assurance
- . S . Committee will consist of at a minimum
An interview wuth Licensed Practical Nurse (LPN) ; o )
#5 on March 24, 2011, at 1:30 p.m., revealed the. | the Administrator, the Director of
LPN was unaware of a cleaning schedule for the Nursing, the Assistant Director of
medication carts, LPN #5 stated whoever had | Nursing, and the Clinical
time was supposed to clean the carts. ‘Reimbursement Coordinator. The
Medical Director will attend at least
An interview conducted with the Director of quarterly i
Nursing (DON) on March 24, 2011, at 1:35 p.m.,
revealed a Certified Medication Aide (CMA) was
responsible for checking fo ensure medication
carts were.clean. The DON further stated the
nurses were required to clean them and once
weekly the CMA was to check and clean if
needed. The DON also stated there was no
facility policy regarding cleaning of the medication
carts or documentation to indicate when the med
carts had been cleaned.
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F281;
$8=p | PROFESSIONAL STANDARDS
The services provided or arranged by the facility (
must meet professional standards of quafity.
This REQUIREMENT is not met as evidenced
i by:
: Based on observation, inferview, and record
| review, it was determined the facility failed fo
provrde services to meet professional standards
- of quality for two of seventeen sampled residents
{res;dents #7 and #17). The facility failed to
i
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F 281 | Continued From page 4 F281 L. Rﬁ&idem#,;’l__—wa_s observed by the
ufilize geri-sleeves for resident #7. Staff failed to Ditector,of Nursing on 4-13-11 te 5/08/11
maintain aseptic technique during medication be wearing.geri-sleeves as ordered.
administration for resident #17. The Director of Nursing observed
| o _ medication administration to
The findings include: _ Resident #17 on 4-13-11 and
' confirmed the nurse utilized aseptic

1. Observation of medication administration to
resident #17 on March 23, 2011, at 9:00 a.m.,
revealed Licensed Practical Nurse (LPN) #1
prepared a Fish Qil capsule 1,000 miligrams by
i using his‘her bare hands to cut the end off the

i technique.

2. All current resident’s physician
orders will be reviewed by the
Director of Nursing, the Assistant

capsule. The LPN then squeezed the medication Director of Nursing, or the

out of the capsules with her bare hands prior to Education and Training Director by
placing the medication in a cup of water and 5-8-2011 to determine any order for
admintstering this medicaltion to resident #17 via supportive equipment and to assure
the resident's gastrostomy tube. : that the supportive protective

The LPN was also observed to handle a ?clﬁgggifp';olrﬁve i)rote: ctive
Docusate Sodium 250-milligram capsule with equipment not in place will be put in

his/her bare hands while cutting off the end of the
capsule. The LPN then squeezed the medication
out of the capsules with his/her bare hands prior
to placing the medication in a cup of water and

place. All supportive protective
equipment will be listed on the
Nursing Assistant worksheet. An

: administering the medication to resident #17 via | observation of Medication
the resident's gastrostomy tube. Administration was conducted by
' _ - the Director of Nursing on 3/28/11 -
The LPN was observed o remove a Clonidine & 3/30/11 to assure aseptic.
Patch 0.1 milligrams from the arm of resident #17 technique was maintained during
and reapply a new Clonidine Patch with hisfher medication administration. No
; bare hands. concerns were identified.
i oy ; 3. All Licensed staff (1LPN and RNs)
An interview conducted with LPN #1 on March 23, will be re-educated by the Education

2011, at 2:30 a.m., revealed the LPN stated
he/she would normally have worn gloves while
removing medication from a capsule and while

and Training Director, the Director
of Nursing or the Assistant Director

. removing and replacing medicated patches. The . of Nursing related to following,
LPN stated further hefshe just forgot, and was phiysician orders and Medicat‘m_n_
just nervous. _ Administration including aseptic

technique by 5-8-2011.
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| SUMMARY STATEMENT OF DEFICIENCIES

An interview conducted with the Director of
Nursing (DON) for the facility on March 23, 2041,
at 3:50 p.m., revealed the nurse was expected to
wear gloves when removing medications from a
capsule and when removing and replacing a
topical medication patch.

A review of the facllity's policy titled Medication
Administration, dated January 2001, revealed the
policy did not address removing medication from
acapsule. The policy also did not address
wearing gloves when removing or replacing a
topical medication patch.

2. A review of the medical record revealed
resident #7 was admitted to the facility on.
October 16, 2008, with diagnoses to include Atrla]
Eibritlation with Coumadln therapy, Fracture

‘Femur, Dementia, Congestive Heart Failure, and

Blindness.

Further record review revealed resident #7
sustained & skin tear to the right lower Jeg on

' September 24, 2010. A review of the

mc;dent!aocrdent repart dated Seplember 24,
| 2010, revealad the skin tear occurred when the

resident crossed his/her legs and hit the right leg

against the left foot. The report further noted the
intervention to prevent recccurrence was to apply
geri-sieeves to both of the resident's lower
exiremities.

A review of the March 2011 physician's orders
revealed an order for geri-sleeves 1o be applied to
both of the resident's lower extremities at all times
and to remove the geni-sleeves for personal
hygiene.

Resident #7 was observed to be sitting in a

Director of Nursing or the Education
and Training Director will audit the
Nursing Assistance Worksheets five
(5) times per week for two (2)
weeks then three (3) times per week
for four (4) weeks followed by
weekly for six (6) weeks to assure
compliance with application of
supportive protective equipment.
The Director of nursing, the
Assistant Director of Nursing or the
Education and Training Director
will observe Medication
Administration 5 x per week x 12
wecks on random shifis to assure
licensed staff are wearing gloves
when contact with medication is
anticipated. The results of the audits
will be reviewed with the Quality
Assurance Committee on a monthly
basis for three {3) months. If at any
time a concern is identified, a
Qualily Assurance Commiltee
meeting will be held 1o review
concerns for further
recommendations as needed.

The members of the Quality Assurance

(X4) ID 0 PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
F 281 | Continued From page 5 F 281 The Director of Nursing, Assistant J—
' 08/11

Committee will consist of at a minimum .

the Administrator, the Director of
MNuarsing, the Assistant Director of
Nursing, and the Clinical '
Reimbursement Coordinator. The
Medical Director will attend at least

quarterly.
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F 281 Continued From page 6 , F 281
wheelchalr, dressed in 2 long-sleeve top and long '
pants, on March 22, 2011, at 10:20 a.m., 11:30
a.m., and 12:30 p.m.; at 2:30 p.m. on March 22,
2011, the resident was observed fo be lying on
the bed. No geri-sleeves were observed to ba in
place to the resident's lower extremities. On
March 23, 2011, resident #7 was observed up in
a wheelchair at 9:45 a.m. and 210 p.m., with no
geri-sleeves in use. A skin assessment _
conducted with facility staff on March 23, 2011, at |
2:15 p.m., revealed no red or broken areas were
hoted.

An interview conducted with CNA #5 on March
22,2011, at 2:40 p.m., revealed the CNAs were
responsible to review the CNA assignment sheet
for specific resident care needs. CNA#5 stated |
he/she believed resident #7 was to have ' ‘ :
geri-sleeves applied to both arms when the :
resident was dressed in shorf-sleeve clothing.
However, a review of the CNA assignment sheet
revealed the geri-sleeves were not identified as a
care need for resident #7.

An interview conducted with RN #4 revealed the
CNA assignment sheet was reviewed/updated
during the moming meetings with the
Interdisciplinary Team (IDT). RN #4 stated the
IDT had failed to update resident #7°'s CNA
assignment sheet to reflect the physician's order
for the use of geri-sieeves to the resident's lower
| extremities.

F 323 | 483.25(h) FREE OF ACCIDENT F 323
s5=n | HAZARDS/SUPERVISION/DEVICES

The facifity 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 ?

FORM CMS-2567{02-89) Previous Versions Obsclete Event ID:C6BJ11 Faciiity [D: 100382 If continuation sheet Page 7 of 23
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F 323 | Continued From page 7 F 323

prevent accidents.

L. Resident # 10 was observed by ‘ 5/08/11 |

This REQUIREMENT is not met as evidenced 5 the Director of Nursing to be :
by: o ' [ - supervised while on the toilet on '
Based on observation, interview, and record 03/30/11. Resident # 3 careplan i
review, the facility failed fo provide supervision fo has been reviewed by the Inter

prevent accidents for two of seventeen residents Disciplinary Team and

{residents #10 and #3). Resident #10 was
assassed to require extensive assistance of two
staff persons for toileiing needs and transfers.

- adjustments made to meet the
resident’s needs. Observation by

However, the resident was left unsupervised in the Director of Nursing on
the bathroom and fell from the commode on 4/01/11 noted the careplan
March 20, 2011. Resident #10 sustained swelling mierventions and interventions on
i fo the back of the resident's head. Resident #3 : : the Nursing assistant worksheets
- was to be in a supervised area while in the Broda ' to be in place.
chair. The resident was observed on March 22, 2. Anaudit of all Nursing Assistant
2011 and March 23, 2011, fo be up in the Broda - worksheets and careplan will be f
chair in the resident's room unsupervised, completed by the Interdisciplinary ’ i
_ ) Team by 5-8-11 to assure all "
The findings include: careplan interventions for falls are :
Resident #10 was observed on March 24, 2011, iﬁ:ﬁ:ﬁg;g tzi)i}g::lﬁ%zZSISFmt .
h |

at 9:30 a.m., to be sitting in @ wheelchair dressed
in persanal clothing. An alarm was observed to
be in place on the back of the resident's
wheelchair. Resident #10 was unabile to recall
what the resident ate for breakfast. The resident

concerns will be corrected on the : :
careplan and worksheet. A review ' ;
of all current residents will be '
conducted by the Interdisciplinary !

was again observed at 11:10 a.m. on March 24, : Team to assure current _ 1
2011, fo be propsliing the wheelchair in the . - supervision is appropriate to meet
hallway. the needs of the residents by 5-8- i
2011. Any identified concerns !
i A review of the medical record revealed resident will be reviewed with the .
' #10 was admitted to the facility on November 4, ' Interdisciplinary team to |
2008, with diagnoses fo include Diabetes Mellitus |- . determine if adjustments are ‘
ll, Fracture Femur, Coronary Artery Disease, needed.

Dementia, and Thalamic Stroke. A review of the
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annual comprehensive assessment dated
November 22, 2010, revealed resident #10 was
assessed to require éxtensive assistance of two
staff persons for bed mobility, transfers, and
toileting. Resident #10 was also assessed to be
frequently inconfinent of bowel and occasionally 3. All nursing staff will be re-
incontinent of bladder with falls cccurring during educated to ensure supervision
the past 30 days and in the past 60 days fo six while toileting for residents R
months. requiring alarm devices for
A review of the comprhensi 1 6 reminder to call for assistance.
e compre ive care plan for ; ;
resident #10 dated October 22, 2011, revealed by igi‘;ﬁ:t’;ﬁmd“m
the facility identified the resident's fall risks were Director, Director of Nursi
. . " ursmg or
related to poor weight bearing, bowel and bladder Assistant Director of Nursing b
incontinence, dementia, and stroke. Interventions 0S/08/11 O% NUISING by
to prevent a fall with injury included to provide - All nursing staff will be
"general" supervision and to transfer the resident | re~e(‘iucated' on following the
with two staff person assist. ' nursing assiatant assignment
- sheets. Education will be

A review of the CNA assignment sheet revealed provided by the education training
resident #10 required the assistance of two staff Director, Director of Nursing or
persons for toileling and transfer needs. The Assistant Director of Nursing by

s assignment sheet also noted the resident 05/08/11.

: required supervision when the resident was up in

- @ wheelchair and outside of the resident's roomt.

i A review of the accident/incident report dated

: March 20, 2011, at 10:50 a.m., revealed resident |,

{ #10 was left unattended in the bathroom; the i
resident attempted to stand/transfer without
assistance and felf onto the floor. The report
noted the resident hit his/her head on the wali
which resuited in a swollen area to the back of the
resident's head. ,
Further review of the medical record revealed the
attendirig physician and responsible party (R/P)
were notified of the incident. Physician's orders
were obtained for a CT scan to be conducted of
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the resident's head: however, the R/P did not . )
-want the resident transported for the scan of the 4. The Director of Nursing, the |
head. The facility continued to monitor the Assistant Director of Nursing , or I
resident for signs/symptoms of head injury for 72 the Education and Training Director | 50811
hours and no further problems were identfified. will audit 5 records per week x 12
weeks assure fall interventions are

. sounding. CNA #7 stated when hefshe started

| IDT team and were based on the resident's

An interview conducted with CNA #7 on March
24, 2011, at 11:35 a.m., revealed hefshe was the
only CNA on the floor when resident #10
requested to go fo the bathroom on March 20,
2011, CNA #7 stated hefshe asked the Medical
Records person (who was also a CNA) to assist
CNA#T to transfer resident #10 to the commode.
CNA#7 staled after resident #10 was assisted to
the commode another resident call light sounded.
CNA #7 stated he/she gave the call light fo
resident #10 and told the resident he/she would
"be right back.” - CNA #7 went to fransfer ancther
resident from the commode to the wheelchair and
heard the call light from resident #10's bathrcom

toward resident #10's room, the CNA heard the
resident fall. The CNA stated resident #10 had
been left unatiended for approximately ten
minutes. CNA #7 stated hefshe had not been
directed to stay with resident #10 during toileting.
The CNA stated 2 nurse was also on the floor ang
hefshe could have asked the nurse 1o assist the
CNA.

An interview with the DON on March 24, 2011, at
12:55 p.m., revealed the CNA lunch breaks were
supposed io be altered so that adequate staff
would be available during meal times, The DON
stated he/she was not aware that only one CNA
was covering the floor during the noon meal on
March 20, 2011. The DON stated residents'
supervision needs were determined through the

in place as well as 5 observations
per week x 12 weeks to assure
supervision for toileting is
appropriate to meef the needs of the
residents.. The results of the audits
will be reviewed with the Quality
Assurance Committee on a monthly
basis for three (3) months. If at any
time a concern 1is identified a
Quality Assurance Committee
meeting will be held to review
concerns for further
recommendations as needed. The
members of the Quality Assurance
Comunitiee will consist of at a
minimum the Administrator, the
Birector of Nursing, the Assistant
Director of Nursing, and the Clinical
Reimbursement Coordinator. The
Medical Director will attend at least
quarterly.

EORM CMS-2567{02-99) Pravious Versions Obsolets

Event ID:CEBJT1

. Facily ID: 100862

. l-f'oaﬁﬁﬁua‘&'s-nrsﬁéfet Page 10 of 23




PRINTED: 04/29/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES, OMB NO. 0938-0391
STATEMENT OF DEFCIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUIMBER: COMPLETED
A. BUILDING
B. WING
185330 03/24/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1980 OLD GREENSBURG ROAD
MEDCO CENTER OF CAMPBELLSVILLE CAMPBELLSVILLE, KY 42718 |
X4y D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG GROSS-REFERENCED TG THE APPROPRIATE . DATE
. DEFICIENCY)
F 323 Continued From page 10 [ Fa23

“individual needs. The DON stated the IDT had

| not considered all of resident #10's fall risks to
determine the appropriate leve! of supervision the
resident required for safe toileting. The DON
further stated resident #10 had not made
previous atternpts to self-transfer from the
commode.

An interview conducted with RN #5 o March 24,
2011, at 1:10 p.m., revealed the RN was
responsible for staff education. RN #5 stated
he/she had not provided training for staff
regarding fall risks associated with toileting and
supervision needs. RN #5 also stated resident

1 #10 had not been considered a risk to fall from
the commode until the incident on March 20,
2011. :

A review of the palicy/procedure related to
Supervision (dated January 2009) revealed
"general” supervision was to be utilized for all
residents that did not have another supervision
level ordered. The policy/procedure further noted
that residents on general supervision were able fo
move around the facility at wiil.

. A review of the facility's Fall policy/procedure
(dated November 1998) revealed the facility was
“obligated" to provide adequate supervision to |
prevent accidents. The policy/procedure noted
adequate supervision was defined by the type
and frequency of supervision, and was based on
the individual resident's assessed needs and
identified hazards in the resident's environment.

H

2. Areview of the medical record for resident #3
: revealed the resident was admitted to the facility
i on July 30, 2008, with diagnoses that included

- Chronic Obstructlve Pulmonary Disease,
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in a supervised area when in the Broda chair.

LA review of the Interdisciplinary Team (IDT) notes

Fon March 22, 2011, at 12:15 p.m., up in the Broda

| 2:30 p.m_, with CNA #1, who was assigned to

have been keft alone in the resident's room in the

e a

Continued From page 11 _

Syncope, Alzheimer's Dementia, Hypertension,
Dementia with Psychosis, and Weakness.

A review of an Accident/incident Report dated
January 22, 2011, at 1:15 p.m., revealed resident
#3 had fallen from the resident's Broda chair.

The Accident/Incident Report further revealed the
immediate action taken was for the resident to be

dated January 24, 2011, revealed the resident
was not to be in the Broda chair without
supervision. The 1DT notes further revealed an
entry dated February 7, 2011, stating current
interventions had been reviewed and were
effective.

Although the compiehensive plan of care did not.
include the above intervention, a review of the
Nursing Assistant Assignment Worksheet
(NAAW) dated March 23, 2011, revealed resident
#3 was to be in a supervised area when out of
bed.

Resident #3 was observed in the resident's room

chair unsupervised. On March 23, 2011, at 10:00
am, 11:00a.m., 11:40 am., 12:45p.m., and
1:45 p.m., resident #3 was obsarved up in the
Broda chair unsupervised in the resident's room.

An interview conducted on March 23,2011, at

provide care for resident #3 on March 22, 2011,
revealed resident #3 was supposed to have been
taken fo the nurses' station while in the Broda
chair. The CNA stated resident #3 should not

F 323
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Broda chair. The CNA stated hefshe had been so
busy he/she had forgotten to take the resident up
front.

An interview conducted on March 23, 2011, at
2:40 p.m., with CNA #2, who was assigned to
provide care for resident #3 on March 22, 201 1,
revealed the CNA was supposed fo have placed

the resident in front of the nurses' station when in -

the Broda chair. The CNA did not know why
he/she had left the resident in the Broda chair in
the room alone.

i An interview conducted with the Unit Manager

¢ (UM} for the East Wing of the facility on March
© 23, 2011, at 2:50 p.m., revealed resident #3 was

F 364
S88=E

supposed to be in a supervised area when in the
Broda chair. The UM further stated a supervised
area would be in front of the nurses’ station, The
UM stated resident #3 had a fendency to slide
down in the Broda chair.

483.35(d){1)-(2) NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP

Each resident receives and the facility provides
food prepared by methods that conserve nutritive
value, flavor, and appearance; and food that is
patatable, attractive, and at the proper
ternperature, '

This REQUIREMENT is not met as evidenced

by: .

Based on observation, interview, and record
review, the facility failed to provide foods that
were palatable and at the proper temperature
during the breakfast meal for residents on the

F 323

364

2011,

East and West halls of the facility on March 22,
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point of service are now served. 05/08/11
. . . Nutrition Service manger completed
h :
The findings include test tray on 3/30/11.
1. Observation on March 22, 2011, of the Quality Validation Test Tray’s have
breakfast meal on the East Wing of the facility been requested/food temperatures
revealed the first meal cart was delivered to the recorded to identify any other food
unit at 7:55 a.m. The last fray to be deliverad temp conceras,
from the cart was delivered at 9:00 a.m. The Meal Service Tray Cart delivery
surveyor requested a test fray to obtain food - schedule was revised on 03/28/11 to
temperatures and conduct palatability testing. facilitate appropriate food '
The temperature of thg:* pureed sausage, gravy, temperatures. Dietary and Nursing
and scrambled egg mixture was 83.9 degrees staff have been re-educated on food
Fahrenh;alt an? :;as cold toI taste.1 The temperatures at point of service and
It:en;}perﬁ q{a Dd & oa;mea I\("ju'ats taOBt.S degrees revised cart schedule. This
anrenhell and was aiso cold lo taste. education will be provided by the
The temperatures were verified with the facility's g}?tztry Se;\gce Mauager, th?,
Dietary Manager (DM) and cook. The foods were D% ector of Nursing, the Assistant
also tasted by the cook, who agreed the foods Jirector of Nursing, or the
tasted cold. Education and Training Director and
_ will be completed by 5-8-11.
An interview conducted with Certified Nursing 4. Food temperatures at point of
Assistant (CNA) #2, who was assigned to the service will obtained 5x per week x
residents on the East Wing of the facility on 3 weeks, 3 times per week x 2
March 22, 2011, at 3:25 p.m., revealed the CNA weeks, 2 X per week; alternating
felt it took longer on that day to pass the breakfast between breakfast, lunch and dinner.
trays. The CNA further stgted a tray shou[d sit for MNHA will obtain food temps at point
no ro_nger than 2§ to 30 minutes before being ) af service randomly. If other
provided to a resident. The CNA went on to say if concerns are identified at any time
the tray sat oo long the CNA was expected to the Quality Assurance Committee
notiy the dietary staff to replace the tray, The . :
. - will review and make further
CNA stated he/she had just gotten out of routine .. - .
that morming. : revisions as indicated. The Quality
Assdurance Committee will be
An interview conducted with the DM of the faciiity comprised of facility Nuirition
on March 22, 2011, at 3:40 p.m., revealed the Services Manager, Director of
frays were expected to be passed within 20 to 30 Nursing, Regional Dietician and
minutes after arriving on the resident unit. The Administrator,
DM further stated the staff was expected to notify
 Event ID:CBBJ! 1 Fapifity ID: 100302 - If continuation shest Page. 14 of 23
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dietary staff to replace the tray if the trays were on

 the unit {00 long before being served.

: 2. Observation of the breakfast meal service on

i March 22, 2011, at 8:00 a.m., revealed the first
cart was delivered to the West Hall from the
kitchen at 8:20 a.m. A second cart was observed
to be delivered-to the West Hall at 8:26 am. The
last tray was observed to be removed from the
second cart at 8:47 a.m., and a test tray was
removed from the food cart at that time in order to
| check the food temperatures, and fo conduct a
palatability test of the food. The food
temperatures revealed the sausage/gravy and
biscuits were at 91 degrees Fahrenheit, milk was
at 40.3 degrees Fahrenheit, and the yogurt was at
55.5 degrees Fahrenheit. The palatability test

i revealed the biscuits/gravy, yogurt, and milk were
[ cool to taste. .

A review of the temperatures from the kilchen's
steam tabile revealed the food temperatures
ranged from 167 degrees Fahrenheit to 180
degrees Fahrenheit (within normal holding
temperatures) when the food was served from the
kitchen.

Aninterview conducted with the Certified Nurse:
Aide (CNA #1) on March 22, 2011, at 12:25 p.m_,
irevealed food trays were required 1o be delivered
i to the residents within 15 to 20 minutes after

. being delivered from the kitchen,

An interview conducted with the DM on March 22,
2011, at 5:00 p.m., revealed the facility did not
have a specific policy/procedure related fo
required timeframes for tray delivery, but the DM
believed the trays should be delivered within 15 to
30 minutes after arriving on the resident unit. The !
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DM stated the Registered Dietitian (RD)
conducted test trays for temperature and
palatability once a month. The DM stated cold
food temperatures had been identified during the
breakfast meal. !

The resident group interview was conducted at
3:00 p.m. on March 22, 2011, with nine alert and
oriented facilify residents. All nine of the
residents stated they were served food that was
cold to taste. The residents further stated
breakfast was served cold more than other
meals.

F 367 | 483.35(e) THERAPEUTIC DIET PRESCRIBED F 367
ss=0{ BY PHYSICIAN

Therapeutic diets must be prescribed by the
attending physician.

This REQUIREMENT is not met as evidenced
by .
Based on observation, interview, and record
review, the facility failed to ensure the therapeutic
diet prescribed by the attending physician was
provided for one of seventeen sampled residenis
(resident #7).

The findings incfude:

A review of the physician's telephone order dated
March 18, 2011, revealed the physician had
ordered a Dysphagia Three digt with no green
leafy vegetables and enhanced foods to be
served on colored plates for resident #7. In
addition, a review of the current March 2011
physician's orders revealed resident #7 had a
physician's order for a House Supplement 120 cc
to be administered thres times a day with meals,
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867  Continued From page 16 F367) Resident # 7 tray card has been
- ' i corrected. 5/08/11
Observat:ong on March 22, 201 '1,,' a} 12:20 p.m., _ 2. 100% resident tray card audit has
revealed resident #7 was in the dining room for been completed to validate
the noon meal. At 12;30 p.m., a staff person was p
accuracy of tray cards.

| observed to servefset up resident #7's tray. The

100% audit of resident clinical

meal tfray consisted of cream-style com, .
barbecue on a bun, and French fries served on a charts to verify ordered
colored plate. In addition, a bow! of frut, ice supplements to ensure accuracy.
cream, and a glass of iced tea were also noted to | - | 3. The center will re-educate all
; be served to the resident. However, there was no licensed staff related to completing
: evidence a house supplement was provided for | dictary communication forms with ;
resident #7. The resident was cbserved to ' physician orders for diet changes. '
consume 50 to 75 percent of the barbecuefbun, . This education will be completed :
French fries, fruit, and ice cream. In addition, © by the Education and Training
resident #7. drank two glasses of iced tea, - Dircctor, the Director of Nursing or
A review of resident #£7's tray card on March 22, ﬂ,le Assistant Director of Nursing by
2011, at 12:35 p.m., revealed the tray card noted 3-8-1L
a Dysphagia Three diet, Enhanced foods, colored 4. Nutrition Service Manager and
ptate, ho cabbage, no yogurt, no bananas, and ng Administrator will monitor tray
green leafy vegeiables. The tray card further accuracy at point of service 5 times
noted that resident #7 was to be provided milk per week x 3 weeks, 3 times per
i three times a day and io give ice cream to the ' week x 2 weeks then weekly. Any
resident. The tray card did not include the : identified concerns will be
; Erf;)gsslc;ag asy?,:r?tﬁr r;c;r atlr;e house suppiement three review?d by the Ql!ality Asstirance
: = Committee and revised as indicated,
| An interview conducted with the Dietary Aide (DA) puality Assurance Committee with
on March 23, 2011, af 9:30 a.m., revealed the DA ¢ comprised of Nutrition Service
was responsible to check the tray for accuracy Manager, Director of Nursing,
after the tray was prepared on the tray line. The Regional Dietician and
DA stated trays were filled on the tray line as , Administrator.
directed by each resident's tray card. The DA

t stated hefshe was not aware the resident was

 supposed to receive a house supplement threa
times a day. The DA stated the CNAs were
respansible {o provide the resident's milk from a
cooler sent from the kitchen. ;
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CNA#6 stated in an interview conducted on
March 23, 2011, at 10:00 a.m., resident tray cards
: were required to be checked when the resident's

; tray was served to ensure acturacy of the meal.

;| CNA #6 stated resident #7 had asked for iced tea
fand the milk had not been served.

An interview conducted with the Dietary Manager
(DM) on March 22, 2011, at 5:00 p.m., revealed a
new diet order form was received from the nurses
when a new diet order was recsived. The DM
stated he/she was responsibie to enter the
infarmation into the computer system to generate
a hew tray card. The DM stated he/she was
aware resident #7 was to receive ice cream and
milk at each meal; however, the DM could.not
explain why the house supplement was not on the
resident's fray card.

FF 441 483.65 INFECTION CONTROL, F’REVENT F41
ss=n | SPREAD, LINENS

The facility must esfablish and maintain an

infection Control Program designed to provide a
safe, sanitary and comfortable environment and
fo help prevent the devalopment and transmission
| of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control

| Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

' (2) Decides what procedures, such as isolfation,

' should be applied to an individual resident: and
(3) Maintains a record of incidents and corrective
actions related to mfectlons

(b) Preventing Spread of Infection
(1) When the infection Controt Program
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rmines esi needs i i ' ‘ ) -
dete that a resident ds isolation to I.  The Director of Nursing observed

prevent the spread of infection, the facility must 5/08/11
isolate the resident. .
(2) The facility must prohibit emiployees with a

communicable disease or infected skin lesions

wound care to Resident # 1 on
3/31/11 . The observation revealed
that correct infection control

from direct contact with residents or their food, if procedures were applied by staff.
direct contact will transmit the disease. 2. A 100% audit and observation of :
(3} The facility must require staff to wash their current residents with open wounds
hands after each direct resident contact for which by the Director of Nursing, the
hand washing is indicated by accepted Assistant Director of Nursing and
professional practice. ' the Education and Training Director
. - by 05/08/11 will occure to assure
(¢ Linens ' ' appropriate infection control

Personnel must handle, store, process and

transport linens so as to prevent the spread of procedures were followed. Any

identified concerns with appropriate

iecton. infection control technique will be . @
immediately corrected to include : 5
education of involved staff.

3. Al Licensed Nursing staff will be

This REQUIREMENT is not met as evidenced re-educated by 5-8-2011 by the ‘

by: : Education and Training Director, the

Based on observation, interview, and record Director of Nursing or the Assistant f

review, the facility failed to provide appropriate Director of Nursing related to ;

i technique to prevent the development and - appropriate infection control i
; transmission of infection during wound care for procedures with wound care.

i one of seventeen residents (resident #1).

The findings include:

A review of the medical record revealed resident
#1 was admitted to the facility on March 30, 2008,
with diagnoses to include Quadriplegia, Decubltus
Ulcers, Methicillin Resistant Staph Aureus
(MRSA) Sepsis, Chronic Osteomyelitis, and
Septicemia. No recent wound cultures had been
obtained. :

A review of the most recent skin assessment ;

i . |
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conducted on March 22, 2011, revealed resident 4. The Director of Nursing, the SI08/11
#1 was assessed to have the following wounds: Assistant Director of Nursing or the
: an open 2.6-cm by 1-cm area to the bend of the Education Training Director will
right foot, a 15-cm by 24-cm open area with some ‘ observe staff performing wound
i necrosis to the butiocks area, a 1.8-cm by 1.2-cm dressing changes to ensure
eschar area to the right outer ankle, a 2-cm by appropriate infection control
2-cm eschar area to the left inner al_ﬂgle a7.5cm _ technique. Observations will be
t?y 12.5-cm es_char area with sloughing and red completed five (5) times per week
tissue to the right thoracic area, a 2-cm by 2cm for three (3) weeks, then three 3)
with 6-cm depth Stage 4 area to the right groin ' K
area, a 4-cm by 2-cm eschar area 1o the left heel, ] times per week for two (2) weeks,
a 7-cm by 4.2-cm eschar area of the right heel, - then weekly for seven (7) weeks.
and a 2-cm by 3-cm with 3.6-cm depth Stage 4 The results of the audits will be
area fo the right-side abdominal folds. reviewed with the Quality
Assurance Committee on a monthly
Observation of wound care for resident #1 was basis for three (3) months. If at any
conducted with two facility LPNs (LPNs #1 and | " time a concern is identified, a
#6) and CNA #5 on March 23, 2011, at 10:1 5 Quality Assurance Committee
jam. LPN #6 was observed to remove the soiled . meeting will be held to review
cresings i moderst e argo amourt o concems o fther
resident #1's right and left lower extremities, left rec‘-”zm"”‘?tg‘ms 4s needed. The
hip. buttocks, right thoracic area, right-side Members of the Qual} Ly Assurance
abdominal folds, inner left hip, and foot while Committec will consist of at a
using the same gloves. LPN #6 removed the minimum the Administrator, the
soiled gloves, washed his /her hands at the sink, Director of Nursing, the Assistant
and donned clean gloves. LPN #8 provided : Director of Nursing, and the Clinical
wound care and applied a new dressing to the Reimbursement Coordinator, The
wound on the resident's right thoracic area. - Medical Dlrector will attend at least
While still wearing the same gloves, LPN #8 was - quarterly.
observed to place a previously handled 4 x 4 -
: gauze back on top of the clean 4 x 4s on the {
 table. LPN #6 then picked up the dirty, wet 4 x4 |
|| and cleaned the upper right hip wounds (three
separate wounds) with the 4 x 4, and then
covered the wounds with dry 4 x 4s and an Istand
Telpha dressing. LPN #6 continued to clean and
apply new dressings fo the butiocks wound while
wearing the same gloves. LPN #6 was then
FORM CMS-2567(02-99) Previous Versions Obsolete : Event I0: CBBI11 Fagifity I 100397 If continuation sheet Page 20 of 23



PRINTED: 04/20/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING ‘
185330 Wi : 03/24/2011
NAME OF PROV!DEB OR SUPPILIER . STREET ADDRESS, CITY, STATE, ZIP CODE
1980 OLD GREENSBURG ROAD
CENT CA ELLSVI
MEDCO ER OF CAMPBELLSVILLE CAMPRBELLSVILLE, KY 42718
{x4) D ! SUMMARY STATEMENT OF DEFICIENCIES f 15} i PROVIDER'S PLAN OF CORRECTION o5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL I PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APFROPRIATE . DATE
i DEFICIENCY)
F 441 Continued From page 20 F 441
observed to remove the soiled gloves, perform :
handwashing at the sink, and put on clean gloves.

L.PN #6 placed gauze over the resident's right

: heelwound. LPN #6 then unfolded/handled wet 4
x 4s and cleaned the right foot (bend of foot)
wound. The LPN was observed to wrap the two
wounds with Kling and secure with tape. LPN #6
proceeded to pick up wet 4 x 4s with the same
sotled gloves, cleaned the left heel wound, and
placed a dry 4 x 4 over the wound. Resident #10
‘was then repositioned and the buttock wound

. dressing was reinforced with another Island
Telpha dressing by LPN #5 using the same
gloves.

An interview conducted with LPN #6 on March 23,
2011; at 10:46 a.m., revealed the LPN stated
hefshe had been trained to remove all the soiled

: dressings using the same gloves. LPN#6 also
stated he/she had not been trained to change
gloves or perform handwashing after cleaning a
resident's wounds and before applying clean
dressings.

An interview conducted with RN #4 on March 24,

2011, at 9:35 a.m., revealed the RN was

: responsible for the Infection Control Program, ]
RN #4 stated the nurses were required to change |
gloves and perform hand washing procedures
after cleaning & wound and before applying a
clean dressing. RN #4 further stated he/she had
not conducted observations of staff nurses who

: performed wound care o ensure aseptic

! technique had been followed. RN #4 stated the

| Education Coordinator was responsible for

education regarding infection contiol techniques.

RN #5 was interviewed on March 24, 201 1, .ét
1:10 p.m., and stated hefshe was responsible for
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staff education. RN #5 stated he/she had never !
observed staff performing wound care. '
An interview conducted with the DON on March. - B
24, 2011, at 11:30 a.m., revealed staff nurses
xerc-; required ’:jo chart;get:“;qlovesl anc{ perfocrim hand ‘1. Resident #7 identified in sample,
e  rocidants woween cleaning an MD notified of lab omission, 0s/08/111
g | received to obtain lab. Lab drawn |
A review of the Wound Treatment policy (dated on 3/22/11, r.esults recewz%acllldNo :
November 1998) revealed residents would MDfresponsibie party notifie 1o
receive the necessary treatment and services to MD orders given t/t results of lab.
promote healing and prevent infections. 2. 100% audit of resident clinical
F 502 | 483.75()(1) ADMINISTRATION F 502 charts/labs completed. No other
$S=D omitted tabs identified.
| The facility must provide or obtain laboratory 3. Staff re-trained on lab process, by
services to meet the needs of its residents. The 05/08/11; training provided by the
facility is responsible for the quality and timeliness Director of Nursing, Education and.

; revealed the DON was responsible to schedule
lab tests to be obtained. The policy/procedure

of the services.

Based on record review and interview, the facility
failed to obtain laboratory services as ordered by
the physician for one of seventeen sampled

noted the charge nurse was responsible to check
cff the log when the lab test results were reported
to the facility. The pelicy/procedure further
revealed the DON was responsible to conduct a
monthly and/or quarterly audit to ensure lab tests

training director or the Assistant
: Director of Nursing. -
i . . Binders established with individual
: ;';ls REQUIREMENT s not met as evidenced resident lab orders per calend :
' year.

Last week of each month, labs will
be scheduled for the upcoming

residents {resident #7). month onto the lab requisition & the
lab monitoring tool form by the
The findings include: DON, ADON or charge nurse.
Any new lab orders will be _
A review of the facility Lab Services transcribed onto the current month
policy/procedure (dated February 25, 2006) Iab requisition form & the tab

monitoring tool by the nurse
receiving the physician lab order.
New lab orders will be reviewed the
Following morning or (Monday
Fellowing the weekend) during
Morning Triage meeting to ensure
acecuracy of lab requisition forms.
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| were obtained as ordéred by the physician, 4. Charge nurse will verify daily lab .
' A review of the physician’ ders dated March results compared to the lab 5/08/11
review of the physician’s orders dated Mare! _ requisition sheets for same date fo

2011 for resident #7 revealed orders for Digoxin
125 mcg to be administered daily to the resident
and for facility staff to obtain a Digoxin level every
six months for this resident. However, there was
no evidence the Digoxin level had been obtained

verify completion beginning
04/25/11. DON, ADON

will audit weekly lab requisition
forms, verify labs completed and

for resident #7 since May 17, 2010, ' results received x 4 weeks, x 2 per
, i month x 2 months then monthly.
¢ An interview conducted with the Director of ! Any identified concerns will be
: Nurses (DON) on March 23, 2011, at 8:30 a.m., Reviewed during monthly Quality
revealed the DON or designee was responsibie to Assurance Committee, revisions
review the lab test log monthly and complete a Jab made as indicated.

requisition request for the lab test to be obtained.
The DON stated when the lab test results were
received by the facility, the lab test log was
required fo be initialed, and the physician and
responsible party were {0 be notified of the test
i results. The DON stated random audits were
conducted to ensure the lab tests had been
obtained as ordered by the physician and the
Digoxin ievel had not been identified. The DON
further stated the Digoxin tevel for resident #7 had
not been obtained.

i
H

| |
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‘ The submission of this plan of correction
TYPE OF STRUCTURE: 1992 Ong-gtory doés Annt constifute an admlssu_a'n by the
. provider of any fact or conclusion sef forth
unprotected frame Type 111(200) with a i1 this stat | of defic +his ptan of
complete automatic sprinkler system throughout. in this statemenl ot Ge feicncy. s ptano
' correction is being submitted hecause il 4
A lifa gafety code survey was inifiated and ' veguired by law. .
conciuded on March 23, 2011, The findings that K-90352
foliow dermonstrate noncompliance with Title 42, 1. 991 Monitoring Station is calling f)f ‘g ,//
C_gde of Federal Regulations, 483.70 (a) et seg facility within prescribe time on all
(Life Safety from Five). Medco Center of received signals, tested on 4/17/11
Gamppeﬂswlil? was found _not in substantiai by facility Maintenance Director.
camplianos with the Requirements. for The facility is receiving calls within |
Participation for Medicers arnd Medicaid. the prescribed time (4 minutes).
‘Daficiencies ware cited with the highest deficiancy 2. 991 Monitoring Station is calling
| idaniified at ' level. ; faculnuy within preseribe time on all
K 662 | NEPA 101 LIFE SAFE1Y CODE STANDARD K 052 recelvec‘i srgna_ls, tested onudf 1711
Soer by facih_tty anteqm}ce Direetor.
A fire glarm system required for fife safety Is The faclity is recelving calls within |
installed, tested, and maintained In aocordance the prescribed time (4 ntinutes).
with NFPA 70 National Electrical Code and NFPA. 3.  Facility Nursing Home
72. The syaterm has an approved maintenance Administator and Director of :
and iasting program complying with applicable 4 Maintenance will provide the 911}
requirements of NFFA70and 72. 9814 Monitoring Station their personal i
: cell phone numnbers to eqsure l
contact with the facility.
4, TFacility Maintenance Director will
complete monthly test of the fire |
alarm automatic dialer panel and i

verify apprepriate “trouble” signals
are received. Any identified .
concerns will issues will be ropaired |
immediately znd preseuted to i
Quality Assucance for review and |
revigions as indicated. Quality :

- Assurance Committee will be made
up of facility Maintenance Director,
Housekeeping Director, Director of

u&aomro?:ﬁcmm oR precmogpmm REPRESENTATIVES SIGNATURE 3

e —— e
(%8} OATE

Ly

Nursing and Administrator.

——aat 1>

y

Any deficlency Leatament andlng with an asterisk (%)
piher safeguerds provide sufficient protection to the pafients.
fallewing. the date of suvey whether or rot a plan of correction is provided.

denotes a deficiency which the Instiution may be excusad from corraciing providing 1 is detarvainad that
{See instructions.} Excapt for rursing homes, the findings diatad above gre disclosatie BO days
For nursing hames, the above findings and plana of correction e disvlossble 14

days following the date (hese documents are mada available 1o tha facilly, If dsficlenclas are oited, an approved plan of cotrection I& renuisite to cantinued

prog fam partcipation.
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B Upon receipt of trouble signais or other slgnais

Confinued From page 1

functioned as required by NFPA standards. This
deficlent practice affected four of four smaoke
compartments, staff, and all of the residents, The
facility has tre capacity for 87 beds with a census
of 82 ori the day of the survey.

‘The findings include:

Obsarvalion during the Lite Safety Code sSurvey
on March 23, 2011, at 11:05 a.m., with tha
Director af Maintenance (DOM) revealed & test of
the fire alarm automatic dialer panal sent a
touble signal to a continuously occupied location
within the facility, however, the monitoring statior
clid riot contact the facility of this phone line fallure
s required. A call to the monitoring station at
11:20 a.m, on March 23, 2011, by the DOM
revealed the monftoring station did not have
instructions to aofify the facliity of this phone line
fallure. -

An intarview with the DOM on March 23, 2011, at
11:05 a.m., revealed the facility nad received calls
in the past by the monitering campany far other
trouble signals but was not awars the monitoring
station did not contact the facliity for 2 phone line
faillure signal,

Reference: NFPA 72 (1999 Edition).
5-2.6.1.4

pertaining solely to matiers of equipment
maimenance of the fire alarm systerns, the
central station ghall perform the following actions:
(1) *Communicate immediately with persons
designated by the subscribar

AS26.1.4(1) -

The term imimediataly in this context is intanded

K G52 :6/'5/’//

i

Receiv‘eé
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to mean "withoul unreasonable delay.” Routine
handling should take a.maximum of 4 minutes
irom recelpt of a rouble signal by the: central
station urit inifiation of the investigation by
telzphona.

6-53.2.1.62
The following requiraments shalf apply to all
combinations in 5-5.3.2.1.8,1;

{1} Both channeis shali be supervisedin a
maznner approved for the means of fransmission
employed. _ .
{3} The failure of either channel shall send a
treuble signal on the other channel within 4
minutes. .

{8) Failure of telephone lines (numbers) or
cellular service shall be anrunciated locally,
NFEPA 101 LIFE SAFETY CODE STANDARD

Electrical wiring and equipment is in accordance
with NFPA 70, National Elgctrical Gode, 9.1.2

This STANDARD isnot met as evidenced by:
Based on observation and interview, the faciiity
faBed to ensure that electrical wiring was ‘
maintained gs required by NFPA standards. This |
deficient practice affected one of four smoke
compartmente, staff, and approximately thirty
residents. The facility has the capacity for 67
beds with a census of 82 on the day of the
sarvay, : .

The findings include:

| During the Life Safety Code taur on March 23,

K 052
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| Interruption of power under fauit conditions cart

2011, from 11:48 a.m. to 12:30 p.m., with the
Director of Maintenance {DOM) an electicai
oullet located near the sink in resident room 18
was obzerved not to be Ground Fault rated
(GFCI}, GFCI recepacies help prevent
personnel from accidental shook by receptacies
located near wet argas. An Interview with the
DOM on Maroh 23, 2041, at 11:45 a.m,, revealed
the facifity had these receptacies replaced about
three or four years ago and thought the
receptaclas were GFCI rated. The DOM stated
that electrical testing was not part of the
mamrtenance schadule.

Reference: NFPA 70 (1999 Edition).

817-20. Wet Locations :

a. All raceptacles and fixed squipment within the
area of the wet location shall have ground-faut
circuit-inlerrupter protection for personnel if

be tolerated, or be served by an isolated powsr
Systern if euch inferruption cannot be tolerated,
Excaption: Branch circuits supplying enly fisted,
fixed, therapeutic and diagnostic aquipiment shall
be permitted to be supplied from & normal
grounded setvice, single- or 3-phase systemn,
provided that ‘

a. Wiring for grounded and isolated cireuits does
not occupy the same raceway, and

b. All conduetive surfaces of the equipment are
grounded,

b. Where an isolatad power system is utiized, the
equipment shall be listed for the purposs and
installed so that it meets the provisions of and is
in accordance with Section 517-160.

FPN: For requirements for installation of
therapeutic pools and tubs, see Part £ of Article
680.

STATEMENT OF DEFICIENCIES (X1) PROVIQER/SUPFUER/CLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND BLAK OF CORRECTION IDENTIFICATICN NUMBRR: COMPLITIED
. A BULDING o1 - MIAIN BUILDING 01
B WING
185330 03/2312011
NAME OF PROVIJER OR SUPPLIER BTAEET ADDRESS, CITY, STATE. 2I° CODE
1880 OLD GREENSBURG ROAD
MEDCO CENTER OF CAMPRELI_SVILLE :
CAMPBELLSVILLE, KY 42718
(x4 | SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION sy
BREFLX {EACH DEPICIENCY MUST BE PRECEDED BY FULL PREFI (EACH CORRECTIVE ACTION SMOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
K 147 : Continved From page 3 K47

b
;
H

[

. Admipistrator, Housekeeping

Rm # 1¥ repairs were completed to
oorrect ground fault receptacle on
3/28/11 by Maintepance Director.
100% gudit of resident room ground
fault receptacles has been completed
1o identify any others which needed
repairs. Any ideptified repairs were |
made. }
The Administrator will re-educate

the Maintenance Director by 5-3-

201 | related to requiremnt for

testing of ground fault recepiacles Lo
include testing of ground fault
receptacle to be performed upon any
replacement or servicing of the

device.

Malntenance Director will test

ground fanlr receptacles every 6

month and document finding.

Results will be reviewed withthe
Quality Assursnce comumnittee at the
time of § month testing, changes i
made as indicated. Quality ‘ :
Assurance Commlittes will consist

of facility Maintenance Director,

581

Supervisor and Director of Nursing,

.
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{X3) DATE BURVEY
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| connactions in each electrical receptacie shall be

3-3.3.3 Reoceptacie Testing in Patient Care Areas,
a. The physical integitty of each receptacte shall-
be confirmed by visual ingpection. .

b. The contlnuity of the grounding circuit in each
elecirical receptacle shall ba verified.

¢. Correct polarity of the hot and neutral

confinmed, :
d. The retention force of the grounding blade of -
each alectrical receptacie (excapt locking-typa
receplacles) shall be not less than 115 ¢ (4 0z)

3-3.4.2.3 Malntenance and Testing of Etectical -
System,

&. Testing Inteival for Receptacles in Patient Care
Areas, :

1. Testing shall bs performed after initial
installation, replacement, or servicing of the
device,

2. Additlonal testing shall be parformed at
intervals defined by dooiimented performanca
data, ' :
Exception: Receptacles not isted as
hospital-grade shall be tested at intervals not
exceeding 12 montha,

A BULDMG 01 - IMAIN BULDING 01
8, WING
185330 03i3/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIF CODE
' - 1980 OLD GREENSBLIRG ROAD
MEDCO CENTER OF CAMPBELLSVILLE .
. | CAMPBELLSVILLE, KY 42718 _ -
4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIOER'S PLAN OF CORRECTION [ s
PREEIX [EAGH DEFICIGNEY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ASTION FHOULD BE COMPLETION
TAG REGULATORY OR LIC IDENTIPYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
_ . ]
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