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A standard health survey was conducted on
Febriaary 1-3, 2011, Deficient practice was
identified with the highest scope and severity
being at "F” leval.
| { An abbreviated standard survey (KY15771,
KY15772, KY15777) was also conducted at this
time. All three allegations were substantiated with : :
deficient practice identified. :
 F 187 | 483.10{g){1) RIGHT TO SURVEY RESULTS - F 167
- 88=C | READILY ACCESSIBLE '
Fl67 '
| Aresident has the right to examine the results of 3/18/201
the most recent survey of the facility conducted by L.
 Federal or State surveyors ard any plan of Criteria #1
correction in effect with respect to the facility. Results of most recent survey placed in
lain sight on 3" i
‘, The facility must make ths results available for p d.gI: ]011 ﬂoor_;ilurs?s s;atlon
‘ examination and must post in a place readily mmmedialely upon notification from
‘ accessible to residents and must post & nofice of |  surveyor on 2/3/11.
their availability,- . :
_ Criteria #2 _
o U . TSRS S — -Any—l:esident-Wa,nt.i.r.z.g_te-lee.k_at_suwe,y_._-.n —_—e
This REQUIREMENT (s not met as evidenced results would have to have asked for
by: ‘ them on 2/3/11.
Based on observation and interview, it was Criteria #3
determined the facility failed to ensure the results ‘ : : |
i { of the most recent sUrvey and the plan of i . . _ i
i | correction were readily accessible, available for A) Survey bOOk_l_S now kept in wall |
examination, and a notice posted of their . bracket near facility entrance,
i avaifability. ' B.) A sign regarding the location of the
! survey boo il
| | 'The findings include: y book was placed at facility
i entrance on 2/4/11.
| ! Observation of the facility from February 1-3,  C)Staff re-educated on importance of
i 2011, revealed the most recent survey restits location of survey book by ADON on
|~ | @ pians of correction were in a cubicle behind 1 3/4/11.

WIDER/ISUPPLIER REPRESENTATIVES SrGi\lAT URE TTLE (X6 PATE
' VLA KD L .:Qfaé:/M

f g with an asterisk (%) denotes a deficiency whish the insfitution may be extused from corracting providing it is dmern-;'ined that
5 ficient protedtion to the patiants. {See ingtructions.) Except for mursing homes, the findings stated above are disciosable 09 clays
foliowing the date of survey whether or not g pian of corvection is previded. For nursing homes, the above findings and plans af cariection are disclosable 14
days following the date these documents are mads availabls 1o the facility. If deficisncles are cited, an approved plan of correction is requisite to confinued
progrﬁnm participation,
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| F167 fh"“tt:_“;eg From paged1 - © ondt F187! D.)A letter was sent to 2l] residents .
g & third floor nurses’ desk-and were not readily ] : e :
: accassibie, nor were they available for - a}x:d ﬂleflréespons_l ble parties informing
examination without having to ask to see them. them of the location of the survey
Observation further revealed ne notice had been book.
. posted regarding the location of the previous E.) Admissions Coordinator wi]l
i survey results and the avallability of the results to .
; e viewod without the mdvidual having 1o ask t observe and log the location of the
5 sae the rasuite. survey hook daily, 5 times a week for
. 2 weeks, then weekly for 1 month,
An interview conducted with the Administrator of then monthly for 6 months.
i the facility on February 3, 2011, at 435 p.m,,
: revealed the book with the survey results was S
’ usually located on the top of the third floor nurses’ Criteria #4
desk. The Administrator stated the facility had
been decorating fgr Vatan;ine‘s Day and her’sl;a Findings will be brought to the Quality
felf the book had been behind the desk at tha :
time and should not have besn. The Assurance mef:.tmg monthly for 6
Administrator further revealed he/she was months for review and development of
unaware a hotice had not been posted regarding action plan if indicated to ensure most
the location of the survey resulis and the recent survey results are easily
availahility to be examined without individuals .
' accessible.
having fo ask to see them. .
F 2041 483.12(a)(7) PREPARATION FOR F 204] 3/18/2011
A facility must provide sufficient preparation and
f orientation to residents o ensure safe and orderly Criteria #1
l transfer or discharge from the facility. (
I
! This REQUIREMENT is not met as evidenced Resident # 18 was discharged from
by: the facility on 01/03/2011.
: Based oh record review and Interview, the facifity
; failed to provide sufficlent preparation and
! orientation to ensure a safe and orderly discharge
| from the facility for one of nineteen sampled
] residents. Resident#18 was discharged from the
facility on January 3, 2011, without preparation or
refarral fo ensure a safe and orderly transition.
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The findings include:

A review of the medijcal record for resident #18
revealed the residant was admitted {o the facility
on December 18, 2010, with diagnoses that
inciucled Demantia, Anxiety, Cershral Atrophy,
Coronary Arfery Disease, Depression,
Hypertension, Urinary Incontinence, Atrial
Eibriltafion, Gastroesophageal Reflux Disezse,
Rheumatoid Arthritis, and Hypothyroidism. A
comprehensive admigsion Minimum Data Set
(MDS) assessment with an assessment
reference date of December 31, 2010, was
completed by the faciliy. Resident#18 was
as5685ed to exhibit short and long-term memory
problems and to have moderately impaired
cognitive skills for daily decision-making. The
resident was further assessed to exhibit
disorganized thinking and difficulty focusing
attention at imes, howaver, these patterns
fluctuated according fo the MDS. Resident #18
was also assessed to exhibit verbal behavioral
symptoms directed at others one to three days a

resident or others at significant risk for physical
injury, or significantly interfered with the resident's
care, participation in activities, or significantly
infruded on the privacy or activity of others.

A raview of the nurse's notes dated January 1,
2011, at 8:30 a.m., revealed resident #18's
roommate was yelling for help. When stafi
arrived resident #18 was over in her/his
roommate's area and the roommate had red
marks on the forehead, the bridge of the nose,
and the chin with nd open areas noted. The
nurse's notes further revealed the residant was
assisted back to bed and the physician, '

Fweelk—None-of the-dentified-symptorms-patthe. - «f .

: Criteria # 2
|
; Clinical records of all residents

' i discharged to home from 09/01/2010
‘_thmugh 02/22/2011 reviewed by the
.nterdisciplinary team for discharge
planning. Review consisted of
Physician’s order for discharge,
referrals to community services,
Pharmacy notification,
education/instructions, and physical
assessment prior to discharge.

Criteria #3 |

A} Social Services Director re-
educated on discharge planning to
home, both planned and imunediate by
-'Regional Quality Specialist on
"2
B) Licensed staff re-educated by
Director of Nursing/Assistant Director
of Nursing on resident discharge
preparation and orientation to ensure a

safe and orderly dzscharge to home on
3/4/11.
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responsible party, Adult Protective Services, and
the Director of Nursing (DON) were notified.
There was no evidence any additlonal incidents
occurred,

A review of the Social Service hotes dated
Monday, January 3, 2011, revealed the Social
Worker (SW) called resident #18's son to inform
him the resident was being discharged
immediately due to the incident that ocourred on
Saturday, January 1, 2011. Further review of the
S5 note revealed the resident's son asked the
SW if he could make some calls before resident
#18 was released. The resident's son callad the
SW pack with tefephone numbers of faciliies
near his home. The resident's son called back
again and told the SW to go ahead and send
resident #18 to his home.

A review of the facility's

Transfer/Discharge-Outside the Fadility, revised
July 2009, revesled fransfers or discharges
initiated by the facility and not by the resideni may
" require the completion of a state specific process

- --and-documentation—Federal-regulation-required--1

that a facility may cnly transfer or discharge a

i resident in the following circumstances; Transfer
of discharge is necessary to meet the needs of
the resident and cannot be met in the facility;
Transfer or discharge is appropriate because the
health of the resident has improved sufficiently
that the resident no longer reguires sarvices of
the facility; Health and/or safety of individuals in

| the facility would be endangered; The resident

has falled o pay for services or the facility ceases
to operate.

A review of the physician's progress hote dailed
January 3, 2011, revealed the physician wrote,

months.

documentation and referrals
made, '

Criteria #4

OCCUrs.
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{
d

C.)Prior to discharge home, resident
records will be reviewed by Inter
Disciplinary Team to ensure -
appropriate documentation is present
tand referrals are made as needed for 6

D.) DON/ADON will review records
of residents discharged home monthly
for 6 months to ensure appropriate

have been

Findings will be brought to the Quality
Assurance meeting monthly for 6

- months for review and development of
“action plan if indiceted to ensure a safe
o onoce o+ B06-OTEerly-dischargefrom-the-faciljty — -
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"Resident #18] has had combative behavior.
The resident has assaulied two staff members
and a resident. Due to this combative behavior
the resident's neads will be better served ina
behavior unit.”

An interview with the Administrater conducted on
February 3, 2011, =t 11,00 a.m,, revealed the
Adrrinistrator and the Interdisciplinary Team met
on Monday, January 3, 2011, and based on the
resident's "violent” behavior on January 1, 2011,
decided to discharge resident #18 immediately.
According to the Adiministrator, the facility did not
implement any intarventions following the
behavior displayed by resident #18 on Saturday,
January 1, 2011, until Monday, January 3, 2011,
when the IDT met. The Administrator stated
gither every 15-minute checks or one-to-one
cbservations should have been deone, however,
there was no evidence any special precautions
wera nitiafed. According to the Administrator,
other residents in the facility had combafive
behaviors, but not to the extant of resident #18's
combative behaviors. The Admihistrator stated

require evaluation by a physician or emergency
treatment. The Administrator further stated the
IDT did not consider referring the resident to a
‘behavior unif as recommended by the physician,

An interview conducted with the DON on
Eebruary 3, 2011, at 1:00 p.m., revealed the DON
was not present in the facility, but was nofified of
the incident by staff on January 1, 2011, between
resident #18 and the roommate, The DON stated
she gave instructions fo separate the residents,
but did not direct staff to initiate every 15-minute
checks or one-fo-one observations. The DON did
not believe resident #18 was a thraat to other

-the-resident who-was-hit-by-rasident- #48-did-net- [~ v o olerme i
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: residents for the two days without special
o supenvision. The DON further stated the
roommate’s yelling may have caused resident

; #18 to be agitated that day. The DON stated she
wag bhable to remamber if the IDT discussed
sending a “violent" resident home, or if & home
health referral was made, or if the physician's
recommendafion was discussed, The DON
stated the |DT should have attempted fo refer
resident ¥18 to a behavior unit as suggested by
the physician. .

An Interview with the facility's Social Worker (SW)
i conducted on February 3, 2011, at 10:45 a.m.

1 and 1:35 p.m., revealed the SW was informed by
the Administrator on Monday morning, January 3,
b 2011, to fssue an immediate discharge order for
resident #18 due to the incident that occurred on
Saturday, January 1, 2011. The SW stated she
called the resident's son fo inform him of the |
immediate discharge and he asked for some time
| to find a piace for the resident. The SW stated
she did not @sk the son if he was able to care for
the resident or if he was able to purchase the

- e e et s Tredications or e knew how torrmmme e s e e e S s
administer medications. The SW further stated
she “ust agsumed" he could care for the resident.
: The SW also stated she did not attempt fo assist
i the resident to find placement sven after the

| ' resident’s son provided telephone numbers of
local facilities. ;

An interview with the resident's son conducted on
February 2, 2011, at 8:00 p.m,, and February 3,
2011, at 315 p.m., revealed the facility called him
on Monday moming, January 3, 2011, to inform

! him that resident #18 was being immediately
discharged from the facility due to violent |
' behavior which occurred en January 1, 2011, ‘
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Continued From page 6

The san stated he told the facility staff neither he
nor his wife was physically abie to care for the
resident. The residenf's son ststed he asked tha
facility staff 1o allow him some time to aftempt to
find placement for the resident, which they agresd
to do as long as the discharges was January 3,
2011. The resident’s son was unablé to find a
place on such short nofice. The son stated he
finally calied the facility back and told them to
send the resident to his home. The facility agreed
to call the rasident's medications to the pharmacy
near the zon's home. ‘According fo the resident's
aon, the resident arrived at his home at 1100
p-m. on January 3, 2011, and was extremely
anxious and frightened. According to tha son, the
resident arrived home without the resident's coat
or eyeglasses. The son was nol able fo obtain
the resident's medications until the following day,
January 4, 2011, as the pharmacy had not
received the prescriptions the previous evening
untit 156 minutes prior to ciosing. The resident's
sopn further stated no one had menticned referral
tfo a behavior unit to him and that he would have
been agresable if it would have helped the

keep resident #18 at home until January &, 2011,
when the resident was admitted o the hospital
with a diagnosis of pneumonia.
483.13(c)(1)(i-~(i), {c}(2) - (4)
INVESTIGATE/REPORT
ALLEGATIONSANDIVIDUALS

The facility must not employ individuals who have
been found guily of abusing, neglecting, o
mistreating residents by a court of law; or have
had a finding entered Into the State nurse aide
registry concemning abuse, neglect, mistraatment
of residents or misappropriation of their property;
and report any knowladges it has of actions by a

Tesident “According o the-sonyhe wasableto-—-| - -

F 204

F225

F225

! Criteria #1

Resident #1 8 was discharged from

facility on 01/03/2011 -

3/18/2011
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b court of law against an employes, which would
; indicate unfitness for service as a nurse aide or Criteria # 2
other facility staff to the State nurse aids registry .
| or licensing authorities. Al] self reported incidents to the State
f The facility must snsure that all alieged violations Survey and Certification Agency from
‘ involving mistreatment, neglact, or abusea, +09/01/2010 through the present audjted
including injuries of unknown source and- : by the Administrator to ensure there
misappropriation of resident property are reported | initial fcafi £1h
immediately to the administrator of the facility znd | was an inittal notificafion ot the
to other officials in accordance with State law incident and a 5 day follow up report
through established procedures (including fo the of the facility invesﬂgaﬁon_
| State survey and certification agency).
! !
? The facility must have evidence that all afleged o
| violations are tharoughly investigated, and must Criteria #3
§ prevent further potential abuse while the
investigation Is In progress. A) Administrator, Director of Nursing
The resutts of all investigations must be reported and Assistant Director of Nursing re-
i to the administrator or his designated educated on policy of self reporting by
- representative and to other officials in accordance Regional Quality Specialist on
; with State law {including to the State survey and | 2/33/11
} certification agency) within 5 working days of the | il ‘
- - - tincident; and i the-alleged violation fs-verifieg: - -1~ - ~— 1 B) Licensed staff re-educated onthe .. _|_
| appropriate corrective action must be taken. ; abuse policy by the Director of
1 Nursing./ Assistant Director of
. Nursing on 3/4/1].
This REQUIREMENT Is not met as evidenced C) Self reported incidents will be
i by: reviewed by the Administrator within
‘ Based on record review and interview, the facilly 24 howrs of initial report for timely
fafled to report an aliegation of abuse to the : . .
! appropriate state agency timely. Resident #18 notxﬁc':atxon of appropriate state
was invalved in a resident-to-resident altercation agencies for 6 months.
on January 1, 2011, howsver, this was not :
reported fo the State Survey and Cerlification
Agency immediately.
FORM GMS-2567(02-98) Pravious Versions Gbsolefe Event (D VCAWT 1 Facillty 1D; 100599 {f continuation sheet Page 8 of 33

i

Received Tine Fes, 5. 2017 2:35°H Mo, 6564

1



PRINTED: 02/17/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. D8358-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA X2y MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
H A. BUILDING
| C
B. WING
_ 185256 02/03/2011
NA:\ME OF PROVIDER OR BUPPLIER STREET ADDRESS, GITY, STATE, ZIF GODE
i 200 NURSING HOME LANE
y W N ND REHABILJ TER
PEARKVIE URSING A I ABILITATION CEN PIKEVILLE, KY 41504
- X4y ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROWVIDER'S PLLAN OF GORRECTION X8)
PREFIX |°  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
| TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATS il
; 5 DEFICIENCY)
F 225 | Continued From page 8 F 225
The findings include: L
Criteria #4

A review of an investigation regarding a
resident-to-resident altercation which sccurred on

January 1, 2011, revealed the incident was Findings will be brought to the Quality

reported to Adult Proteciive Services but not fo Assurance mesting for review and
: the State Survey and Certification Agency . | development of action plan to epsure
immediately as required. ' that self reported incidents are called
According to the investigation, on January 1, to the Sfate S'urvey and Certification
: 2011, a staff nurse heard a resident call for help Agency in a timely manner, monthly
! and found resident #18 standing over the bed of for 6 months.

another resident. The cther resident had
reddened areas on the face, however, no cpen
areas were idenfified. The staff separated the :
residents and no further incidents occurred. The | - oo
investigation further revealed the rasident with the
feddened areas developed discolored/bruised
areag. According to the invastigation both

{ residents were alert and orfented to nama only
and no history of physical violence had been
known for either resident.

An inferview conducted with the staif nurse on
~ i February 3201 trat 1125 s ms revealed-he——f ...
staff nurse notified the Director of Nursing (DON)
when the Incident occurred on January 1, 2011,
and was instructed to notify the physician, _
responsible party, and Adult Prolective Sarvices.

i The staff nurse stated he/she was not instructed

| to call the State Survey and Certification Agency,

: An interview with the DON conducted on

! : February 3, 2011, at 1:00 p.m_, revealed the DON
: was not present in the facility when the incident -
5 : oceurred. “The DON stated she was nofified by

| i telephone of the Incident by staff and instiucted

' the staff member to notify Adult Protective

: f Services. The DON stated she called the State
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: . Survey and Certification Agency and left a :

! message on the voice mail of one of the
i surveyors, The DON stated she did not foliow up ' :
t on Monday, January 3, 2011, to ensure the , :
message was deliversd and there was no i
evidence the ¢call was made,

An interview with the Stafe Surveyor on February
3, 2011, at 1:30 p.m_, revealed the Surveysr did
not have a voice mail regarding this incident.

i An interview with the Madical Records (MR) staff
conducted on February 3, 2011, at 12:55 p.m.,
revealed the MR staff faxed a summary of the
investigation to the Stale Stitvey Agency on
January §, 2011, five days aftar the incident
occumed. The MR stated hefshe did not jnitiafly
report the incident because the incident occurred
over & weekend and the MR was not on duty.

F 250 | 483.15(g)}(1) PROVISION OF MEDICALLY F 260 :
ss=n | RELATED SOCIAL SERVICE - 3/182011

F250 !

The facility must provide medically-reiated social -

'| services to atiain or maintain the highest .

Tt ""‘ [ _pra_cﬁaﬁm‘e‘phygiﬁa'lf‘rﬁenfa_lraﬂ‘d"psyd‘IOSOCia|"_ R B Cn'tena’#“]“““ e
! well-being of each resident,

Resident #18 was discharged froni the
facility 01/03/2011 |

This REQUIREMENT fs notmat as evidenced }
| by:
Based on inferview and record review, the Tacility t
faited fo provide medically related social serviges |
for one of nineteen sampled residents. Resident
‘» #18 was discharged from fhe facility with no
evidence that Social Services assisted the
resident/family with discharge pianning and/or
making referrals from outside entities.
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The findings include:

A review of the medical record for regident #18
revealed the resident was admitted ta the facility
on December 18, 201D, with diagnhoses that
included Dementia, Anxiety, Cerabral Atrophy,
Coronzry Artery Disease, Depression,
Hypenension, Urinary Incontinence, Afrial |
Fibrillation, Gastrossophageal Reflux Disease, |
Rheumatoid Arthritis, and Hypothyroidism. A
comprehensive admission Minimum Data Set
{MDS} agsessment with an assessment
reference date of December 31, 2010, was
completed by the facility. Resident #18 was
assessed to exhibit shorl and iong-term memory
problerns and to have moderately impaired
cognitive skills for dally decision-making.
Resident #18 was also assessed to exhibit verbal
behavioral symptorns directed at others one to
three days a week. The resident was further
assessed to be frequently inconfinent of bowel
and bladder, to be unsteady and require human
assistance with transitions and walking. In
addition resident #18 had a Stage IV pressure

e, way wiEly dependent on-staff-for-bathing—~4— - - -}

and hyglene, and required a pureed dist

A review of the physician's progress note dated
January 3, 2011, revesled the physician wrote,
"[Resident #18] has had combative behavior.
The resident has assaulted two staff members
and a resident. Due fa this cambative behavior
the residenf's needs will be better served in a
behavior unit."

A review of the Soclal Service notes dated
Menday, January 3, 2011, revealed the Social
Worker (SW) called resident #18's son to inform
him the resident was being discharged

{
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Criteria #2

outside entifies.

Criteria #3

Clinica] records of all residents
discharged to home from 09/01/2010
through 02/22/2011 reviewed by the
‘interdisciplinary team for discharge
planning. Review consisted of
presence of documentation that the
Social Services Director assisted
resident/family with discharge
planning and/or making referrals to

A) SociaI-Services Director re-
_educated by Regional Quality

2/23/11,

on 3/4/11.
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Specizalist on discharge planning on

B} Licensed staff re-educated on
policy for discharge planning and .
discharge instructions by Director of
Nursing/Assistant Director of Nursing

C) Prior to discharge home, resident
records will be reviewed by the Inter

|
l
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immediately due to the incident that occurred on
Saturday, January 1, 2011. Furiher review of the
S8 note revealed the resident’s son asked the
SW if be could make some calls before resident
#18 was released. The resident’s son called the
SW back with telephone nurnbers of faciiities
near his home. According to the note, the
resident's son called back again and fold the SW
o go ahead and send resident #18 to his home,

According to the nurse's notes, resident #18 was
discharged from the facility on January 3, 2011, at
7:00 p.m. '

A review of the Post-Discharge Plan of Care
revealed the resident was given the name and
phone number of the district ombudsman and
instructions to "follow up with your primary Dr, as
so0n as possible.” The "Community Resources
and Services Planning" section of the Plan of [
Care was blank with a line marked through it
Further instructions included to blenderize foods,
avoid 5alt, and apply diaper rash cream fo the
butfocks three times a day. A list of 24

| edications 16 be given daily was ncluded o e -

There was no signature on the form o indicate
who had prepared or who had received these
instructions.

| An inteiview with the Administrator conducted on
February 3, 2011, at 11.00 a m,, revealed the
Administrator and the Interdisciplinary Team
(IDT) met on Monday, January 3, 2011, and
based on the resident's behavior on January 1,
2011, decided to discharge resident #18
immediately. The Administrator further stated the
IDT did not consider refaring the resident to a
behavior unit as recommended by the physiclan
or obtaining any other services for resident £18,

. .,A_frommthqfaeﬂimqqcuxs._.w_‘

9@1 ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN QF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

‘ DEFICIENCY)

F 280 | Continued From paga 11 F 250

Disciplinary Team to ensure

appropriate documentation is present

and referrals ate made as needed for 6
“months. :

D.) DON/ADON will review records

of residents discharged to home

'monthly for 6 months to ensnre

iappropriate documentation and
referrals have been made.

Criteria #4

A.) Findings will be brought to the
Quality Assurance meeting monthly
for 6 months for review and
development of action plan if indicated
to ensure a safe and orderly discharge

i
{
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" | son was unable to find a place on such short
“notice-and stated-he-finally-called-the-faciity-bagk—{ —- - -

. DON stated the [DT should have attempted to

An interview conducted with the Director of
Nursing (DON} on Fabruary 3, 2011, at 1:00 p.m.,
réveaied the DON was unable to rermember if the
IDT discussed sending a "vickent’ resident home,
or if 2 home health referral was made, or if the
physician's recommendation was discussed. Ths

refer resident #18 to a behavior unit as suggested
by the physician.

An interview with the resident's son conducted on
February 2, 2011, at 3:00 p.m., and February 3,
2011, at 3:15 p.m., revealed ihe facility called him
on Monday morning, January 3, 2011, 1o Inform
him that resident #18 was bzing immediately
discharged from the facility due fo viclent
behavior which had cccurred on January 1, 2011.
The son stated he told the facility staff neither he
nor his wife was physically able to care for tha
resident The resident's son stated he asked the
facility staff to allow him some time to attempt to
find placement for the resident. The resident's |

and {old them to send the resident to his home.
The facility agreed to call the resident's
medications to the pharmacy near the son's
horme. Accarding to the resident's son, the
resident arrived at his home at 11:00 p.m. on
January 3, 2011, and was extremely anxious and
frightened. According to the son, the resident
afrived home without the residents coat or
eyeglasses. The son was not able o obtain the
resident's medications until the following day,
January 4, 2011, as the phamacy had not
received the prescriptions the previous evening
until 15 minutes prior ¢ ¢losing. The resident's
son further stated no one had mentionad a
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referral fo a behavior unit to him and that he
would have been agreeable if it would have
helped the resident The resident was admitted
i to the hospital with a diagnosis of pneumonia on
January 5, 2011.

An interview with the facility's Social Warker {(SW)
conducted on February 3, 2071, at 10145 a.m,
and 1,35 p.m., revealed the SW was informed by
the Administrator on Monday morning, January 3,
2011, fo issue an immediate discharge order for
resicdent #18 due to the incident that occurred on
Saturday, January 1, 2011. The SW stafed
he/she called the resident's son to inform him of
the immediate discharge and he asked for some
time to find a place for the resident. The SW
stated sha did not ask the son if he was able to
care for the resident, if he was able to purchase
the resident's medications, or if he knew how fo
adrninister medications and care for the resident.
The SW further stated she "just assumed” he
could care for the resident The SW also stated
she did not attempt to assist the resident to find
placement in another faclhty ormth obtalmng

£83.20(k}3)(} SERVICES PROVIDED MEET
FROFESSIONAL STANDARDS

" The seérvices provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met &s evidenced
by:

Based on observations, intehviews, and record
reviews, it was determined the facility falied to
follow physician's orders for three of nineteen
sampled residents. Resident #1 was not provided

| with a personal alarm which had been ordered by |
. |

F 2580

F 281

F281

i Criteria #1

A) Resident #1 had Physician order

review on 2/2/11 with personal alarm!

administered per order.
B) Resident #4 had Physician order
review on 2/2/2011 with Oxygen

| administered per order.

3/18/2011
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: resident #1 was admitted fo the facility on

: Seizure Disorder, Anxiety, Mypertension, and

the resident's physician. Resident #4 was not
administered oxygen therapy as orderad by the
physician. Resident #8 had & physician's order to
be providad a Magic Cup with the dinner meal,
and this was nof provided.

The findings include:
1. A review of the medical record revealed
; February 20, 2010, with diagnoses of tmmobility,

Constipation. A review of the physician's orders
dated February 20, 2010, revealed a physician's
order for resicant #1 to have a bed alarm and
personzl alarm at all times, Further review of
monthly physician's orders from the admission
date to current (February 1, 2011) revealed
resident #1 was ordered a bed alarm and a
personal alarm at all times.

Observation on February 2, 2011, at 9:00 a.m.,
revealed residant #1 was sitting up in a padded
wheelchair. Further observafion revealed

attached and no personal alarm was observed in
resident #1's room. Registered Nurse (RN) #2
conducted an cbservation with the surveyor on
February 2, 2011, at 9:05 a.m. RN #2 confirmed
resident #1 did not have a personal alarm. RN #2
revealed he/she was aware the resident required
a bed alarm, however, was unaware a personal
alarm was ordered for resident #1.

An interview conducted on February 2, 2011, at
10:00 a.m., withy the Administrator revealed the
Mirimum Data Set (MDS) Coordinator documeants |
any intervention/physician’s order on the care E

plan. The MDS Coordinator then complefed a |

reEsient# T did nct havea personalalarm - - enfs o oo

C) Resident #9 had Physician’s order
reviewed on 2/2/2011 with Magic Cup
placed on tray.

s
!

Criteria #2

|A) Clinical records reviewed for safety
alarms, oxygen settings and
supplements to include Magic Cup to
be provided on trays.

B) Physician notified for clarifications
of orders if indicated

C) Care plans reviewed and revised.

Critenia #3

A) Licensed staff re-educated by the
Director of Nursing /Assistant Director

v -+ of Nursing-on-impertance of following ... _.|

physician orders on 3/4/11.

B) Unit Managers will monitor and log
safety alarms placement and function,
oxygen setfings, and supplements on
trays once daily 5 times a week for 4
weeks, then weekly for 6 months.
Discrepancies will be reported to the
Director of Nursing for development
of action plan if needed.

FORM CMS-2587(02-85) Pravious Versians Dbsolte

Event ID:VC4W11

Recejued Time Feb. 25, 2011 2:35PW No. 6564

Fagllity i&: 100695 I continuation shest Page 18 of 33



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERGS FOR MEDICARE & MERICAID SERVICES

PRINTED; 02/17/2011
FORM APPROVED
OMB NO, 0938-0381

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUlMBER:

185256

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

[X3) DATE SURVEY
COMPLETED

B. WING

C
02/03/2011

NAME QF PROVIDER OR SUPPLIER

PJE-lRKVIEW NURSING AND REHABILITATION CENTER

-~ 200 NURSING HOME LANE
PIKEVILLE, KY 41501

STREET ADDRESS, GiTY, STATE, ZIP CODE

(¥%4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D PROVIDER'S PLAN OF CORRECTION

(X5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE com;:% oM

TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY) i

F 281

I Atrial Fibrillation; Depression;-and-Anxdety: — - |

_i resident #4 had an order for oxygen to be

Continued From page 15

communication sheet with the care plan
interventions and sent the communication sheet
to all relevant staff. The Administrator further
stated the CNA Preceptor should have recefved a
commurication sheet with orders for resident #1 |
tc have a bad alarm and perscnal atarn at al
times. The Adrninistrator stated the CNA
Preceptor should have documented this
information on the Certified Nurse Aides' (CNA)
daily assignment sheet. During this interview with
the Administrator, the CNA Preceptor entered the
room, and revealed he/she was unaware resident
#1 had a physician's order for a personal alarm.
The CNA Freceptor could not provide daily
assignment shzets, shefhe stated the assignment
sheets were shredded at the end of 2 24-hour
shift, and then the CNAS received a new
assignment sheet.

2. A review of the medical record for resident #4
revealed resident #4 was admitted to the facility
with diagnoses to Include Generalized Muscie
Woeakness, Alzheimer's Disease, Hyperfension,
Diabetes Mellifus, Gastroesophageal Refiux,

A review of the physician's orders reveaied

administered at two liters per minute.
Observation of resident #4 at 4:00 p.m., 4:25
p.m., 5:45 p.m., and 6:25 p.m. on February 1,
2071, and further observations at 8:40 a.m., 9:38
a.m., 10:30 a.m., and 11:37 a.m. oh February 2,
12011, revealed oxygen was administered to
resident #4 at three liters per minute.

An interview was conducted with a Licensed
Practical Nurse (LPN} at 4:50 p.m. on February 2,
12011, The LPN reviewed the physician's orders

;

F 281

Criteria #4

Findings will be brought to the Quality
Assurance meeting monthly for 6

{ months for review and development of
action plan if indicated to ensure
Physician orders are followed.
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; for resident #4, and the LPN confirmed the

physician's order for oxygen for resident #4 was
to be administered at two fiters per minute. .
Mowever, the LPN was unable to explain why the
oxygen had been administered to resident #4 at
three jiters per minute.

3. Areview of the medical record for resident #9
revealed the resident had besn admitted fo the
facility on February 8, 2005, with diagnoses to
include Mental Retardation, Gasfroesophageal
Reflux, Malzise, and Fatigue. A raview of
resident #9's physician's orders dated January 14,
2011, revealed an order to provide a Magic Cup
with the dinner meal,

Observation of the dinner meal on February 1,
2011 and February 2, 2011, revealed the resident
was not provided a Magic Cup on his/her tray,

An interview conducted with the Dietary Manager
(DM for the facility on February 2, 2011, at 5:00
p.m., revealed the Dietary Dapartiment had not ]
been notified of the physician's order dated i

T TNy 207, toprovidera Magic Gup withr o s s s oL
: the dinner meal. The DM stated the nurse taking S

the order was responsible to ensure the diet order .

change was communicated to the Dietary { ;
Department by filling out a communication sheet : ) ;
and placing the sheet in the box provided outside
the Dietary Department.

An interview conducted on February 2, 2011, at
8:10 p.m., with the Registered Nurse (RN)
responsible for taking the physician's order for the
Magic Cup to be provided to resident #3, revealed
the RN did not remember taking the physician's
order. The RN further stated hefshe shouid have
writtan the diet order change on a communication
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F 281 Continued From page 17 F 281
; slip and ensured the sfip was placed in the box
outside the Dietary Departiment. The RN stated if-
was his/her responsibility to ensure the order was
sent fo the Dietary Department and was unsure
whiy the order had not been sent.
F 309 483.25 PROVIDE CARE/SERVICES FOR F 308 3/18/2011
88=p | HIGHEST WELL BEING .
Each resident must receive and the facility must i
; provide the hecassary care and services to attain | F309
i or maintain the highest practicable physical, ‘
; mental, and psychosocial well-being, in : o
_ accordance with the comprehensive assessment | Criteria #1
: and plan of care. ] )
E Bedside commode cleaned af time of
surveyor notification on 2/2/11.
This REQUIREMENT is not met as svidenced
by:
Based on observation and interview, it was
determined the facility failed to provide the Criteria #2
necessary care and services 10 attain/maintain
the highest practicable physical, mental, and .
; psychosocial well-being for one of nineteen A) All bedside ccarr.unod&?s assessed for
| T sEmplad residents. Resitiant #4- was observedon ~ - - ——i-cleanliness-and-disinfectionand._..__.______
February 2, 2011, lying in bed for more than two . cleaned/disinfected if needed on 2/2/11.
hours with the roommate's bedside commode .
(uncovered) containing feces within four feet of ..
resident #4's head. Criteria #3
The findings include: A) Nursing staff re-educated on use and
A review of the medical record for resident #4 cleaning of bedside commodes ADON
revealed resident #4 was admitted to the facility on 3/4/11.
with diagneses to include Generalized Muscle
Weakness, Alzheimer's Disease, Hypartension,
Depression, and Anxiety. Further record review .
revealed resident #4 responded to verbal stimuti ‘
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F 309 | Continued From page 18 _ F 308| B) Unit Managers will observe

cleantiness of bedside commodes

Observation of resident #4 at 9:30 a.m, on ran domly, daﬂy 5 times a week for 1

Fabruary 2, 2011, revealed the resident was

awake, lying in bed, and responded 1o verbal month, then weekly for 3 monﬂ}s. Any
stimuli by moving the resident's eyes toward the issues will be addressed immediately
speaker. Further observation revealed resident with education. Results of observation
#4's roommate had & bowel movement and : :
urinated prior to 9:30 a.m. on February 2, 2011,in will be brought to I?ON for
| & bedside commode (BSC) which was located ‘ development of action plan as needed.

! approximately four feet from resident 24's head.
; ' Criteria #4
| Further observation at 11:05 a.m. on February 2, . .
{ 2011, revesled feces and urine remained in the Lo ] ‘
: roommate’s BSC. However, a piliow had been t A) Findings will be brought to the
placed on the BSC top. Quality Assurance meeting monthly for

6 months for review and development

An inferview was conducted with the roommate of . T
resident #4 at 11:30 a.m. on February 2, 2011. of action plen if indicated to ensure

The roommate stated that he/she had urinated necessary care and services are
and had a bowel movement in the BSC prior to . provided.
going to the group interview at 8:30 a.m. on
February 2, 2011,

An interview was condueted with the cerfified
~inirse-assistant-{CNA) responsible-forresident #4-| — .o oo : B S S -
&t 11:37 a.m. on February 2, 2011, The CNA
stated hefshe had just cleaned the BSC for the
roommate of resident #4. The CNA stated hefshe
thought anothar CNA had already cléaned the
BSC and that was the reason it had not bean

} cleaned earlier, . : .

F 364 | 483.35(d){1)(2) NUTRITIVE VALUE/APPEAR, F3s4! F364 37182011
88=f | PALATABLE/PREFER TEMP .

B
1
{
i

Each resident receives and the facitity prowd% Criteria #1
food prepared by methods that conserve nutritive
value, flavor, and appearance; and food that is A) Replacement trays were offered
pala’rable, attractive, and at the proper iramediately. i
temnperature. i :
: : B) Coffee replacement offered f
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| Febrdary 2, 2011, revealed the food cart was

“Fahrentelt “Thepalatabiiity test-reveaied-the— - -

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, and record
revizw, the facllity failed to provide foodsfliquids
that were palatable and at the proper temperature !
during the noon mea! on February 2, 2011.

The findings include:
Observation of the noon meal servics on

delivered from the kitchen to the Long Hall on the
fifth ficor at 11:45 a.m. The last fray was
removed from the cart at 12:15 p.m., 30 minutes
after the cart was delivered to the floor. A food
ternperature and palatability fest was conducted
of tha food items from the last tray with facility
staff. The food temperatures revealed the baked
potato was 110 degrees Fahrenheit, the mixed
vegatablies wera 118 degreas Fahrenhelt, the
baked chicken drumstick was B8 degrees
Fahranheit, and the roll was 102 degrees

baked thEtD tasted warm. the mixed vege’tables
tasted warm but bland, the baked chicken
drumestick tasted fepid, and the roll tasted warm
on the inside but cold on the outsida,

in addition, coffee temperatures cbserved an
February 3, 2011, at 8:15 a.m., revealed ths
coffee temparature on the third floor was 135.6
and was cool {o {asfe,

An interview conducted with resident #3 on
February 3, 2011, at 11,55 am., revealed the
resident stated foods were frequently cold o taste
and frequently tasted bland. Resident #2 also
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F 364 | Continued From page 19 F 364 :
' Criteria #2

A) Any resident that received a tray on
39, 4%, and 5" floors from the dictary
department food carts had the potential
to receive a tray with food at improper
‘temperature, impacting flavor,
‘appearance, and nutritive value.

I

i Criteria #3

A) Nursing staff re-educated on tray
pass and importance of timeliness to
ensure proper food temnperatures by the
Assistant Director of Nursing on 3/4/11.
B) Dietary staff was re-educated on

unportance of menw/ tray seasoning by
the dietary manager on 3/4/11.

'"""GT)R“epla'ced”fat‘i“lity-plate-lﬁmater o

2/8/11.

D.)Dictary Manager will observe tray
delivery 2 meals daily for 5 days, then 5
meals per week randomly for 3 months -
to ensure timeliness of tray pass, correct
food/coffee temperatures, following of
menu seasoning and palatability of
food. Trays will be replaced as needed.
Re-education of staff will be provided
by Dietary Manager as needed
immediately.
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F 364 | Continued From pags 20 ! F3p4
: verbalized concerns related to cold coffee. ! . .
. E.) Administrator/Assistant
A group interview was conducted on February 2, Admimstrator will taste tray for
2011, at 10:00 a.m,, with 15 alert/orianted 513 :
residents. These residents reported that foods palatability and ‘:ipproprlate coffee
were frequently cold for all meals and had little temperatures 3 times a week randomly
seasoning. These residents also stated coffee on an ongoing basis.
was frequently served cold. F.) Administrator will review resident
An Interview conducted with the DM on February council minutes once monthly for three
3, 2011, at 5:30 p.m., Tevealed the food trays months to monitor resident food/coffee
should be distributed to the residents within 15 COnCerns.
minufes afer the food cart has been delivered to
the floor. The DM stated fest trays were P
¢ conducted weekly to evaluate/monitor food Criteria #4
| temperatures and/or palatability. The DM stated
the facility had identified that tray defivery Results of Dietary Manager meal
exceeded the 13-minute timeframe; however, no observation and
problems had been identified with cold food Administrator/Assistant Administ
temperatures and palatability. The DM also Musrator; Assistan nistrator
stated the facility did not have a specific test tray will be presented monthly to
policy/procedure refated to meat service. In QA committee for development of
; addition, the DM stated the coffee hrewed at acton plan as indicated
g 160-165 degrees Fahrenhelt; howaver, a review P |
e rof thercoffee temperature-logsrevealed the - = | e o m T e e e
temperatures ranged from 146-154 degrees
Fahrenheit. '
An interview conducted with the Director of
Nurses (DON) on February 3, 2011, at 5:40 p.m.,
revealed he/she monitored two meals per week
for fimsliness of tray delivery and no problems
5 had been identified. Criteria #1 3/18/2011
F 372 | 483.35(7)(3) DISPOSE GARBAGE & REFUSE F 372
=E ;| PROPERLY ‘
s§ E (Garbage removed from trash compactor
: The facility must dispose of garbage and refuse by'mamtenance Director and disposed
¢ propery. { of In County Garbage Dump on
1 02/07/2011
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“affectad.
This REQUIREMENT is not met as evidenced

by: Criteria #
Based an observation and interview, it was et 3

determined the facility failed to store garbage and

refuse properfy to prevent the harborage of A) Staff re-educated by ADON on

igiects, roden;s, roaches, dand other inselgtst; appropriate placement of trash in
servation of the facility dumpsters on February . cqs

1, 2011, revealed the large dumpster was dumpster and ensuring the lid is closed

completely fuli, 2nd was not covered. The trash on 3/ 4{ 1.

compactor had muitiple bags of garbage stacked B) Maintenance Department re-

on top of it. educated on trash compactor

maintenance and reporting of

The ﬁndings include: - . .
maintenance issues timely by

During an Initial tour of the facility on February 1, Administrator on 2/3/11.
2011, at 2:30 p.m., the dumpster was observed fo C) Maintenance Department to monitor
be completely fuil of garbage, uncovered, and proper function of trash compactor and

with multivle bags of trash Iylng on top of the

trash compactor. appropriate placement of frash in

dumpster daily, 5 times a week for 6
An interview conducted with the facifity'’s months. Any problems will be reported
Maintenance Supervisar (MS) on February 3, to Administrator immediately for

' j 2011, at 4:30 p.m., revealed the facility did not
"1 T I 'have & policy Tegarding Tash The MS stated-the |- -{development of ation plan if needed. _

facility's trash compactor had been in need of D.) Administrator to tour outside of
repair for approximately two weeks. Th_e ms ! building weekly to ensure trash is in
furﬂ:ir_ar siated the _trash Qompactor required : { compactor and lid is closed.
additional hydraulic fluid; however, the ! Criterd
temperature outside had been too cold to pour A riteria #4 )
the fluid in the trash compactor. The MS further ;&) Administrator to tour outside of
stated the dumpster should have been covered, i building weekly to ensure trash is in
and no trash should bave been placed on fop of compactor and lid is closed
the trash compactar. The MS further reveaied ST .
the facility calls the garbage company when the B) Fi'ndmgs will be brm%ght fothe .
dumpster requires emptying. Quality Assurance meeting monthly for

F 431 | 483.60(b), (d), (=) DRUG RECORDS, ~ F 431|6 months for development of action

ss=D | LABEL/STORE DRUGS & BIOLOGICALS plan if indicated to ensure approptiate

; disposal of garbage,
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of records of receipt and disposition of af
controlled drugs in sufficient detail to enable an
accurate reconciliafion; and determines that drug
records are in order and that an account of ail
controlled drugs is maintainad and periodically
reconciled,

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instrucifons, and the expiration date when
applicable.

In accordance with State and Federal jaws, the
facility must store all drugs and blologicals in
jocked compartments under proper temperafure
caonirols, and permit only authorized personnel to
have access to the keys.

The faciiity must provide separately locked,
permanently affixed compartmants for storage of

“oontrolled-drugs-listed-in-Schedulef of the- - — -

Comprehensive Drug Abuse Prevention and
Control Act of 1976 and cther drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
ba readily detected.

This REQUIREMENT is not mat as evidenced
by:
Based on observation, interview, and record

review, it was determined the facility faiied o

&ssure all drugs and biologicals are stored under |
: i

Criteria #2

on 2/3/11.

Criteria #3

3/4/11.

A) Temperature was adjusted in

. medication room on 3" floor on 2/3/11,
| B.) Albuterol sulfate was discarded and
i reordered from pharmacy on 2/3/11.

A) Temperature assessed in alf rooms
containing the storage of medications
and biologicals and al] met guidelines

A) Licensed staff re-educated by
- ..+ Director of Nursing/Assistant Director
of Nursing on correct temperature range

for med rooms and the importance of
temperature maintenznce regarding the

storage of drugs and biologicals on
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F 431; Continued From page 22 Fa431| F431 3/18/2011
! The facility must emplioy or obtain the services of )
a licensed pharmacist who establistes a system Criteria #1
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F 431/ Continued Erom page 23 F431| B) The night shift nurse will log the '
proper femperature controls. The medication medication room temperatures nightly,
room eontained two baxes of Albuterol Suifate for and complete Maintenance Tequests as
nebuiizer treatments, which were being stored at indicated for incorrect femperatures.
improper tempemature levels. . . .

C) Unit Managers will monitor
The findings includa: temperature logs weekly for 4 weeks,
Observation of the facity's medicat ithen monthly for 3 months, Any
MVELIGN O e TaCHT 1Ication room omn
the third floor of the faciiity on February 3, 2011, { 'fhscrep .anc,l es will be afldr&ssed
at 1,00 p.m., revealed two baxes of Albuterol ! immediately by education and/or
Sulfate 0.083% for nebulizer treatments were ; maintenance notification
being stored in the madication carf. The
manufacturer's labels for the drugs steted fo siore
the medications af a temperature of 36-77 L.
degrees Fahrenheit. Observation on February 3, Criteria #4
2011, at 1:00 p.m., further reveaied the
ternperature of the medication room was 83.5 | A) Findings will be brought to the
degrees Fahrenheit, :
. Quality Assurance meeting monthly for
An interview with the Unit Manager (UM)for the | 6 months for review and development
third ficor of the fagilitly conducted on February 3, of action plan if indicated to ensure
_ 2011, at 1:25 p.m., revealed temperatures were ruedications and biologicals are stored
, routinely momtored in the medication roam, - under th X t 1
. | however, the UM was unable to provide T HMie proper temperature controls.

~ = ~-documentafion-thatthe -medication-roarm--- « wme b oo g ' e i s
temperatures had been checked, nor a policy ;
regarding the checking of the medication room f
temperatures. According to the UM, the midnight ;
shift nurse was responsible for checking the |

: femperature of the medication room. The UM
further revealed the staff was required to fill out a
maintenance request form if the room
ternperature was greater than 77 degrees
Fahrenheit, The maintenance request form was
then placed on the maintenance bullefin board.
According fo the UM the Maintenance |
Department checked several times daily for
‘ communication glips.
F, 486 483.70(h) F 485,
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F 465 | Continued From page 24 . F465
88=E | SAFE/FUNCTIONALSANITARY/COMFORTABL F465 3/18/2011
‘ E ENVIRON |
The facility must provide a safe, functional, Criteria #1
sanifary, and comfortable envirenment for

residents, staff and the public, ) ‘A) Cracked tiles in room 312-2, 316
: bathroom, 404 bathroom, and sink in

This REQUIREMENT is not met as svidenced .room 409 will be repaired by 3/4/2011.

by: :B) Cracked tile in hallway between
Based on observation and interview, the facility resident rooms 315-317 will be repaired
failed to provide effective housekeeping and by 3/4/2011
maintenance services necessary to maintain a . g )
sanitary, orderly, and comfortabie interior, C) Loose sink in Central Bath 3" floor
Cracked liles were obgerved in five resident _ . was replaced on 2/14/2011.

{ rooms, cracked tile in ane hallway, one loose D) Shower Central Bath 3™ floor had

» sink, three stained bathtubs, one hard (o close :

: door to a Central Bath, four resident rooms with shower c.urta.m replaced 02 2/ i2/201 1”;

3 stained ceiling tiles, seven chipped doors to E) Tubs in Central Bath 3¢, 4% and 5
resident rooms, one chipped bathroom door, one floors were cleaned on 2/3/2011.
shower with no curtain, eight resident rooms with F) Door to Central Bath 3" floor was
torn drywall, one bathroom with tom linoleum, : :
thrae chipped closet doors in resident rooms, one repaired OI} 2/3/2011. 0 )

: loose sink baseboard, loose tile under one G) Hﬁnfil'allss Centrel Bath 5" floor will
T T Tesidentsink orie resident room withrroughrand— |~ - - - - \-be-repaired-by-34/2010— .|
‘ cracked windowsili, three ice dispensers in need H) Stained ceiling tiles in bathroom 312

of cleaning, one ice dlSpenser in which the water
did not flow frezly, one nurses' station with sharp above bathroom door and above
edges on the countertop, one resident room with window in room 309 and 320 repalred
a hole in the wall, one toilet with loose handrails, : on 2/25/2011.

and one hallway with dirly walls along both sides
of entire hallway.

The findings include:
During the environmental four of the facility on

February 1-3, 2011, the following items were
observed to be in nead of reparr;
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F 485 | Continued From page 25 F 465 | 1) Chipped doors in rooms 314, 316,
-Cracked tiles were observed in resident rooms . 320, 403, 405,407 and 416 as wel] as
312 under bed 2, 316 in the hathroom, 404 in the P el
bathroom, 405 [n the bathroom, and 409 undes- bathroom door in resident room 316
the sink, . will be repalred by 3/4/2011.
~Cracked til2 was observed in the haliway J) Drywall on wall by the window in.
| between resident rooms 315 and 317, room 308, head of bed, room 309-under
-A loose sink was observed in the Central Bath on : P
the third foor of the Tacilty. sink, 314 bathroom, wall in room 316,
-A shower in the Central Bath on the third floor of ~wall by sink in room 318, baseboard in
the facility had no shower curtain. - bathroom of room 401, under sink in
-The 1ubs in the Central Baths on the third, fourth, .1oom 409 and behind head of bad in
and fifth floors were all observed to be stained 519 ired b
and in need of cleaning, room 519 repaired by 3/11/2011. _
~The door ieading o the Central Bath on the third K) Torn linoleum in bathroom of room
floor of the facility was hard 1o close. 308 will be replaced by 3/18/2011.
~The Central Eath on the fifth flcor was observed L) Chipped closet door in rooms

with loose handrails on the foilet.

-Stained ceiling tiles ware ohsarved in the 308,405,415 will be repaired by

bathroom of resident room 312, above the 3/4/2011.
bathroom door and above the window in resident . .
foomn 308, and above the window in resident M) Loose baseboard and tile under sink
room 320, mn room 314 repajred 2/16/2011.
-Chipped doors were observed on resident room: N) Cracked and rough window sill in
: doors in rooms 314, 316, 320, 403, 405, 407, and room 315 will be repaired 3/4/2011
" A6 and thebathroorm doorof resident room-316: [~ - -~ - ermm gy —m = o g P S I
' ~Torn drywall was observed in resident room 308 O)Ice dispenser on 47 and’3 ﬂoc_n‘s

on the wal by the window, in resident room 309 at were cleaned on 2/3/2011. There is no
the head of the bed to bed 1, resident room 314 ice dispenser on 3" floor.
under the sink, resident room 316 on the P) Rough, sharp edges on ¢
bathroom wall, resident roorn 318 on the wall 01)1 qm ﬂgo or nurrges Sgtat. Qll.lltgcr top
beside the sink, resident room 401 in the : , Hon wul be
bathroom by the baseboard, resident room 409 repaired by 3/18/2011.
under the sink, and resident room 519 behind the Q) hole in wall at head of bed in room
h_?ad 'c[s_f bled of bed 1.b S nihe bath " 410 was repaired on 2/23/2011.
-Torn linoleum was observed in the bathroom o R . .
resident room 308, R) sink in resident room 506 repaired
~Chipped closet doors were observad in resident 2/3/2011 :
rooms 309, 405, and 415, S) Walls in hallway on 5" floor cleaned
~The baseboard and tile under the sink in resident on 2/3/2011.
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F 485 | Continued From page 26 F 485, Criteria #2
room 314 were loose. t A) All residents residing in facility on
-The windowsill i resident rcom 315 was (02/03/2011 have the :
observed to be cracked and rough. affected potenital to be
-The ice dispensers on the third, fourth, and fifth . .
1 floors of the facifity were in need of cleaning and B) The Maintenance Director and
were observed to have a white substarice on Administrator will make rounds of the
them. The water did not flow freely from the ice facility to list all needed repairs by
dispenser on the fifth floor, .
~The fourth floor nurses® station was observed 1o 3/4/11. They will develop a quarterly
have rough sharp edges to the countartop. plan to address any repairs noted that
-A hole'in the wall was noted in resident room 410 do not require immediate action by
at the head of the bed of bed 2. 3/4/11
-The sink in resident ropm 506 was observed to ' Criteri'a 1 l
be continuously dripping. !
| ~The walls of the halfway on the fifth floor of the A) Mﬂii}tenance staff re-educated on
facility were observed 1o be dirty and in nead of cotnpletion of maintenance repair
| cleaning along both sides of the entire hallway. request by the Administrator on 2/3/11.
Interview on February 3, 2011, at 4:30 p.m., with B) Staff re-educated on completion of
the Maintenance Supervisor (MS) revealed : mamtenance repair requests by ADON
maintenance request forms were kept atevery | on 3/4/11.
nurses' station and staff finding problems was | C) The Maintenance Director and the
raquired fo fill out a requeast form and place it on : .. - e
the Maintenance bulletin board on the second | Administrator will tour the facility
T iourof the facility~The MS stated hefshe—— o - o - ~Woekly for 1 month and then monthis..._____ |
checked for request forms frequently throughout | thereafter to note any needed Tepairs i
the day. The MS was not aware of identified Criteria #4 |
areas in need of repair. _ NI . . .
F 468 | 483.70(h)(3) CORRIDORS HAVE FIRMLY | F4e8 Findings of Administrators tour will be
SS=E | SECURED HANDRAILS i brought to the Quality Assurance
. | meeting monthly for 6 months for
The facility must equip corridors with firmiy i development of action TN
secured handrails on each side, P . P lan if indicated
i to ensure effective maintenance
; services are provided.
This REQUIREMENT is not met as evidenced ' ;
by ! ;
Based on observation, interview, and record r

review, it was determined the facility failed to

FORM CIMB-2557(2-28) Pravious Varsiona Ghsolete

Received Time Feb 25 2011 2:35PM Ko, 6564

Bvent ID:VC4W11

Fagility IC; 100589 If cantinuation sheat Page 27 of 33



DEPARTMENT CF HEALTH AND HUMAN SERVICES

PRINTED: 02/17/201

1

FORM APPROVED
ONMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

.| STATEMENT OF DEFICIENCIES (X1) FROVIDER/SUFPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (xa) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A BUILDING _
B. WING C
185258 02/03/2011

NAME OF PROVIDER OR SUPPLIER

PARKVIEW NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP COLE

200 NURSING HOME LANE
FIKEVILLE, KY 41501

[N I SUMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF CORRECTION | sy
PREFX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PRERIX (EACH CORRECTIVE ACTION SHOLILD BE ! COMPLETION

TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE

: | DERICIENCY)

F 488 | Continued From page 27 F 468! F468 3/18/2011!
equip corridors with firmly secured handrails. The '
handrail on the second floor was loose on both Criteria #1]
sides with a portion helow the fire extingisher
being broken. The handrail on the fifth floor of .

A) Hand rails on 5th floor were

the facility across from the nurses’ station was
icose.

The findings inciude:

Observations conducted during 2n environmental !
tour of tha facility on February 3, 2011, at 12:15
p.m., revealad the handrails on both sides of the
halt on the second floor of the facility were loose,
with a portion of the handrail below the fire
extinguisher being broken. The observation
further revealed the handrail on the fifth floor of
the facility, across from the nurses' station, was

loose.

An interview conducted on February 3, 2011, at
430 p.m., with the fadility's Maintenance
Supervisor (MS) revealed the MS made daily
rounds in the factity to idenfify problems requiring
rmaintenance. However, there was no evidence

The MS further revealed staff was required to fll
out a repair reguest form when a problem was
found requiring maintenance. However, the MS
siated no requests had been made for repairs to
be made to the handrails.

A review of the policy titled Maintenance Repair
Requests with no date revezled when issues
arose staff was required to fitl out a repair request
form and place it on the second floor repair
request board. The MS was required fo check
the board dally. The policy further reveaied repair
requests are addressed five days a week and a
Maintenance employee was on call seven days a

| thé MS identtied the REnrails requirsd repairg.— |~ -

T Tthe ADON o 347 T -

tightened and repaired by the
maintenance department on 02/03/2011
B) Hand rails on 2" floor were repaired
by the maintenance department on
02/03/2011 A new handrail to replace
broken one was ordered on 02/04/2011
{2nd to be delivered on 03/16/2011.
Critecia # 2 '
All residents, bave the potential to be
afiected. An assessment of all handrails
in facility was completed by
EMaintenance Director on 2/3/11.

: Criteria #3

A) Staff re-educated on identification of
need for maintenance repair request by

B.) Mamtenance Department will test 5
random handrails daily, 5 times a week
and report results to Administrator
weekly. '

Criteria #4 o
Findings of handrail andits will be

brought monthly for 6 months Quality
Assurance meeting for review and
development of action plan as indicated
to ensure handrails are secured firmly
on each side in all resident accessible

|

arcas.
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The facilify must maintain an effective pest
control program so that the facility is free of pests
and rodents,

This REQUIREMENT is nol met as evidenced
by:

Based on cbservation, inferview, and record
review, it was determined the facility failed to
maintain an effective pest contrel program fo
ensurs the facility was free of pests. Ladybugs
wars observed throughout the fourth floor of the
facilty during the survey conducted on February
1-3, 2011.

The findings include:
During the initial tour of the facility on February 1,

on the windowsill at the end of the fourth floor
hallway.

An environmental tour conducted on February 2,
2011, af 3115 p.m., revealed two ladybugs in the
windowsill of room 408, and two iadybugs in the
windowsill of roomn 420, both on the fourth floor of
the facility.

Interview on February 3, 2011, at 8:45 a.m., with
the Maintenance Assistant (MA) revealed the MA
was net eware of any ladybug problem in the
facility.

1207, &t 3:00°pIm., 2413dybugs Were obsarved ™ "

X4 1 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN GF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY UL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
488 Continued From page 28 F 468
week, Criteria #1 © 3/18/201

Fsgfg ‘é%g?ggﬁj‘gggr””s EFFECTIVE PEST P 489, A) Window at end of 4" floor hallway

| = vacuumed on 02/02/2011

B) Ladybugs removed from windows in

rooms 408 and 420 on 02/02/2011

C) Housekeeping vacuumed window

sifls throughout building on 02/02/2011
Criteria #2

All residents have the potential to be

affected. On 2/4/11 pest control was

contacted and the only recourse is to

vacuum the ladybugs when found.

Criteria #3

A) Housekeeping staff re-educated by

the Housckeeping Supervisor on

importance of pest control on 3/4/11.

B.) Each resident floor will have their

own vacuum cleaner. The housekeepers

will observe each resident room daily as.

ladybugs and vacuum them as needed.
They will check the resident common'
areas daily to vacunm any ladybugs -
‘present. They will report number and
location of ladybugs to Housekeeping
Supervisor weekly.

C.)Room rounds will be conducted
randomly throughout the day 5 times a
week by department heads to monitor

r
f
\
!

T they-clean thﬁmfor"'thepresence-of_' =

-
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F 469 | Continued From page 26 F 468 for presence of lady bugs. Any insects
An interview conducted on February 3, 2011, at obsetrved will be reported to
4:36 p.m., with the facility's Administrator , Environmental Services for di sposal.
revealed Housekeeping had been sweeping Up | D.)Housekeeping Supervi :
ladybugs every day. The Administrator further | ma)intai 1 P fg. P YVISor _WIII
stated this has been an ongoing probiem. | 1 & log of noting location and
: nu'mbler of ladybugs noted for 6 months.
Review of a service agreament from the pest Criteria #4 )
control company dated August 23, 2010, revealed Findings will be brought to the Quality
the pest control company would be treating for Assurance meeting monthly for
roaches, ants, flies, and mice, Howaver, there : YT
¥ ' 1 ! - 1 ated
was no evidence the facility was being treated for development of action plan if indic
‘ ladybugs. to engure mainfenance of pest control.
F 502 | 483.75())(1) PROVIDE/OBTAIN LABORATORY F 502] . 3/18/201
§8=D | SVC-QUALITY/TIMELY |
‘ ‘ 1 F502
The facility must provide or obtain laboratory |
services to meet the needs of its residents. The Criteria #1

facility is responsible for the quality and timeliness
of the services,

This REQUIREMENT is not met as evidenced
by: '

Based on record review and interview, it was
determinec the facility failed o ensure 1abGratoy ™
(lab) tests wers conducted as orderad for one of
ninefeen sampled residents. Resident #14 hada
physician's order for a Complete (CBC) and &
Basic Metabolic Panel (BMP) test to be obtained
on December 21, 2010, for resident #14.
However, there was no evidence the facility
obtainad the laboratory tests for the resident

The findings include:

A review of the medical record revealed resident
#14 was admiited to the facility on April 29, 2010,
with diagnoses to include Hypertension,
Alzheimer's Disease, Anemia, and

Resident #14 had a Complete Blood
Count and a Basil Metabolic Profile and
Pre-albumin drawn on 02/04/2011
following Physician notification of
missed-lab-worle- - - eem

Criteria #2 |
A) Chart review of all residents in -
building conducted by the Director of
Nursing to review Physician orders for
lab work and labs drawn. Physician
notification of results with new orders
received if indicated.

Criteria #3

A) Licensed staff re-educated on
‘documentation and transcription

of Physician orders and lab
policy by ADON on 3/4/11.

1
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DEFICIENCY)
F 502 { Continued From page 30 F 502 B.) Licensed staff re-educated
: Gastroesophageal Reflux. A review of & on the 24 hour chart check
physician's order dated December 21, 2010, which includes ensurin
revealed the physician erdered a CBC and BMP Pﬁ“ hi e et t’f .
lab test to be obtained. However, there was no ) ysiclan order S Or 1ad WOL
documented evidence the fab tests were t has been transcribed to the
aobtained. : ;1 correct forms by the Director of
S Nursing/Assistant Director of
Interview with a Licensed Practical Nurse (LPN) Nursi 5 3411
at 1:00 p.m. on February 3, 2011, revealed the UIsing on -
CBC and BMP {abs were not cbtained. The LPN C) Unit Managers to monitor labs |
stated another staff member took the physitian's daily 5 times a week, to ensure
order but failed fo franscribe the order over fo the order transcribed, lab obtained,

record for the labs o ba obtained. The LPN

further stated th labs should have been obtained - and physician notification of

: the day the physician's order was written. results. Any discrepancies will

F 520 | 483.75({0}{1) QAA CRSMEET F 620 be addressed immediately and

88=F | COMMITTEE-MEMBER ‘ -
QUARTERLY/PLANS reported to DON for e

education and/or development

i , of an action plan as indicated.

A facility must maintain a quality assessment and

agsurance committee consisting gf the director of ; D.) Director of

nursing services, a physician designated by the ! Nursing/Assistant Director of

| facility; and at least 3 other members of the | ursing/Assistant Director o |
R T e e Nypsing to mnomtor-dabJegs - - - g e

facilty's Staff.
H ity and weekly for 4 weeks then
e quality assessment and assurance
comr?iittee- meets at least quarterly to identify mf)nﬂ:ﬂ}’ for 3 months.
issues with respect fo which quality assessment Criteria #4 L
and assurance attivities are necessary; and ' Findings of lab audits will be brought to
develops and implements appropriate plans of the Quality Assurance meeting monthly
aetion to correct identified quaiity deficiencies. for 6 months for development of action

A Sfate or the Secretary may not require plan if indicated to ensure lab services

disclosure of the records of such committes meet the needs of the resident.
axcept insofar as such disclosure is related to the ‘
gompliance of such committee with the
requirements of this section.
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facllity falled to implemet
approprlafe plans of action to comect identified
guality deficiencies which were identfied during a
previous standard health survey. Deficiant
practice was idenfified in September 2010 related
fo the facility's failure to utilize personal alarms
per physician’s orders. According fo the facility's
plan of correction an audit was conducted to
ensure all residenfs’ physician's orders were
belng followed. According lo the facility, the audit
was conducted; however, thers was no avidence
the facility identified resident #1 was not utilizing a
personal alarm per physician's orders during the
audit Observations of resident #1 on February 1,
2011, revealed the resident did not have &
-.personal alarm (refer to 281).

The findings include:

A record review conducted for resident #4
revezled the resident was admitted to the facility
on February 20, 2010, with physician's order's for
a personal alarm o be applied to the resident's
wheeichair. There was no evidencs the resident
was providad a personal alarm as ordered unfjl
February 2, 2011, during the standard survey.

Deficient practice was identified on the previous
health survey completed on September 1, 2010,
related to not following physician's orders for
personal alarms. According o the facility plan of

04 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (BACK DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
| i DEFICIENCY) "
F 520 | Continued From page 31 _ F520) 1 5 3/18/2011
Good faith attempts by the committes to identify o
and correct quality deficiencies will not be used as Criteria #1
@ bagls for sanctions.

Resident #1 was reassessed for need of
personal alarm on 02/02/2011
Criteria #2

The Director of Nursing conducted a
records review on 012/9/2011, for all
Icurrent residents from 09/01/2010 to
present to ensure Physician orders are
being followed. Discrepancies were

corrected as needed.
Criteria 3 ¢ |

A) A root cause analysis was conducted

by the Director of Nursing to determine

the reason that Physician order for an

alarm was not implemented and the

reason an audit that was done in

September 2010 did not identify this. It
“was-determined that-the-error-was— - —-- — -
related to the monthly change over

process and a lack of follow through by

one particular nurse. This nurse is no
longer employed by the facility.

B) A change over teamn was created
Consisting of the Director of Nursing,
the House Supervisor and Minimum
Data Assessment Coordinator. This
team will conduct the monthly
changeover with Physician’s orders
being compared to the medication

1
\
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correction dated QOcfober 8, 2010, a2 100 percent
audit was compileted for all residents o determine
if physician's orders were being followed and any
negative findings were addressed immediately on
Seplember 27-30, 2010.

An interview conducted with the Administrator on
February 3, 2011, af 3:30 p.m., revealed that an
gudit had been complated; however, the
paperwork was discarded when the facility was
piaced back in compliance due tr an acceptable
plan of correction, Further interview revealed the
unit manager had completed the audit of all
residents and had indicated that all physician's
orders were being followed. According to the
Adrministrator, the facility {ailled toidentify that
resident #1's physician's orders for a personal
alarm were not being implemented during the
audit.
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F 520 Continued From page 32 F 520{ administration records and the

treatment administration records to
ensure Physician orders are carried over
from month to month, Any
discrepancies will be corrected
Iimmediately. The Director of Nursing
will track and trend any discrepancies
monthly for 6 months. The Director of
Nursing will provide re-education as
needed.

C) Re-education to licensed staff

on follow through concerning Physician
orders was provided by the Assistant
Director of Nursing on 3/4/11.

D) The Director of Nursing will
observe 10 residents per week for 4
weeks, then 10 residents per month for
6 months to determine if specific
Physician ordered interventions are

| being performed. Discrepancies will be
- -corrected-immediately-and edueation ~ - — . - -}

provided as needed.
Criteria #4

Findings of the tracking and frending
and the resident observations by the
Director of Nursing will be presented to
the Quality Assurance Commiittee
monthly meeting for 6 months for
development of an action plan as
needed.
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A fire alarm system required for life safely is
installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The systemn has an approved maintenance
and testing program complying with applicable
requirements of NFPA 70and 72.  9.6.1.4

This STANDARD is not met as evidenced by:
Based on observation, interview, and records, the
facility failed to ensure that the building fire alarm
system funclioned and was maintained as
required by NFPA standards. This deficient
practice affected thirteen of smoke
compartments, staff, and all the residents. The
facility has the capacity for 120 beds with a
census of 83 on the day of the survey.

oS ID SUNMMARY STATEMENT OF DEFICIENCIES 7] PROVIDER'S PLAN OF CORRECTION (%5}
FREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL - PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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; DEFIGIENGY)
K DDO | INITIAL COMMENTS K000
A life safely code survey was inifiated apd
concinded on February 2, 2011, for compliance
with Title 42, Code of Federal Regulations,
§483.70. The facility was found not te ba in
compliance with NFPA 101 Life Safety Code,
2000 Edition.
Deficiencies were cited with the highest deficiency K025
} identified at "F" level,
K 052 NFPA 101 LIFE SAFETY CODE STANDARD K 052 o
88=F i Criteria #1

1. A) A new contract was signed with apew |

The repair company was called immediately,
and the fire alarm was repaired on 2/4/2011.

Criteria #2

Atest was ran to determine if there were
any other issues or problems with the
fire alarm trouble signals.

Criteria #3

fire alarm company on 2/24/2011.

B.) Maintenance staff were in serviced
by the Administrator on testing and
ensuring correct function of the fire
alarm panels weekly.

Criteria #4

Maintenance Director will report findings
of fire alanm panel audits monthly to
Quality Assurance committee to review
and develop action plans as needed. ’

n®
LAEIGRA RY DIRECTOR'S OR BROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATUR
£ 4

Ldrn Hevt~

(X8 DATE

&7, )

TITLE

Any diaﬁciengy st&t’ementééding with an astecisk (%) denotes a deficiency which the institution may be exoused from correcting providing it is deterfnined th;at
othar :safeguards provide sufficient protection to the patiem% [See instruetions,) Except for nursing homes, the findings stated above are discicsable 90 days
following the dale of survey whathar or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are discinsable 14

deys fallowing the date thess decuments are made available Io tha facli

program participation.

ity. N deficiencies are cited, an approved plan of correctios is requisite to continuad

B8 i 1 maradbinohe — 1 ke
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The findings include:

Buring the Life Safety Code survey on February
2,2011, at 12:30 p.m., with the Director of i
Maintenance (DOM), & fest of the fire alarm
automatic dialer panel revealed when placed in - |
trouble from phona fine failure, the unit did not
send & frouble signal to a continuously occupied
lacation within the facility, The fire atarm
menitoring company netified the facility of this
phone lina fallure; howevar, observafion revealed
fire-alarm panels that werz located in
continucusly occupied lacations in the facility
showed all systems were normal. An interview
with the DOM on February 2, 2011, at 12:45 p.m.,
revealed the DOM was not awsre a phone ling
trouble signal should be located in a confinuously
occupied location in the facility, The facility was
cited for the same deficient practice on August
16, 2008.

Referencs: NFPA 72 (1999 Edition).

C 54 Distimetive Sigials e S .
Fire alarms, supervisory sagnals and trouble
sighals shall be disfinctively and descriplively
snnunciated.

1-5.4.6 Trouble Signals.

Trouble signals and thelr restoration fo normal
shall be indicated within 200 seconds at the
locations identified in 1-5.4.6.1 or 1-6.4.8.2.
Trouble signals required to indicate af the
protected premises shall be indicated by
distinctive audible signels. These audible frouble
signals shall be distinctive from aiarm signals. If
an intermittent signal is used, it shall sound at
lzast cnoe every 10 seoconds, with 8 minimurm
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TAG

SUMMARY STATEMENT OF DEFICIENCIES
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D PROVIDER'S PLAN OF CORRECTION | e
PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
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DEFICIENCY)

AFPROPRIATE DaTe

K052

. Fire alarm systerns shall be permitted to be either
; integrated systems combining all detection,
: notification, and auxiliary functions in a singte

Continued From page 2

duration of 1/2 second. An audible trouble signal
shail be permitted fo be common to several
supervised circuits. The frouble signal(s) shall be
focated In an area where it is lilely to be heard.,

3-8.1* Fire Alarm Controt Units.

system or a combination of component
subsystems. Fire alarm system components
ghall be permitted fo share control equipment of
shall be able to operate as stand alone !
subsystems, but, in any case, they shall ba
arranged to function as a single system. All
component subsystems shall ba capable of
simultaneous, full load operation without
degradation of the requirad, overzll system
performance.

55321862

The following requirements shall apply o all
combinations in 5-5.3.2.1,6.1:

(1) Both channels shall be supervised in a

" | manner approved 18 the iiiesis of transmission - [

employed.

{3) The failure of either channel shall send a
frouble signal on the other channel within 4
minLtes,

(8) Failure of telephone lines (numbers) or
cellular service shall be
annunciated loeally,

52614

Upon receipt of rouble signals or other signais
pertaining solely to matters of equipment
maintanance of the fire alarm systems, the
central station shall perform the following actions:
(1) “Communicate immediately with persons

K 052
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designated by the subscriber
A5-2.6.1.4(1)
The term immediately in this context Is intended . :
to mean “without unreasonable delay.” Routine
handling should {ake a maxmum of 4 minutes
from receipt of & froubie signal by the central
station until initiation of the Investigation by
telephone,
- K147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 Criteria #1 3/18/2011
&8=F
Electrical wiring and equipment is in accordance . ,
with NFPA 70, National Electrical Code. 9.1.2 Medical equipment was removed from
the multi-outlet adapters in rooms 317,
! ' 402, and 515.
Criteria #2
This STANDARD 15 not met as evidenced by
Basad on chservation and interview, the facility ) : e on
falled to ensure that slecfrical power strips were A 100% audt :;f all r(EvOlnSfWEtS doﬁ
being used in an approved manner. This 02/03/2011 to determine of any other
deficient pracfice affected three of thirteen smoke . Irooms had multi-outlet adapters in use
compartments, staff, and three residents. The for medical equipment, and removed if
facifity bas the capaciiy for 120 beds with a CHET ; ent
h " 'tensus of 9376n the day of thessurvey ~ -~ 0 |- .| indicated by maintenance departmen R R
o Criteria #3 |
The findings include: A) Additional receptacles will be
' laced in the residents
A review of the facility's compliance history Ie)xt a tacles b I; /115-;0/(1)111 requiring
revealed the facility was cited for the same ! o reesplacies oy L. .
deficient practice on September 1, 2010. ' B) Staff inserviced on the inappropriate
Resident room 317 was also cited on this survey use of multi outlet adapters for non-
as well. According to the facility's ptan of medical equipment b :
carrection effective October 13, 2010, the depart er?t bp 3/4/1 Iy maintenance
multi-outlet adapters were removed from resident pard 4 s . .
rooms, including room 317. The plan of C) Residents and families will receive
correction stated the DOM would monitor monthty education in the form of a letter to
to ensure multi-outiet adapters were notin use | “ensure they understand proper use of
and would report findings in the monthly Quahty multi outlet adapters by 2/24/1 1.
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Assurance meeting for raeview and development
of action plans as needed.

During the Life Safety Code tour on February 2,
2011, at12:10 p.m., with the Director of
Malntenance (DOM), an elactric bed, oxygen

D) Maintenance Department will tour
facility weekly for one month then
monthly for 6 menths to ensure there
are sufficient receptacles in each room,
| and medical equipment is not plugged

concentrator, and nebulizer were abserved to be
plugged intc a multi-outlet adapter (power strip) in
restdent room 317. In addition, power strips or
adapiers were observed o be in use with medical
equipment in resident rooms 402 and 515.
Generally, multiple-outiet adapters with surge
protection may be used for resident TV's,
computers, radios etc., on an as-needed basis
but not to be used with medical equipment to help
prevent agzainst electrical shock.

into multi outlet adapters.

E) Department Managers will tour
resident rooms 5 times a week to ensure
there is sufficient receptacles for
medical equipment. Need for more
receptacles will be reported to
Administrator as indicated.

Criteria #4

Maintenance Director will report
findings monthly for 6 months in
Quality Assurance meeting to review
and develop action plans as needed.

An interview with the DOM on February 2, 2011,
at 12:10 p.m., revealed the DOM was not aware
of the proper use of multiple-outlet adapters.

Reference: NFPA 38 (1998 Edition).

|3-22.12D Co i

2. Minimum Nurmber of Receptacles. The™ "~ =i -- - -~ T e )
number of receptacies shall be determined by the | 5
intended use of the patient cars area. There shall
be sufficient receptacies located so as to aveid
the need for exterision cords or muliiple outlet
adapters. '

|
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