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F Q00 L INITIAL COMMENTS : £ 0G0 “This Plan of Coreclion is prepared and subraited

. as required by law, By submilling (his Plan of
AMENDED i Correstion, River Valley Mursing Heme does not :
: : { adril Ihal the deficiency Usled on this form axisl, nor |

An Abbreviated Survey investigating ; - doas lhe Cenler adrmil to any statemanls, findings,

KY#DOD19775 and KYHOUO19776 was initisted on | : facls, or sonclusions thal form \he basis for the
| i alleged deficlency. The Canter ressrves the righl lo

(2/13M13 and compieted on 02/14/13, :
KY#00019776 was substantizted with no deficient : ! challenge in legal and/or tegulalory or adninisirative ;
practice identifies. KY#000189775 was : - procesdings Ihe deficisticy, slalements, facts, and
 substantiated with deficiencies cited. : . conclusions st form lhe basis for e deficiency.”
226 483,13y DEVELOP/IMPLMENT ; £ opg ) 1 Residenl #1 was affected by the deficien| praclice :

8§=D . ABUSE/NEGLECT, ETC POLICIES ; | bocause he faciity failed to parform physical
: - examinalion day of alleged abuse, A physical ©4i12r013

- sxaminstion was done on Residen| #t on 2/&13 al
{ 144 pm by LPN; the findings were a deap purple
! discoloralion to Ihe righl inlasior wrist.
P 2. Altresidents who repod alleged abuse lave ha
- polenlial lo be affected by deficient praclice if facilily
" fails to follow ahuse policy by not perfonining physical; /1212013
i i exarninalion on day of alisged abuse. On Fabruary
i + Bth, 2013 e Olreclor of Nursing condugled a :
‘ : 1@aching momenl W licensed nurses. The purpose ol
lhe lgashing momenl was | inforin staff thal the
fagilily did nol follow ils policy and procedure on damg:

+ The facility must develop and implement written
i policies and procedures that prohibit

| mistreatment, neglect, and abuse of residents
“and misappropriation of resident properiy.

| This REQUIREMENT is not met as evidenced

F by
. Based on interview, record revisw, and review of | . a skin assessmenl immedialely after an allagation of
. the facility's policy, it was determined the facility i physical or sexual sbuse,

 failed to develop and implement written policies [ 3. in-service was held on February 28, 2013 by lhe
" and procedures that prohibit mistreatmen, i Oireclor of Nursing lo licensed nurses: Lhis in-service
neglect, and abuse of residents. The facility failed | -incladed the facilly abuse pelicy and re-adusalion on 4/ 122013
to implement their abuse policy and procedures s choing & skin assessmenl immediately when an :

; o protect residents from potenttal further abuse | alleged physical or sexual abuse has been reportad, |

" and failed to immadiately examine (1) of three (3) f“f’he Direclor of Mursing provided re-educalion 1o
sampled residents (Resident #1) after receiving “lhose ficensed nurses who was unable to allend

- an afleged report of physical abuse. The facility ithe In-service on February 28, 2013,

i received an allegation of physical abuse toward

: Resldert #1 on 02/07113 at 11,30 AM. A physical |
sxamination of Resident #1 was nol performed

- undif 02/08/13 at 1:44 PM.

{HKBPOATE

L&EQR.‘%{E@V D|R£€%?? OR PROVIOFRIGUPPLIER REPRESENTATIVE'S S|GMTURE
LA / f@f
A et S =y

vy deﬂz}eﬁcy slalergérﬁ ending with an asterisk {*) derwiles a deficisncy which the instilulions may be excused from cormesling praviging it is del%fﬁuinéd that
alber safeguards provids sufficien| protaction 16 Ihe patisnts, {See instruclions.) Excepd for nursing lomas, e firdings stal'ed above are disclosgbie 90 days.
following. Ihe dale of survey whalhar or not & plan of correclion is previsad. For nursing homes, 1he above findings and plans of comecton are disclosatue 14
days follewing the date (hese documents are made availabls to the faciiity. If deficiencias are ciled, an approved pian of corraclion is raquisile lo sontinuad

program parlicipalion.
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F 226 Continued From page 1 F 2261 4. The facilily Abuse Nolificalion Form has been
(441242013

: revised o prompl slaff when an alleged physical or

: The findings inctude;
Rewew of the facility’s policy titted "Reporiing !
Abuse, Neglect & Misappropriation”, updated Jufy
. 2012, Section Seven {7), revealed upon the
 facility receiving reports of physical or sexuat

- abuse, a flcensed nurse (or physician} shall
immedistely examine the resident. Further review \
revealed the findings of the examination must be !

. recorded in the resident's medical record, '

! sexual report Is made a skin assessmanl is required
Immedialely. (See allached revised Abuse :
Nolificalion Form}. The Adminisiralor, Oireclor of

i Nursing, and/or the Social Service Direclor will :

! conducl a review wilh lhe slaff member inilialing the |

! nolificalions lo ensure lhe form/assessment/proper! |

" nolificalions/olher dulies have been compleled limely

- and Ihe Invesligallon has been inilialed. rhe Social

Service Oireclor reports during quarterly QA mee!ingsf

: | Additionally, the policy revealed that in the event ; Ihe number of self-reports the facility has made and
" lhe compliance with Ihis reguiremen. ;

of an occurrence of abuse or neglect, the facility's | ;
i first responsibility was to provide medical i :
| intervention and support o stabilize the resident’ s
health and provide reassurance.

Rewew of the medical record revealed the facmty

! admitted Resident #1 on 06/28/06 with diagnoses !
| | which included Mild Cognitive Impairment, ! : !
i Anxiety State, Depressive Disorder Obscuring :
| Viston after Cataract Surgery, Urinary Tract

¢ Infection, Dysphagia, Anorexia and Difficufly in :

. Walking. Review of the Minimum Data Set {(MDS}) | . !

: Assessment, date 01/29/13 revealed the facility :
| assessed Resident #1 with a Brief Interview for
i Mental Status Score of six {6) out of fifteen {15)

_indicating the resident was cognitively impaired.

<'

Rewew of the facitilty’s reporied incident report, | : ;
| dated 02/07/13 at 11:30 AM, revealed Resident ? f
#1 reported to Occupational Therapist #1 that i
“he/she did not want to shower that morning but I
. was made {0 shower anyway. Residert #1 further | ?
| reported that the staff twisted her hand when they |
- tried to do nail care that he/she also did not want
“done, Resident #1 reporied that it hurt his/her
hand and they mistreated him/her, Contlnued
review revealed an examination of Resident #1
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F 226 : Continued From page 2
| was not performed until 02/08/13 at 1:44 PM.

interview with Licensed Practical Nurse (LPN) #1, ;
on 02/13/13 at 5:00 PM, reveated the facility's ‘
policy was to examine the resident immediately

¢ after receiving a report of alleged abuse.

Interview with Registered Nurse (RN) #1, on :
02/13/13 at 5:30 PM, revealed the procedure was -
. to examine the resldent for injuries immediately
: after receiving the alleged reports of abuse and to :
" keepthe resident safe. ‘
i Interview with the Director of Nursing (DON), on
: 02/14/13 at 12.00 PM, revealed the facility's
I policy and procedure was to immediately
examine the resident afler receiving a report of
- alteged abuse and to record and document the
: findings in the medical record,
F 242! 483.15(b) SELF-DETERMINATION - RIGHT TO
58=0 | MAKE CHOICES i

The restdent has the right to choose activities,
: schedules, and health care consistent with his or
! her interests, assessments, and ptans of care;
. interact with members of the community both
. inside and outside the facility; and make choices
i about aspects of his or her life in the facility that
! are significant to the resident.

" This REQUIREMENT is not met as evidenced

i by:

* Based on interview, record review, and review of
the facility's policy brochure “Residents’ Rights for :

“This Plan of Correclion is prepared and submilled
as required by law. Sy submitling this Plan of ;
Correction, River Valley Nursing Home does nol |
admil Ihal lhe deficiency lisled on this form exisl, nor
does the Cenler admil to any slalemenils, findings, :
facls, or conclusions Ihat form the basis for lhe
alleged deficiency. The Cenler reserves lhe righl Iog:
. challenge in legal and/or regulalory or adminisiralive.
F 2425 proceadings the deflclency, slalemenis, facls, and
; conclusions laat form the basls for Ihe deficiency.”
L. Resident #1 is being allowad 10 make Indlvidual |
choices relaled lo her care to include having her  © 4/12/2013
preference honored to recaive showers/bed balh o
scheduled shower days or upon her reguesl.
Reslden!| #1 was asked by a Slale Trained Mursing !
Assislanl whal her balhing preferences were. !
. Residen| #1 prefers a bath, morning or evening,
two-lhree limes per week. Resident #1 carg plan
was reviewed by |he Inler Disciplinary Team, the
care plan was revised lo refiecl her polenlial for
resislive/refusal of care. The lhree Slale Trained
Nursing Asslslanls involved in Ihe inciden! with
Residen! #1 were lerminalad Februazy 12ih, 2013, |
2. All curren| residenls have lhe palential 10 be '
affected by lhe deficient practice.
10% of lhe current residenls were Inlerviewed by

4112/20t3
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Residents in Kentucky Long-Term Care
Facilities®, it was determined the facifity failed to
" ensure the resident had the right to choose
| activities, schedules, and health care consistent
| with his or her interests, assessments, and plans :
| of care; and make cholces about aspects of his
" or her life in the facility that are significant to the ;
resident for one {1} of three (3) sampled residents:
{Resident #1). It was reported, on 02/07/13 at :
approximalely 10:00 AM, Resldert #1 was taken
{o the shower room for a shower. It was reported
“that Resident #1 did not want a shower and

: verbalized this lo the care giver; however,

- Residert #1 was not given the choice and

 received a shower. The facility failed to create an

. environment that was respectiul of the rightof 4

- gach resident to exercise his or her autonomy :

 regarding what the resident considers fo be
importart facets of his or her life.

3
|

The finclings include!

Review of the facility's policy brochure "Resident’s
Rights For Residents in Kentucky Long-Term
Care Facilities”, undated, Section: Federal i
. Resident Rights, revealed the fadility shall protect
. and promote the rights of each residert, including |
the right to a dignified existence and
self-determination.

Review of the medical record revealed the facility !
' admitted Resident #1 origlnally on 06/28/06 with ‘
. diagnoses which included Mild Cognitive

- impairment, Anxiety State, Depressive Disorder

: Ohscuring Vision after Cataract Surgery, Urinary
i Tract Infection, Dysphagia, Anorexia and !
 Dlfficulty in Walking. Review of the Minimum Data |
. Set (MDS) Assessment, date 01/29/13 revealed '

the Direclor of Nursing andfor Social Services ‘
Direclor regarding self-delerminalion-righl to rzke
choices. The resldent shower schedule has been |
updated lo prompl Ihe Cerified Nursing Assislant/
Slale frained Nursing Assislant lo offer another .
means of balhing |e, whirlpoal/sponge balh should
lhe residenl refuse thelr staled preference (see :
altached). The revised schedule was compleled
by |he Direclor of Nursing. The restoralive nurse
audit/review residenls’ shower preferences upon
admissiorrquartery/annually/significant change.
A specific resident righl(s) is addressed al every :
residenl council meeting, which are held lhe
second Wednesday of every month.

On April 10lh, 2013, the Soclal Servics Dlreclor
addressed residenls righls #5 and #10 under lhe
Federal Resldent's Righls, Residen! Righl #5 he
resident has the righl lo refuse Irealment and lo
refuse lo participate in experimenlal research,
Resident Righl # 10 the residenl! has the righl

! to participate in planming his of har care and

' Ireatmen| unless adjudged incompelenl or

' olherwlse found to be incapacitaled under law

of Iha Stale. The Social Service Director will review

Resident Righls wilh each resident/responsitie

parly upon admisslon/quarterly/annualisignliicanl

change assessmenl. ‘

3. On February 27th and 28th the Social Services

Direclor held in-services for slaff on Resldenl

Rights for Residents in Kentucky {

Lorg-lerm Care Facililies (see attached). 41272013

Fhis in-service was mandalory for all disciplines. ’

Slaff who did nol attend lhe in-services completed§
Care?Leam, a web-based lraining/educalional |
¢ lraining spscifically for L.ong- lerm Care Facililies; |
this was mandalory as well; complelion of this
| was March 12, 2013.
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- {8) aut of fifteen (15) indicating the resident was

. cognitively impaired. Review of Resfdent#1's
care plan, initiated 12/24/12, revealed the facifity

" should provide this restdent
encouragemenyassistance/support to maintain

; a8 much independence and control as possible,

; This resident's strengths are: can ask for help

i and can express feelings, Further review

. reveated a care plan intervention initiated on

L 12/27112, which stated the facflity should aflow

: Resident #1 to make decislons about treatment

" regime to provide a sense of control,

" Review of an abuse notiflcation form dated

| 02/07/13 at 11:30 AM, revealed Resident #1

i reported to Occupational Therapist {OT) #1 that
he/she did not want a shower that morning and

reported that Resident #1 recelved a shower

told the Certified Nursing Assistant (CNA). [twas

anyway. [t was reporied by Resident #1 that thay |
: mistreated him/her and made him/her cry. Further
“review of the Abuse Notificatlon Form revealed |
- Resident #1 told OT #1 thal in general, he/she did
‘ not want to take showers because he/she always |
- got sick or got a headache. :

_ Interview with Resident #1, on 02/13/13 at 2:45

 PM, revealed he/she did rot flke to take showers :
at the facility due to the temperatures In the i

- shower room, Resident #1 stated he/she got too

‘ cold. Resident #1 stated that hefshe fold the :

| Certified Nursing Assistant {CNA) he/she did not

' want a shower. Resident #1 revealed that he/she |

: was not given the ¢choice to shower or not and

“was not given the choice of a bed bath.

1

{X4) 10 SUMMARY S TATEMENT OF DEFICIENGIES 0 PROVIOER'S PLAN OF CORRECTION : (X8|
PREFIX | {EACH DEFIGIENCY MUS I BE PRECEDED BY FULL PREFIX {EACH CORREGIIVE AGTON SHOULD BE ¢ COMPLETION
rAG i REGULATORY OR LSC IDENTIFYING INFORMATON) taG CROSS-REFERENGED IO 'HE APPROPRIATE DATE
i : DEFICIENCY)
! ;
F 242§ Continued From page 4 F 242§ 4. The Direclor of Nursing, Qualily Assurance
! the facillty assessed Resident #1 with a Brief ; Nurse, Social Sarvices Diraclor andlor
- Interview for Mental Status Score (BIMS) of six i Adminlsiralor will perform weekly audils of al
) ; 411212013

' leasl 10% of residenls lo ensure residenls are

‘ being offered choices relaled lo balhs; lype ald

frequency 2 x's weekly for 1 ronlth then tx

weekly for 2 mronths. The Qualily Assurance

Nurse will monilor resulls of lhe audil and

report findings of to lhe Qualily Assurance

! Committee monthly x3 menlths. The Social

‘ Service Direclor and/or Adminisiralor will orient/
educals employees aboul Residenl Righls upon
hirg, annually and as needed.
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F 242 Continued From page 5
" Interview with Certified Nursing Assistant {CNA)

#1. on 02/14/13 at 9:45 AM, revealed she was the

" care giver for Resident #1 on that date. CNA#1
* stated she continued to ask the resident to

- shower until the resident relented. Further

" interview revealed after Resident #1 was

: undressed and on the shower chalr, prior to the
© actual shower, Resident #1 siated to CNA #1
hefshe did not want a shower. Conlinued

was almost done and continued o give the
shower. CNA #1 stated Resident #1 used to not

he/she just didn't want {o be bothered.

: Interview with the Director of Nursing {DON}, on
. 02/14/13 al 12:00 PM, revealed Resident #1, as
- well as alf the facifity’s residents, should have a
* choice to shower or not. Further interview
: revealed an in-service was conducted {0
' re-educate the staff regarding Resident Rights.
F 323 483.25(h} FREE OF ACCIDENT
s8=g ' HAZARDS/SUPERVISION/DEVICES

- The facillty must ensure that the resident

. environment remains as free of accldent hazards

" as is possible; and each residert receives
| adequate supervision and assistance devices to
. prevent accidents,

' This REQUIREMENT is not met as eviderced
. by:

© Based on observation, inerview and review of
' the manufactures's recommendations, it was

interview revealed she advised the Resident she

be bad about taking histher showers but anymore

+

as required by law. By submilting this Plan of

PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
rAG CROSS-REFERENCED O 'HE APPROPRIATE OATE
DEFICIENCY)
F 242
[
F 323 “this Plai of Correction is prepared and subinilled

Correction, River Valley Nursing Home does not
achinit hat he deficiency listed iy his form exist, 4
nor dnes the Cenler adinil 10 any slatemeals, :
findings, lacts, nr ennclasions thal form the basis

fir the alleged deficiency. Tle Center reserves

the right to challenge in legal ind/or regulatory

or adininistrative proceedings the deficiency,
sialements, facls, and conelusions hat farm the

basis for the deficiency.”
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identify an efectrlcal space heater plugged into a
! wall outlet in the shower room {o be a potential
: electrical hazard for the facility's residents,

The findings include:

. Review of the manufacture’s recommendations

1 for a Truman Infrared Heater revealed the heater -
t was rot intended for bathrooms. Under the

I “Warning” section the manufacturer stated to use .
: the heater only as described in the manual. :
. Furiher stating that any other use was not 1
: recommended by the manufacturer and may ‘
; cause fire, electric shock, or injury 1o persons.

|

| Observation on initial tour, on 02/13/13 at 9:20
fAM and 02/14/13 at 12:05 PM, revealed an

- electrical space heater plugged inte awall cullet
“in the residents’ community shower room, i
Located above the electrical space healerwasa
sign posted that stated "Attention Alt Employees

i Due to Safety Hazards Electrical Heaters are not -
‘ Permitted in the Shower Rooms®.

Interview with the Director of Nursing {DON), on |
02/14/13 at 1:20 PM, revealed the facility did not |
i have a policy on electrlcal heaters In the
' residents’ shower rooms, The DON further
‘ reveated she did not know if it would be a safety
hazard.

Interview with the Director of Maintenance, on
: 02/14/13 at 2:50 PM, revealed he had the Truman :
! Infrared Heater original box in his office.
- Observation of the origiral box revealed a

.

(xayin | SUMMARY STATEMENT OF DEFICIENGIES 18} PROVIOER'S PLAN OF CORREGTION . (x5)
PREFIX | {EACH DEFICIENCY MUS I BE PRECEDED BY FULL PREFIX {EACH CORRECIVE AG ION SHOULO 8E ! COMPLENON
1AG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED IO I'HE APPROFRIATE OATE
CEFIGIENCY)

F 323 Continued From page 6 F 323

" delermined the facility faited to ensure thatthe  «

' resident environment remains as free of accident :

. hazards as is posslble. The facility failed to F323

1. flie facility nmnediately removed the lieater CA152013

lrom the shnwer romin {n cnsare the salety of
residents and slalf,

2. Allresictents on the unit and athers who e :
the shower room had the potenlial to be 415120143
alfecled by the epter while it was in lhe i

sliower ronm.

3. Bids are currenlly being received to cempletely

renovate this shower rooin. Tlhe upgrade will :

include a leating and ventilation system [0 ensure I ETY K]
the cninfort and safety of all residents who use :
liis shawer roomn. Lighting and plinnbing will
also be cliznged 1o ensure resident and slalf
safety.

4. Once all conteaclors and subcontractors have
cernpleted work this will result in geeater safety
and comforl for residents and staff. The Administzator ;

will perforin randorn audits of at least 102 of 415 203
residents lo ensure residents are being offered C|I0iC€Si

related lo baths; type audl frequency 2x weekly for
one monlh, then one line weakly for 2 montls.
The Chalily Assurance Nurse will inonitor [he resalts
nf the audiis, updale bath schedules as needed and
repost fingdings 10 the Quality Assurance Coinimittee
nionthly x3 oiths.

FORM CMS-2567(02-99) Previous Vessions Dbsolete Evenl 10: FRUU 1

Faclilty 10: 100382 I continualion shesl Page 7 of 8
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© warning label stattng "Warning Potentiaf for
Electrical Shock™ and "not to be used in moist or
wet areas”. Further interview with the Director of !
Maintenance at 3:10 PM, reveated the heater :
could be an electrical hazard when used in the
. $hower room.
i
1
1
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Abuse Naotification Form

Name of Resident/Victim: DoB SSH : Rm# Prtmary Diagnosis

Name of Person(s) Accused DOB SSk- _ " ORmi Primary Dlagrosls

Location of Incldent:

Time of Incident:

Date of Incident:

Type Incident/Affegation (check all that apply) _
[JvVerbat  [_JPhysical [_]Sexual [ Imentat  {__] Neglect

[ ] trvoluntary Seclusion [ Jinjury of unkrown origin [ ] Misappropriation of resident’s property

*All Allegatlons of physical or sexual abuse require a skin assessment by a Heensed nurse Immedilately
Time:

Type of Abuse:

Date: Slgnature:
Summary of Incldent; Incfude the names and positions of persons who wltnessed the Incidents, dates, shifts,

descriptions of misapproptlated property, evident of abuse/neglect/misappropriation, specifles of the type of abuse

(attach additional sheets if necessary}.

Actions taken to protect restdent from further abuse/neglect/Misappropriation, etc, Attach additloral sheets if
necessary) Do we need to separate resldents, send employee or visitor home? -

DR, Name

Time

Notify the Physician: Date:
POA Name

Notify the POA Date Time,

Slgnature and title of person completing thls report:

X Report Date and Time:

Call All Three Department Managers Immediately

ADMINISTRATOR DATE TIME
~ DIRECTOR OF NURSING DATE TIME
SOCIAL SERVICE DIR, DATE TIME

See reverse side for pollcy and procedures

{Revised 03/7/2013}




B-Wing Shower Schedule

Date

Tuesday
Day Shift (7a-3p)
4B-2  Lena Wells Shower
4B-1  Sandy Harrison Shower
16B-1  Louise Green Shower
14B-1  Louise Kelly Shower
11B-1  Wanda Clark Shower
11B-2 Evelyn Wallace Shower
6B-1  Roberta Robers Prefers Bed Bath
Evening Shift (3p-11p)
5B-1 M. Huichinson Shower
7B-1  J. Szelkowski Shower
13B-2  Millie Durham Prefers Bed Bath
12B-2  Carolyn Brown Bath
10B-2 Allen Rue Shower

*Report immediately to nurse if resident refuses their shower!
** Did you offer an alternative? whirlpool or bed bath?

last updated 4/1 /2013 B-Wing Shwr Sch




B-Wing Shower Schedule

Cate

Saturday
Day Shift (7a-3p)
8B-1  Linda Coleman Shower
9B-1
1B Patty Yelton L Bed Bath Only
3B2 Pat Wolf Bed Bath Only
Evening Shift (3p-11p)
3B-1 Rosella Lemming Shower
13B-2  Millie Durham Prefers Bed Baths
15B-2  Mary Ann Dean Bath/Shower

“Report immediately to nurse if resident refuses their shower!
** Did you offer an alternative? whirlpool or bed bath?

last updated 4/11/2013 ) B-Wing Shwr Sch



Residents’
Rights

For Residents in
Kentucky
Long-Term Care

Facilities

This document combines both Federal and Rentucky statutes, as well as
information from the Nationa! Citizens’ Coalition for Nursing Home Refort at

www.neenhir,com




Residents’ Righis
» Residents’ Rights were part of the Nursing Home Reform Law

enacted in 1987 by the U.S. Congress.
s Resldents’ Rights are also incorporated into Kentucky

Regulatory Statutes.
o These laws require nursing homes and other long-term

care health facllities to promote and protect the rights of

each resident; '

These are thelr rights as residents of the facility, and as
citizens of the United States, and the Commonweaith of
Kentucky. '

These rights place a strong emphasls on individual dignity

and self-determination.

Nursing homes must imeet residents’ rights requlrements

to participate in Medicare andlot Medicald.

Kentucky State Resident Rights

Every resident in a long-term care facllity shall have at least the
following rights:

1. Before admission to a long-term care facility, the resident and
the responsible party or his responsible family member or his
guardian shall be fully informed In writing, as evidenced by the
resident’s written acknowledgment and that of the responsible
party ot his responsible family member or his guardian, of all
services avallable at the long-term care facility. Every long-
term care facility shall keep the original document of each
written acknowledgment In the resldents’ personal file.

2. Before admission to a long-term care facillty, the resident and
the responsible party or his responsible famlly member ot his
guardian shall be fully informed in writing, as evidenced by the



ni’s written acknowledgment and that of the responsible
party or his responsible family membet or his guardian, of all
resident’s rasponsibilities and rights as defined in this seclion
and KRS 216.520 and 216.530. Every long-term care facility
shall keep the original document of each written
scknowledgment in the residents’ personal file.

reside

The resident and the responsible party or his responsible family
member or his guardlan shall be fully informed in writing, as
evidenced by the resident’s written acknowledgment and that
of the responsible party of his responslble family member, Of
his guardian, prior to or at the time of admission and guarterly
during the resident’s stay at the facility, of all service charges
for which the residentor his responsible family member or his
guardian is responsible for paying. The resident and the
responsible party or his responslible family memier or his
guardlan shall have the right to flle complaints concerning
charges which they deem unjustified to approprlate local and
state consumer protection agencies. Every long-term care
facility shall keep the original document of each written
acknowledgment In the residents’ personal file.

_The resident shall be transferred or discharged only for
medlcal reasons, or his own welfare, or that of the other
resldents, or for nonpayment, except where prohibited by law
or administrative regulation. Reasohable notice of such actlon
shall be given to the resident and the responsible party or his

responsible family member or his guardian.

_ Al residents shall be encouraged and assisted throughout their
periods of stay In long-term care facilitles to exercise their

rights as 8 resident and a cltizen, and to this end may velce

grievances and racommend changes in pollcles and gervices 1o

facility staff and to outside representatives of their choice, free




from restraint, interference, coerclon, discrimination, of

reprisal.

. All residents shall be free from mental and physlcal abuse, and
free from chemical and physlcal restraints except in
emergencies or except as thoroughly justified in writing by a
physiclan for a specified and limlted petlod of tme and
documented in the rosidents’ medical racord.

_ Al residents shall have confidential treatment of their medilcal
and personal records. Each resident or his responsible family
member or his guardian shall approve or rofuse the release of

such records to any individuals outside the facility, except as

otherwise specified hy statute or adminisirative regulation.

_E£ach resident may manage the use of his personal funds. [fthe
facility accepts the responsibility for managlng the resident’s
personal funds as evidenced by the facillty’s written
acknowledgment, proper accounting and monltoring of such
funds shall be made. This shall include each facility giving
quarterly itemized or his responsible famlly member or his
guardian which detail the status of the resident’s personal
funds and any iransactions in which such funds have been
received or disbursed. The facillty shall return to the resldent
his valuables, personal possessions, and any unused balance
of moneys from his account at the time of hls transfer of
discharge from the facllity. In case of death or for valid reasons
when he is transferred or discharged, the resident’s valuables,
personal possesslons and funds that the sacility are not llable
for shall be promptly returned to the resident’s responsible
party or family member, or his guardian, or hls executor.




8, If a rasident is married, privacy shall be assured for the
spouse’s visits and if they are both residents in the facility, they
may share the same room unless they are in different levels of
care or unless medically contralndicated and documented by a

physician in the resldent’s medical record.

10. Residents shall not be requlred to perform services for the
facility that are not Included for therapeutic purposes in their

plan of care.

11. Resldents may associate and communicate privétety with
persons of thelr choice and send and receive personal mail

uncpened,

12. Resldents may retain the use of their personal clothing unless [t
would infringe upon the rights of others.

13. No responsible resident shall be detained against his will,
Residents shall be permltted and encouraged to go outdoors and
leave the premises as they wish unless a legitimate reason can
be shown and documented for refusing such activity.

14. Residents shall be permitted to participate In activities of
social, religlous, and community groups at thelr discretion.

18. Residents shall be assured of at least visual privacy In multl-
bed rooms and in tub, shower, and toilet rooms.

16. The resident and the responsible party or his responsible family
member or his guardian shall be permltted the choice of a

physician,

e



17. If the resldent is adjudicated mentally disabled In accordance
wlth state law, the resident’s guardian shall act on the resident’s

behalf in order that his rights be implemented.

18. Each resident shall be treated with consideratlon, respect, and
including privacy

full recognltion of his dignity and individuality,
In treatment and In care for hls personal needs.

19. Every resident and the responsible party or his responslble
famlly member or his guardian has the right to be fully informed
of the resident’s medical condition unless medically '
contraindicated and decumented by a physician in the resident’s

medical record.

20. Resldents have the right to be suitable dressed at all times and
given assistance when needed in malntaining body hygiene and

good grooming.

21. Resldents shall have access to a telephone at a convenient |
location within the facillty for making and receiving telephone

calls.

n2. The resident’s responsible party or famlly member or his
guardian shall be notified immediately of any accident, sudden
iliness, disease, unexplalned absence, of anything unusuai

involving the resident.

93. Residents have the right to have private meetings with
appropriate long-term care facility Inspectors from the Cabinet

for Health and Famlly Services.

94. Each resident and the responsible party of his responsible
family member or his guardlan has the right to have access to all

inspection reports on the facility.




25. The above stated rights shall apply In ail cases unless medlcally
contraindicated and documented by a physician in writing in the

rasident’s medical record.

26. Any resident whose rights as speclified in this section are
deprived or infringed upon shall have a cause of action against
any facility responslble for the violation, The action may be
brought by the resident or his guardian. The action may be
brought in any court of competent jurlsdiction to enforce such
rights and to recover actual and punitive damages for any
deprivation or infringement on the rights of a resident.

Any plaintiff who prevalis in such action against the facility may
be entltled o recover reasonable attorney’s fees, costs of the
action, and damages, unless the court finds the plaintiff has
acted In bad faith, with malicious purpose, or that there was a
complete absence of justifiable issue of either law or fact.
Prevailing defendants may be entitied to recover reasonable
attorney’s fees. The remedles provided in thls section are in
addition to and cumulative with other legal and administrative
remedles available {o a resident and to the Cabinet.

Federal Resldent Rights

All residents have rights under federal law. Each state has
outlined speciflc rights as well.

The facility shall protect and promote the rights of each
Resident, Including each of the following rights:

1. The Resident has a right to a dignifled exlstence, self-
determination and communication with, and access to,
persons and services inside and outside the facifity.



2. The Resident has a right to exercise hls or her rights as 8
resldent of the facility and as a cltizen or resident of the United

States.

The Resident has the right to be free of interference, coercion,
discriminatlon or reprlsal from the facllity in exercising his or

her rights.

4. The Resident has the right to be fully informed, in a language
he or she can understand, of his or her total health status,
including, but not fimited to, his or her medical condition.

5. The Resident has the right to refuse treatment and to refuse to
particlpate in experimental research.

6. The Resident has the right to exercise his or her legal rights,
including flling a grievance with the Office of the Inspector

“General concerning resident abuse, neglect and
misappropriation of resident property in the facllity.

7. The Resident has the right to manage his or her flnancial
affairs.

8. The Resident has the right to choose an attending physiclan.

9. The Resident has a right to be fully informed in advance about
care and treatment and any changes In that care or treatment

that may affect the resident’s well-being.

10.  The Resident has a rlght to participate in planning his or
her care and treatment or changes in care and treatment
untess adjudged Incompetent or otherwise found to be

incapacitated under laws of the State.



1. The Resident has the right to personal privacy and
confidentiality of his or her personal and clinical records.

12, The Resident or Legal Representative has the right upon
oral or written request, to access all records pertaining to
himself or herself, Including clinical records, within twenty-
four hours. After receipt of his or her records, the resldent or
legal representative has the right to purchase {at a cost not to
exceed the community standard) photocopies of the records
or any portions of them upon request and wlth two days’

advance notice to the facility.

13.  The Resident may approve or refuse the release of
personal and clinical records to any individual outside the

facility except then:

a. The resident is transferred to another health care

institution. :
b. Record release is required by law or a third-party

payment contract.

14.  The Resident has a rlght to voice grievances with respect
to treatment or care that fails to be furnished without
discrimination or reprisal for voicing grievances.,

16.  The Resident has a right to prompt efforts by the facility to
resolve grievances, including those with respect to the
behavior of other residents.

16. The Resident has a right to examine the results of the
most recent survay of the facility conducted by Federal or



State surveyors and any plan of correction in effect with
respect to the facility.

17. - The Resident has a right to receive information from
agencies acting as client advocates and be afforded the

opportunity to contact such agencies.

If you have guesﬂans or concerns, please contact:

Connie Murphy
District Long-Term Care Ombudsman
1032 Madison Ave
Covington, KY 41011
8569-292-7962 - B

Kimberty Baker
State Long-Term Care Ombudsman
275 East Main Street, 3 E-E
Frankfort, KY 40621
502-564-6930 -8B
1-800-372-2991 Hotline

Office of the Inspector General
275 East Main Streéi:, 5E-A
Frankfort, KY 40621
502-564-2888 -8

B DU
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N OO0 INITIAL COMMENTE 5 000
AMENDED This t’lfm ?I‘Currccﬁion .vs‘prc"ps?red :u.ld Sa?l)lni!lﬁd
: as reqnired by law. By subimithng thiy Han of
: . i . R “arrecth P ;‘],-N ol fnan
A Complaint Survey investigating KY#00019775 ( ;"_T:; “:"f“f?f::f ) ':r:"? !I:"_:'f:(_’e? "::
*and KY#00019776 was Initiated on 02113113 and B o o,
completed on 02/14/13. KY#00019776 was P e & I’" o "";“'““': s
. . : v . 113 P d 1] 13 1 DS
substantiated with no deficlent practice identifled. i"'f"%"l ﬂcﬁ‘;' 1_‘0.“0 '}'“‘f;'.; ';“ biin the e
KYHO0019775 was substantiated with Icn ”~m|" leged la zmcnv;, In_ L;“M reserves
daficlencies cited. the rig FI 10 Qm! g e mr yal an or {eguéam} or
adrministrative procesdings he deficieney,
N - . ) i galements, feis, and coaetusions
b 105 g;i KA;; goﬁiiﬂgss)tim“bn 5. Resident | NS it form e basis o he deliciency.”
avi , Practice
. " 1. Resident #1 was affectad by the deficient
; gg\i:ﬁg ;ﬁgﬁﬁigg;ﬁiﬁi‘gﬁpjf?g;gcal:_l}g shal oraclice because the facility faled to performa
W . . H
: b physical examination day of sheged abusa. (41212013
- procedures ?hat prohibit mistreatment, neglect or A pliysical examination was done on Resident #1
- abuse of residents. o0 2/8/43 at 144 pm by LEN: the findings were |
: This requirement s not met a5 eviderced by: a deep purple discoloration to the right interior
: ) ? s : wrist. |
| Based on interview, record review, and review of :
: {he facility's palicy, It was determinad the facifity :
 failed to doveiop and impiement wifiten policies
" and procedures that prohibit mistreatment, :
. neglect, and abuse of residents. The faoitity falled 5 Al residents who repoif alleged abuse have the |
- to impiement their aibuse policy and procedures potential lo be affected by deficient praciice if :
- to protect reaidants from potential further abuse facility fails to follow sbuse poticy by not parforming’
+ and fated to immedialely examine {1} of three (3) physlcat examination on day of aleged abuse. On !
sampled residents (Resident 1) after recelving Febraary 8th, 2013 the Direstor of Nursing ‘
can afleged repont Gf physicat abuse. The facility conducted a teaching moment 1o icensed nurses. 41242013
i recqwed an allegation of physical abqse tewafé The purpose of the teaching moment was 10
E Rem'em _#? on OQI(}?X?& at 11:30 AM. A physical | inforrs: staff that the facility did not follow its policy
exammatmn of Resident #1 was not parformed and procedire on daing & skin assessimant
untit 02/08M13 at 1,44 PM. immedialely after an.alegati
sextial abuse.
* The findings inCiude:
" Review of the facility's poficy titled "Reporting
Abuge, Neglect & Misappropriation”, updated July
2042, Seclion Seven (7), revealed upon the
facility recelving reports of physical or sexual ;
N ]

o
i
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fITLE ,fﬁi?f;?? :;%f?g?! #EPR voos aé}//,é%j%éﬁ

STATE FORM F

i FRULT

fF rorbramalion sheel 1ol 7



PRINTED: 02/28/2013

FORM APPROVED
QOffice of inspector Generaj
STATEMENT OF DEFICIENCIES (X1} PROV|DER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT ION NUMBER: COMPLETED
A, BULDING
8. WING C
100362 02/14/2013
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
305 TAYLOR STREET #4402
RIVER VALLEY NURSING HOME BUTLER, KY 41008
XHIe SUMMARY STATEMENT OF DEFICIENCIES [} : PROVIDER'S PLAN OF CORRECTION : 1X5}
PREF IX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL { PREFIX (FACH CORRECTIVF. ACTION SHOULD BE © COMPLETE
TAG REGULATORY OR LSC |DENTIFYING INFORMATJON) L TAG CROSS-REFERENCED TO THE APPROPRIATE ¢ DATE
; DEFICIENCY) :
N 105 Continued From page 1 [ N105

3. n-service was held on February 28, 2013 by lhe !
Director of Nursing to licensed nurses; this in-service
included the facility abuse policy and re-education ‘
on doing a skin assessment immediately when an - 4/12/2013

{ abuse, a ficensed nurse (or physician) shalt
i mmedfately examine the resident. Further review :
- revealed the findings of the examination must be |
recorded in tha resident's medical record. !
Additionally, the policy reveated that in the event ' alleged physical or sexual abuse is reported.
- of an occurrence of abuse or neglect, the facliity's , The Director of Nursing provided ra-education to
: first responsibiity was to provide medicaf 5 imose licensed nurses who did not attend the
. intervention and support to stabiiize the resident's | f, In-service on February 28, 2013.
. health and provide reassurance. j 4. Tha facility Abuse Notification Form has been
' é revised to prompt staff when an alleged physical or

5;;:3:(?22;{?;’?? ﬁffgs%%rgé?ggiﬁg gﬁ:gf?ggiéys sexual report Is made a skin assessment is reqmred 41122013
lately. {S h vised Abu

" which included Miid Cognitive Impairment, ; mmediately. (Seo attached revised AbJse

Anxlety State, Depressive Disorder Obscuring Notification Formj), The Administrator, Director of _

! Vision after Cataract Surgery, Urinary Tract Nursing, ang/or Social Service Director will conduct

i infection, Dysphagia, Anorexia and Difficulty in a review with (ne staff membar initiating the ;
Walklng Review of the Minimum Data Set (MDS) notification to ensure the form/assessment/proper E
: Assessment, date 01/29/13 reveaied the facility notifications/other duties have been completed ;

limely and the investigation has been iniliatad. The

assessed Resident #1 with a Brief interview for
Mentai Status Score of six (8) out of fifteen (18}
_ indicating the resident was cognitively impaired.

Social Service Director reports during the quarterly
QA mastings the number of self-reports the
ragliity has made and the compliance wilh thls

i Review of the faclfity's reported incident report, requirement.

| dated 02/07/13 at 11:30 AM, revealed Resident
#1 reported to Occupationat Therapist #1 that
he/she did not want to shower that morning but
' was made to shower anyway. Resident #1 further :
' reported that the staff twisted her hand when they :
' tried to do nail care that helshe also did notwant :
" done. Resident #1 reporied that it hurt hisfher i
. hand and they mistreated him/her. Continued '

" review revealed an examination of Resident #1 ;

- was not parformed until 02/08/13 at 1:44 PM. ; 1

 Interview with Licensed Practicai Nurse (LPN) #1, f
- on 02/13/13 at 5:00 PM, revealed the facility's
poficy was to examine the resident immediatety :
after receiving a report of alleged abuse.

- interview with Reglstered Nurse (RN} #1, on

STATE FORM 590 FRUUH if continualion sheel 2 of 7
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N 1051 Continued From page 2 N105
© 02/13/13 at 5:30 PM, revealed the procedure was This Plan of Correclion is prepared and submitted
to examine the resident for injuries immediatety as required by law. By submitting this Plan of
after receiving the alieged reports of abuse and to | Correction, Rivar Valey Nursing Home does not
. keep the resident safe. ; admit (hat the deficiency listed on this form axist,
| nor does the Center admit to any statements,
" interview with the Director of Nursing (DON), on . findings, facts, or conclusions that form the basis
£ 02/14/13 at 12:00 PM, revealed the facifity's . fof the allaged deficiency. The Center reserves
| policy and procedure was to immediatety i fhe rignt to challenge in Jegal andar regulatory of
examine the resident after recelving a report of | administralive proceadings tha deficiency,
affeged abuse and to record and document the | statements, facts, and conclusions that form the
findings in the medicat record. basis for the deficiency. '
N 114 :
‘ . - . 1 Resldent #1 is being allowed to make individual !
N 114 0: . Qua f N 114 :
3 902 KAR 2 3006(2)(8) Section 6. Quality Of Life I cholces related to her cara to Include having her 441212013
i N e | preferance honored to receiva showers/bed bath on
f Self- ation a a ation. The P :
I gg;ld:'r:tieht:frlmhgvel the ;;;h?tglclp tion. Th i schaduled shower days, Resident # 1 was asked by
| (a) Choose activities, schedules, and heaith care '| arg::::J;:;nszrzusér;?d’::f:?”tr:;:: zel;:t’:m'”g ‘
| consistent with his or her Interests, assessments [ preet & F '
. and plans of care: morning or evening, two-three times a week.
: ‘ Resident #1care plan was reviewed by the Inter
This requirement is not met as evidenced by: Disciplinary Team, the care plan was revised to |
Based on Interview record review, and reviev;r of refiact her potential for res'stive/refusal of care. }
 the facility’s policy l:;rochure "Resiéents' Rights for The three State Trained Nursing Asslstants involved
i Residenti inpKentucky Long-Term Care 9 ! intna incident with Resident # 1 were terminated |
! . ) P ; Feb 2th, 2013. 5
! Facillties”, it was determined the facifity faited to © rluaw 12, 2 .13 al
* ansure the resident had the right to choose 2. All current residents have the poteittial to be
A A : fiected by the deficient ice.
. activities, schedules, and health care consistent Lo ofthe"cL:en‘i o de[:\::C\:Zfe terviewsd b
_ with his or her interests, assessments, and plans i h ) . . y
; of care: and make choices about aspects ofhis | the Director of Nursing and/or Social Services
i e e o i Diractor regarding self-determination-right to make i
I or her life in the facitity that are significant to the i ;
i . choices. The resident shower schedule has been
[ rgsident for one {1) of three (3) sampied residents ) . - :
(Resident #1). It was reported on02/07/13 at updated Jo prompt the Certified Nursing Assistant/
: approximatel ) 10-00 AM es'éent #1 was take State Trained Nursing Asslstarl to offer another
: topfhe showe:yroo'm for a' srholwer it was l?e ortgd means of bathing i.e. whirlpool/sponge bath should :
ihat Resident #1 did not want a s’hower ang {he resident refuse their stated preference {see
\ attached). The revsed schedule was completed
‘I;f:lziietd#ghﬁ;g ::)et gﬁ::ngtlr::rcfz:;g:\;ig : by the Director of MNursing. The restoratlve nurse
. audit/review rasidents' shower preferences upon
: ;icﬁir;ing;hﬁwg?:vazr:ee;azzlt%'f‘zlﬁgé?_Ci;ﬁaot? ani admission/guarterly/annually/significant change.
each resident to exercise phis or her autolgomy A speclfic resldent right(s) Is addressed at every
8% FRUUIt i cortinuaiion shael 3of 7
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regarding what the resident considers to be
important facets of his or her iife.

‘_ T he findings include:

Review of the facility's policy brochure "Resident’s
! Rights For Residents in Kentucky Long-Term
| Care Facifities”, undated, Section: Federat
Resident Rights, revealed the facifity shaii protect
and promote the rights of each resident, including
the right to a dignified existence and
self-determination.

" Review of the medicai record reveated the facifity

. admitted Resident #1 originaily on 06/28/06 with
dlagnoses which included Mild Cognitive

- impairment, Anxiety State, Depressive Disorder

' Obscuring Vision after Cataract Surgery, Urinary

! Tract infection, Dysphagia, Anorexia and

| Difficutty in Waiking. Review of the Minimum Data

| Set (MDS) Assessment, date 01/29/13 revealed
the factiity assessed Resident #1 with a Brisf
interview for Mentai Status Score of six (6} out of

! fifteen (15) indicating the resident was cognitively

" impalred. Review of Resident #1's care pian

" initiated 12/24/12 reveated the faciiity should

. provide this resident

encouragement/assistance/support to maintaln

| as much independence and controf as possible.
This resident’s strengths are: can ask for hefp

| and can express feeiings. Further review

revealed a care plan Intervention Initiated on

- 12/27/12, stated the facility should allow Resident
#1 to make decisions about treatment regime to

" provide a sense of control.

- Review of an abuse notification form dated

' g2/07/13 at 11:30 AM, revealed Resident #1

' reported to Occupational Therapist (OT) #1 that
he/she did not want a shower that morning and

resident council meeting, which are held Ihe

second Wednesday of every month,

On April 10th, 2013, the Sacial Service Director

addressed residents rights #5 and #10 under Ihe |

Federa! Resident's Rights. Residenl Right #5 lhe

resldent has the righnt to refuse treatmen) and to :

refuse to participate in experimental research,

Resident Right # 10 the resident has the right

to participate in planning his or her care and

treatmeni unless adjudged incompetant or

otherwlse found to be incapacitated under law

of the State. The Social Service Director will review

Resident Rights with each resident/responsible

party upon admisslon/quarteriy/annual/significant

change assessment. :

3, On February 27th and 28th the Social Services

Director held in-services for staff an Resident Rights

for Residents in Kentucky Long-term Care Facilitiei&

{see attached). This in-service was mandatory for al
disciplines. Staff who did not atlend the in-services | 4/12/2033
complated Care2l.eam, a web-based training/

educationa! training specifically for Long-Term Cara

staff,on Resident Rights for Residents in Kentucky

Long Term-Care Facilities; this was mandatory as {

well: completlon of his was March 12, 2013 :
4, The Director of Nursing, Quallly Assurance
Nurse, Social Services Director, and/or Administratg
will perform weekly audits of at least 10% of
residents to ensure residenls are being offered
choices related to baths; type and frequency 2x
weeldy for 1 month then 1x weekly for Z months.
The Quallty Assurance Nurse will monitor results
of the audit and report findings to the Quality
Assurance Committea monthly x3 months. The
Social Services Director and/ or Administrator will
orient/educate employees about Resident Rights
upon hire, annually, and as needed.

=

4/12/2013
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 told the Certified Nursing Assistant (CNA). It was
" reported that Resident #1 received a shower

: mistreated him/her and made him/her cry. Further
* review of the Abuse Notification Form reveaied
Resident #1 toid OT #1 that in general, he/she did

_ gotsick or got a headache.

: shower. CNA #1 stated Resjdent #1 used to not
| be bad about taking his/her showers but anymaore

© 0271413 at 12:00 PM, revealed Resident #1, as

_choice to shower or not. Further interview
. revealed an in-service was conducted to

" shower room, Resident #1 stated hefshe got too

‘ was not given the choice to shower or not and

i undressed and on the shower chair, prior to the
| actual shower, Resident #1 stated to CNA #1

. he/she did not want a shower. Continued

" interview revealed she advised the Resident she

Continued From page 4

anyway. It was reported by Resident #1 that they

not want to take showers because hefshe afways

interview with Resident #1, on 02/13/13 at 2:45
P, revealed he/she did not {ike to take showers
at the facllity due to the temperatures in the

cold. Resident #1 stated that he/she told the
Certified Nursing Assistant (CNA) he/she did not
want o shower. Resident #1 revealed that he/she

was not given the choice of a bed bath.

#1, 0n 02/14/13 at 9:45 AM, revealed she was the
care giver for Resident #1 on that date, CNAR
stated she continued to ask the resident to
shower until the resident refented. Further
interview revealed after Resident #1 was

Interview with Certified Nursing Assistant (CNA)
|
i

was almost done and continued to give the

hefshe just didn't want to be bothered.
interview with the Director of Nursing (GON), on

wedll as ali the facility's residents, should have a

" re-adyucate the staff regarding Resident Rights.

N 114
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N 219) 902 KAR 20:300-8(7)(a) Section 8. Qualityof
" Care

{7) Accidents. The facllity shalf ensure that:

" (&) The resident environment remains as free of
- accident hazards as is possible; and

! Based on observation, interview and review of the
" manufactures's recommendations, it was

. resident environment remains as free of accident
I hazards as Is possibie. The facility failed to

' Review of the manufacture's recommendations F
: for a Truman infrared Heater revealed the heater ;

. "Warning” section the manufacturer stated to use
. the heater only as described in the manual.
i Further stating that any other use was not

: cause fire, efectric shock, or Injury to persons.

: efectrical space heater plugged into a walf outiet

‘ Permitted in the Shower Rooms”.

interview with the Director of Nursing (DON}), on

T his requirement is not met as evidenced by:
determined the facitity faited to ensure that the

identify an electrical space heater plugged into a |
wall outlet in the shower room to be a potential
efeotrlcal hazard for the facility's residents,

The findings include:

was not intended for bathrooms. Under the

recommended by the manufacturer and may i

Observation on intial tour, on 02/13/13 at 9:20
AM and 02114113 at 12:05 PM, revealed an

in the residents' community shower room.

Located above the electrical space heater was a
sign posted that stated "Attention All Employees
Due to Safety Hazards Electrical Heaters are not

02/14/13 at 1:20 PM, revealed the faciiity did not
have a policy on electrical heaters in the

N219

i

P
)

5 Afl residerts on the unil and arhers who use the

Cfhis Plan of Cerrecrion is prepared and submilied as i

i), The facitity inmediaiely removed 1he healer
! from (ke shower room 1o ensire {hesafety of

heater while it Ivas in 1he shower room.

reguired by law. By sabinitting this Plan of Correction,
River valley Nursing Honie doss no1 admil {hial the
deficicncy lisied on 1his fonn exist, nor does 1he

: Cengr admil 10 any staleinenis, findings, facis, or

conclusions 1hal fonin the basis for 1he alleged
deficiency. The Cenler reserves 1he right 10 challenge
in legal andfor regulalory or adminisitalive
praceedings the deficiency, sialemenis, facis, and
conelusions 1har form e basis for the deficiency ™
NZ219

411572013

residens and siaff.

sliower room had 1he palential Lo be affecied by 1he 411512013

3. Bids are currently being received 10 coinpleiely
renovate 1iis shower room. The upgrade will include
ahealing and ventilalion sysiem 1o ensnre ihe comfort
and safety of all reside ms who use 1his shovvar roo:.
Lighiing and plumbing will also be changed o susure
resident and siaff safety.

4 Once all conraciors and snbeonifaciors have Lompleledl

work 1his will resull in greaier safety and comfort for

residents and siaff, The Adminisizator will perform ranéom

audits of al least t0% of residenis 10 ensure residents are

being otfered choices relaled 10 baihs; type and frequency . © 4/15/2013
2 w's weekly for | monih 1hen 1x weekly for 2 monibs. !
flla fality Assnrance Nurse will inonitor reshhs of the
andil, updaie barh schednles as negded and repoan ﬁndlngs
of 10 he Quality Assnrance Cominifiee inonillly x3
inonihs,

478572013
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' residents’ shower rooms. The DON further i |
reveated she did not know if it would be a safety |
; hazard. ;
i - :
: 3 i
 Interview with the Director of Maintenance, on
0214113 at 2:50 PM, revealed he had the Truman i ;
- Infrared Heater originat box in his office. |
Observation of the originai box revealed a I
. warning tabe| stating "Warning Potential for i
 Efectrical Shock™ and "not to be used In moist or ’ i _.
wet areas”. Further interview with the Director of | :
- Maintenance at 3:10 PM, reveaied the heater | { !
| could be an electrical hazard when used in the { ;
 shower room. | ! !
: r ,i i
: f | !
, | . !
E | e
E
| :
: { !
| ?‘
. I H
]
i [ : r
i
! '
; ! !
E
; l
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