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F 000 | INITIAL COMMENTS " FOQQ
- : 1. All items and areas in' need of ropair
| Astandard health survey was conducted on have been ropaired. The rough splintered doors in
12/14-16/11. Deficient practice was identified room 109-123-124-151-158 & 150 have been
with the highest stope and severity at "E™ level. sanded, Rageboards in room 103-106-107-109.
. . 115-116-117-118-120-121-122-124-T51-156-158-
: 159 & 168 have all been vigorously clcaned.
An 1abbrev:ats:d standard survay (KY17119, Doors i tooms 117-121-123-126-158-159 & 168
KY17313) was also co?ducwd_ at this time. have all beon cleancd and replaced with vinyl .
KY17119 was substantiated with no deficient protectors, The chipped lavarory edgc in room
practice identified. KY 17313 was unsubstantiated 168 has been repaired with caulking and sanded
with no deficient practice identified. . with no sharp edges, Toilet seats/bowels in room \
' : 114 & 123 were cleancd and samitized with o - |
F 253 i 483.15(h)(2) HOUSEKEEPISNG & F 253 stains deteeted, W/C in foam 171 heg heon
$S=E | MAINTENANCE SERVICE; replaced with & new side panel and the wie in
. rapm 105-2 has been roplaced with a new am
Thie facility must provide housekeeping and rest.
| maintenance services necessary to maintain a _ o
sanifary, orderfy, and comfortable interior. 2 All resident rooms and catire facility
: are all safe and functionsl, A very thorough
envionmenta!  tour  Tas  boon  conducted
throughout the facility and al! identificd concerns
. have bgen corrcated rmmediately,
This REQUIREMENT is not met as evidenced 3. On tanvary 4, 2012 a mandatory in-
by: ' gervice was conducted with all siaff including
Based on observation and interview, the facllity Ao ooy Maincnance by e
farlfzd to provide effectrve hDUSEkeePan Enfj specifically addressed as well as the CQI process
maintenance services necessary to maintain a  and Meintenance notification, Also siressed to
sanitary, orderly, and comfortable interior, | Housckeeping and Maintenaner the importance of
Observ_atiqns throughout the facility revealed | observing for items in aecd of repair and report |
eofled baseboards, salled doors, doors with and cepair in & timely manncr,
splintered edges, soilad tollet swats, a chipped . . )
\ N ! . 4, CQ! Committee Designac will conduct
t lavatory, and a wﬁeE[_Chalr i need of repair. thorough rounds on a weekfy basis for one month,
H i then menthly for onc quarter 1o observe for items
i The findings include: in need of sepair or replaced o arcas in nood of
: ) extra cieaning. Any problems will be corrected
According to the facifity's Adminlstrator on N immedistcly and reported to the CQl Committee j
12116111, at 11:30 AM., the facility did not have a for futhar follow up hnd rovicw. Houskesping |
policy ralated to maintenance/housekeeping i :r: Also include baseboards on the monthly clean_ i
: . = i own schedule.
nesds of the facilly. l
o ) 5. Completion Date; January 13, 2012.
LABORATORY nm%ﬂ PROVIGER/SUPPLIGR REPRESENTATIVE'S SIGNATURE TITLE 0 DAt
' v A LY mon/ /"}Glm} Wi ST REtoR l 13719

Any daficlency stetemant endll)’g with an astarisk (’)@notea A deficiency which the matilu

gon may bs excused from comesting providing It 16 determinad that

other safogunards provide sufiicient pretaction B the patients, (See instructions.) Except for

foliowing the date of survey wheiner or not a plan of cormetion is provided. Far nursing h
d&ys lollowing the date thase documerts are mads evailable ko the facifity. If deficlengies are cited, an app

programn participation.

omek, the above fin

nursing hornas;

the findinge alated above are discionabia 50 days
dings and plans of comsctien are disclasable 14
1oVt plan of cormection is raguisite fo continued
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Observations of the facility from 12/14/11 through S !
J 12/16/17, revealed the following areas were in . i
, Need of maintenancelhousekaeping genvices:

1. Rough, splintered doors were observed in
resident reoms 109, 123, 124, 151, 158, and 158, |

2. Baseboards in resident rooms 103, 106, 107,
1109, 115, 118, 17, 118, 120, 121, 122, 124, 151,
| 186, 158, 159, and 168 were pbserved fo have g
heavy buildup of dust and dirt. .

3, Doors in resident rooms 105, 117, 121, 123,
126, 158, 159, and 168 were obsarvad o have 2
heavy bulldup of gojl, :

4. Toilet seats/bowls in resident rooms 114 and
123 were observed to be solied and/or stained,

5. A chipped lavatory edge was observed in
resident room 168. ‘ '

| 6. The wheelchair in resident room 171-2 was
obgerved to have a loose side panel and the
wheelchalr in rasident room 105-2.was observed
t5 have a torm/worn armrast with the cover ;
missing. ' :

An interview with the Housekeeping Supervisor
! and the Maintenance Supervisar during the

- environmental tour on 12/16/11, revealed staff
was to submit work requests for repairs needed
in residant rooms. Both supervisors stated they
meade observations of resldent rooms on a
regular basis, but were unaware of thete
housekeeping/maintenanca needs,

F 372 | 483.35(/)(3) DISPOSE GARBAGE & REFUSE F372
85=C | PRCPERLY o : -
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properly.

| dumpster was full of garbage and refuse, In

The facility must disposa of garhags and reﬁ.:sé

This REQUIREMENT s not met as evidenced
by: E
The facliity failed to ensure that 'garbage end |
refuse were disposed of properly. Observation of
the contalnment area for garbage/refuse on
12114711, at 1:00 PM, revealed the metal

addition, twenty-five garbage bags filled with .
garbage and refuse were observad to be stored
on the dumpster lld praventing complete closure
ofthe lid. The twenty-five bags of frash were {
accessible fo insects, rodents, and other wildlifs,
Observation also revealed the metal dumpster :
containing the garbage and refuse was placed
; partially on an absorbent soil surface and, as a | }
: resulf, couid not easily be cleansed 1o prevent the |

| spils from absorbing into the surrounding soif and
was not egsily washed, ' :

An Interview conducted with the faclity :
Administralor‘cn 12/15/11, at 8:35 AM, revealed
the facility did not have a policy on trash/refuse :
containment/digposal,

Observation of the facllity dumpater on 12/14/11,
at 1:00 PM, revealed the facility trash dumpster :
was fllled with garbage/refuse that prevanted s
tight fitting closure of the dumpster lids on all four
sides. Further obsenvation of the dumpster i
reveaied 25 trash bags filled with garbage/refusd

The findings Include: )

had been piaced on top of the lids allowing

(X4) Ib BUMMARY BTATEMENT OF DEFICIENCIES \ D {XE)
PREFIX (EACH DEF|CIENCY MUST BE PRECEDED BY FLHL BREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} : TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENEY) A
1
F 372 ' Continued From page 2 Fa7zip " Our cortracted wasfc monggEment

company wes contacted immediately to empty
garbage dumpster and the surTounding areg were
clcaned, ‘

2, Arrangements wers made for owr
contractor 10 provide two dumpsters instead of
onc and 1o pick up garbage five days a week
(Menday through Friday), A conerete pad hes
been installcd for the dumpsters Io sit on therefore
preventing  any  coptamination of contents
absorbing into the ground,

L Housckeeping and Dietary staff have
been in-serviced by the Administrator on
December 14, 2012 ta stross the impartance of all
garbage being confined entircly in the dumpster
Wwith nothing being on top of the dumpster lid,
The lid must be closed completely afier garbage is
disposed into them. Additional sducation and in-
scrvice was conducted on January 4, 2012 by the
Administretor with Housckeeping, Maintenance
and Dietary Drpartments with proper procedure
and disposal of garbage end pian for two
dumpsters instced of one with them now being
placed on & concrete surface. :

4 A CQl Committec member dosignee
will monitor the waste receptacies ta cnsure that
all garbage is complotely confined in dumpster
receptactcs with lids closed The designes wiRl
monitor the dumpster once A day for two weoks
then weekly for onc month, then monthly for the
next quarter.  Any irregularitics noted will be
zorrected immedinicly and reported 1o cqQr
committec for further review,

5. Completion Date: January 13, 2012,
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F 372 | Continued From page 3

expostre to Insects, rodents and other wildiife, In
addition, the metal dumpster was placed partially
on @ soil surface preventing the easy cleaning of .
grease/shortening and cther liquid spillsfieaks
from the dumpster, One of the trash bags was
observed to have a milky white liquid dripping

| from the sitle of the trash bag onto a

; nonwashable soil surface. Tha milky white
substance was draining dowrhill te the facility
parking lot and grassy mrea surrounding the
bullding on the 100 side of the building.

An interview was conducted with Certified
Nursing Assistant (CNA) #1 on 12/14/11, at 1:00
PM. The CNA stated the soiled resident briefs
and other solled resident ftems were also
disposed in the dumpster containment system.
The CNA further stated facility staff was unable ta
| dispose of all of the garbage/waste from the
facility into the durnpster each day because the
dumpster was not large enough to tontain all the
facility trash/waste. '

Aninterview was conducted with CNA#2 on, -
12/14/11, at 2:02 PM. CNA #2 stated the trash
bags contained soiled resident briefs and other

| soifled resident items. CNA#2 further stated the
trash wes picked up on a dafly basis, Monday
through Friday, by the local trash collector.

| An interview was conducted with tha facility
| Dietary Manager on 12/14/11, at 2:10 M, The
! Dietary Manager (DM) stated the garbaga was
| collected on a daity basis Menday through Friday.
The DM further stated the garbage/refuse was

not coliected on Saturday/Sunday.

An interview conducted with the facility

H

{
!

F a72|
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The facility must establish and mairtain an
Infection Control Program designad to provide a
safe, sanitary and comfortabie environment and
to help prevent the development and transmission
of disease and infaction

(2) infection Control Program _
The facility must eatablish an Infection Contro
Program under which it - l

(1) Investigates, controls, and prevents infections
tn the facilfty;

(2) Decides what procedures, such as isolati n,
should be applied to an individual resident; ahd
(3) Maintaing a record of incidents and corredtive
actions related to infecticns. :

(b) Praventing Spread of Infection .

(1) When the Infection Contro! Program
determines that a resident neads isolation to
prevent the spread of infection, the facility must
isolate the resident, .
(2) The facility must prohibit employses with
communicable disease or Infacted skin lesiorls
from direct contact with residents or their Foad, i3
direct contact will transmit the disease. :
(3).The facility must require staff to wash their:
hands after each direct resident contact for which
hand washing is indicated by accepted

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUFFLIER/CLIA - | (X2) MULTIPLE CONSTRUGTION {%4) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: - COMPLETED
‘ - 1A, BUILDING .
185150 EWING 121162011
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, ZIP COBE
: 388 PERKINS MADDEN ROAD
KNF)TT COUNTY HEALTH & REHABILITATION CENTER HINDMAN, KY 41822
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION )
éﬁgrlgc {EAGH DEFICIENCY MUIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE :
. . DEFICIENCYY:
I ' !
F 372 E Continued From page 4 _ : F372
Administrater on 1214711, at 3:25 PM, revealed
the facility had attempted for an extra day ef trasf |
callection on the weekend but had been unable to i
obtain the extra day of pickug. The facility | | ;
Administrator acknowledged bears, raccoont,
and other wildlife had been obsarved in tha lbcal
community. . : PRI L
i. Resident 43 s rocelving  care,
F 441 483.65 INFECTION CONTROL, PREVENT F 441 Including skin  assessments By swif that are
83=F | SPREAD, LINENS : utilizing appropristc hand-washing techniques.

Tee pess is cccurring for oll rosidents following
proper infcction control techniques.  The ice
scoaps were discardad and the ice scoops, coolers
end machings were immediately cleancd and

the sticky powdery substance removed,

2, All nurses arc providing carc with
appropriate  hand-washing technigues
obsorved. A residonis are receiving ice pess by
stail that arc following mcceptablc infection
coneral tochniques. AN medication carts mre
clenn, sanitary and arganized,

3. All nursing staff were in-serviced by
the Administrator on January 4, 2012 on praper
techhique on infection contro} prRctices Tolating to
appropriate hand-washing. and glove chrnging
during care and skin A35CSSMENs, fte prss and
medication can cleaniiness. Specific inatructions
included  hand wasking/glove changing during
skin assessmemts, not allowing the ice sco0p
handle to come into contant with the jce and the
» | Scoop being placed in the appropriate holder when
not in use. .

sanitized, All medication carls were ¢leaned and

being -

FORM CMS5-2567/02-09) Pro\vioua Versiohs Obeolste

Yeceived Time Jan 13 2017 10:34AM No. 4601

Everd 1D: QIKRT1

Facllity ID: 100485

If eantinuation sheet Page 5 of 11




S PAGE 14/32

a1/13/2812 1d:44

6B67855128

DEPARTMENT OF HEALTH AND HUMAN SERVICES

KNOTT CO HEALTH REHA

PRINTED: Q1/05/2012
FORM AFPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA {}&) MULTIPLE CONSTRUCTIDN {(%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘ COMPLETED
‘ A BUILDING |
’ B. WING ___ ©
i 185150 ' 12/16/2011

NAME OF PRCVIDER OR SUPPLIER

KNOTT COUNTY HEALTH & REHABILITATION CENTER

$TREET ADRRESS, CITY, STATE, ZIF CODRE
388 PERKINS MADDEN ROAD

HINDMAN, KY 41822

i provided personal care to residents. Staff was

| place the ice scoop on the cart and/or in the ice

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infecfion. ‘ :

This REQUIREMENT is not met as evidenced
by: |
Based on observation, interview, and a review of |
facillty policies, the facility failed ta ensure an '
infection control program was maintained to
provide a safe, sanitary, and comfortable
environment. Observations revealed staff fajled
to wash hands their hands ag indicated when they

also observed to pass ice to residants ard to

bin. In addition, medication carts throughout the
facility were ohserved to have sticky residue and
powdery debris ingide the drawers. .

The findings include:

1. Areview of the Infection Control Policy
revedled staff was directed to perform :
appropriate hand hygiene to prevent health care
related infection and spread of multi-resistant
organisms. Staff was directed to wash hands or
use an alechol-based rub for decontaminating
hands when moving from a contaminated body
site t a clean body site during care.

Observation on 12/15/11, at 245 PM, of Licensad
Practical Nurse (LPN) #3 performing a skin

{X4) 1D SLAMARY STATEMENT OF DEFICIENCIES s ! FROVIDER'S PLAN OF CORRECTION (X5)
PRERIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX ; {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: . DEFICIENCY)

. 4, Al nurses will be observed and

F 441 Continued From page & A1 checked off by the COI designe. for proper

profassional practice, infection  contol  during carc  and  skin

i sssesstnents.  These obscrvations will be donc

() Linens with four nurses per week (or ontil alf numes have

boen obssrved) for one month. Then four mieses
will be chasen et random b be observed monthiy
for onz quarer, Ice pass fo rosidents will be
manitored by CQI Designce 10 onsyre proper
infection control practices are being fllowed.
The fce pass monitoring will be ve times per

weekiy for one month. Medication carts will be
cleaned once & week. Carts wilj be mornitored by
CQl Committee designee weekly for one month
end then monthly. Any incgularities will be
corrected fmmedtately and reported to the cQl
eammittee for further review.

5. Completion Date; January 13, 2012,

week on various shifts for one month and then .
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F 441

.| afler assessing Resident #3's perineum and after

 LPN #3 acknowledged in interview on 12/1 5/11,

| further directsd hot to laave the lce scoop in the

Observation of the-ice pass on 12/14/11, at 1:00

At interview with State Registered Nurse Ads

Continued From page 5
assessment of Resident #3 revealed that LFN 22
failed to wash her hands and apply new gloves

wiping cream off of Resident #3's bettom, LPN
#3 continued performing the skin assessment
touching Resident #3's back, oxygen tubing, face,
ears, and hair.

at 4:04 PM, that she should have washed her -
hands and changed her gloves when she
cleansed the resident's buttock area and befare
assessment of the resident's perinaum.

v
1
t
'

2. Areview of the lce Pass Polioy/Procedure |

revealed staff was fo. replace the ice scoop in the

Proper place at the ice machine and to replace ;
the scoop in the proper covered holder on the ics
cartto prevent contamination. The staff was

Ice.

PM, revealed staff obtained ice from an ice cart
with an Ice scoop and piacad the ice acoop,
ncovered, on the exposed shelf of the ice cart
instead of the scoop holder on the eart, In
addition, cbservation of the ice mashine on the
100 Unit revealed a Iame ice scocp had been
placed In the ice machine and the handle was in
direct contack with the ice.

(SRNA) #1 on 12/14/11, at 3:25 PM, revealed the

SRNA was aware the ica scoop should have been

placed in the holder, The SRNA further stated
she did not know who had left the scoop In'the ice

rather than the holder,

F 441
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F 441 | Continued From page 7 S F 441
| Aninterviaw with Licensed Practical Nurse (LPN) .
#10n 12114111, at 3:35 PM, revesled the LPN

: Was responsible to supervise the SRNAs o
ensure they delivered care/services with correct
techniques, however, LPN #1 stated she had not ‘ ‘ ' J
observed the ice pass on 12/14/11. . L . N
e ' |

AN intendew with the Infection Cantrol Nurse on _
[ 12/14/11, at 3:30 PM, revealed stafi was o foliow i i
correct infection controf technique when they ’
delivered ice o residents.

3. The facility's infection Control Policy included. |
. "environmental factors may facilitate transmission .
of Infections emong residents such as equipment ‘ ‘ ‘ P
used to provide care," ; \

Observations of three medication carts on ; , o
12/16/11, revealed all three carts contained a | : . | ;
sticky residue inside the drawers where fiquid ' L
medications were stored. A powdery residue was
also abserved inside the medication drawers
uzad to store medications in tablet/pill form,

AR interview with LPN #4 on 12/16/11, at 3:00° | ‘ :
PM, revealed there was no policy or schedule for ‘

cleaning the medication carts, According to L PN
. #4, LPN= were to clean up gpills of medications
but no one was responsibie fo ciean the cart on a
| rautine basis, . '
F 468 | 483.70(h)(3) CORRIDORS HAVE FIRMLY i F488f
$5=t | SECURED HANDRAILS I

The facility must equip cormidors with firmly
| secured handrails on each side.

‘ ! ‘ ‘ - L A . |
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F 488 | Continued From page 8

’ This REQUIREMENT is not met as evidenced
by: - -

Based on observation, the facility failed to ensure
handrails in corridors wers firmly secured. On
12/14/11, the handrails adjacent to resident
rooms 124, 125, 126,101, 105, 111, 114, 155,
171, 161, and 174 were loose from tha wall, In
addition the handraile in the corridor adjacent o
the women's shower room, the Physician's Office,

-the supply room, adjacent to and across from the

dining room on the 100 Unit, and adiacent to the ;
Exi{ door on the 200 Unit were observed to be ;
loose and not firmly attached to the wall,

The findings include:

According to the faciity Administrator, the facility
did not have a policy related to maintenance of
handrails, C

Observations during a facility taur on 12/14/11 .
revealed the handrails adjacent to resident roofms :
124, 125, 126, 101, 105, 111, 114, 155, 171, 161,
and 174 were loose and not firnly attached to the !
wall. In additlon, the handrails in the corridor 2
edjacent to the women's shower room, the
Physician's Office, the therapy room, the supply
room, adjacent to and across from the dining
room on the 100 Unit, and adjacent to the Exit
door on the 200 Unit were observed to be loose
from the wall,

An inferview with tha Maintenance Supervisor on
12/14/11, at 3:20 PM, reveaizd he attampts to
monitor the handrails on a.rmonthly basis and was
unaware of the loose handrafs,

F &14|483,75())(1) RES

83=D ; RECORDS-COMPLETE/ACCURATE/ACCESSIB |

1. ATl Randrails adjacent to rooms 124-
FAGB | 125.126-101-105-111-1 14155171161 & 174
were immediately fimnly secured to rhe wall by ;
Mainignance Supervisor in addition to ali other :
handrails throughowt the facility were checked :
and if needed were firmby scoured to the walt,

|
2 Al handrails throughout the faciliyy !
were dlso chocked to cngure that they were i
secured to the wall, Handrails throughont the i
facility are sefe and functional for use. Any j
identified concerns correeted immediately,

3, " On January 4, 2012 & mandatory in-
servics was conducted by the Administrator far all
facility staff and reinforecd the importance of
reporting loose hendrails to maintenance for
immediete repair and the correet CQI proccss on
Toporting problems found,

4, CQT committec Designes will conduct
a thorough inspection daily for one month then
monthly for onc quarter. Any identificd prablem
will correct immediately and reported to cot
Committee for further roview.

5. Complction Date; January 13, 2012,

F 514
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"4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTHIN o)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION BHOULD BE SOMMETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
. : DEFICIENCY)
_ o : 1. Residont #1°5 code stums wes clarificd
F $14 | Continued From page 8 F514; by the resident and rosponsible purty. Tho
LE i condition alert sheet was then chenged 1o state
. " DNR to morch all correspending  documents,
. ] . : Residcnt #6's code statys was clarificd by resident
The fam[zty must maintalq clinical records pn each &nd responsible parry and was cansistent with the .
resident in accordance with accepted professional DNR shoet signed, A new physician's order was
standards and practices that arg complete; then obtained to sct his codc status to 3 DNR per
accurately documented, readily accessible; and resident and responsible party's wishes.
systematically organized, : ‘ ,
! y_ y organi 2 All residents™ charts wors reviewed for
L . . Acetacy of code sietvs by the Unit Supervisors,
The clinical record must contain sufficient The Si;nd code status _,\’vas compa:g; tc; (:lr\se.
info_rmarion to identify the resident a record of the physician’s arders, the condition alert sheet and .
resident's assessments; the plan of care and + the care plan tw ensure consistency of alf resident
8Ervices provide d: the results of any i records, " If any disercpancies found, the
N - . responsible party, resident and the pltyzician were
pr?jadmlsslpn sc;eemng conducted by the State; contacted for clarification.  Aftar revicw of il
and progress notes. records, all were documcnted accurately and
aonsistently, '
- !
This REQUIREMENT is not met as evidenced 3. An in-crvice was held on January 4,
by: ] o 20]2 hy the Administracor with all nursing staff
- Based on interview, record review, and a review ";‘;i‘:l’:_l‘:ngﬁﬂﬂ‘: F:If::‘:dt”“’ gfmlfnbﬁ}qins and
| of facility protoeols, the facllity falied to maintain included: documentation oy ee el
accurate clinical record information related to the order is o be written for each codc ‘Status
code (resuscitative) status for two of ninetean abiained, a signed consent by resident/responsible ;
sampled residents (Residents #1 and #6). A ! porty and the physician, the code status wili he |
F ; .
review of physician's orders in the medical record i placed on the Condition Alert sheet and then the
of Resident #1 revealed the physician had. ;ﬂ; ;‘;mfh";" l'jc Pl;“d on residents caro plan,
Tequested the resident's resuscitation status {6 ba | signed code stomrs shon o il eompare the
" 4 . A A - gned code status shect to the physician's arders
Do Not qus-'J-?o"”liﬂtel (withhoid lifesaving ¢are), | and (o the Condition Alest sheet for nceuracy. All
fiowever, the "alert" in the front of the chart was | new admissions and readmissions will have &
"Full Cods" (In the event of cardiac/respiratory cods statun obtained and placed on a conscnt
failure, & person’s wishes that every possible sheet, the Candition Alert sheet and g Physiciang,
measure available would bz used to resuscitate °fd'=; r‘nﬂzﬁé 1h’ resident or segponsible party
them). Resident #6's code status was (isted as :r?):csso\rv'}” a:r:;ngc{r:; Enf:?:[: fgtrﬁ;]etﬂiﬂg ‘
Do Nit ,R'esuscrtta"’ but the physician's orders admission. readmission of & request for change i
were for "Full Cods, being made will be reapensible for completing tha
| . paperwork.
‘ The findings incjude: '
A review of the Protocal for Obtaining Code ;
. FORM GMS-2667(02-29) Fravious Viersions Obtolede ' © EventiD:gIKR17 Fagility ID: 100455 If continvation shest Page 10 of 11
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Coordinator/designes was to obtain aslgned Do

{DNR/CPR) consent form upon admission to the
facilty. The nurse responsisle for admitting the
resident was then responsible for contacting tha
physician for telephone orders regarding code -
status.

1 1. Areview of the medical record for Residant #1
 revesled the resident's family :
member/responsible party had signed ths
DNR/CPR consent on 10/10/10 to confirm the
resident'’s DNR status. The physiclan's ‘orders for
Resident #1 also confirmed the resident with.
DNR status. Howaver the "Alert Sheet” on the
front of the chart had a large sticker to indicate
the Resident had Full Code status.

Nof Resuseitate/Cardio Pulmonary Resugcitation |

2. Arsview of Resident #6's medical record
revealed this residents DNR/CPR consent form
had been signed on 08/11/%1, to indicate the.
residant had DNR status and the Alert Shest on
the front of the chart had a large DNR sticker on
- it .however, the physician's orders indicated the
 resident was fo be a Full Code status,

An interview with Registerad Nurse {RN) #1 on
12/15/11, at 2:15 PM, revealad she was
responsitle to check physician's orders every
month for aceuracy. RN #1 stated she checked
the previcus month's orders, the Medexes, the

treatment records, and telephone orders to
Bnsure accuracy and hat missed the physician's
order for Full Code status for Resident #6, and
correctad the Alert Shee! for Resident #1 on the
day of the interview.

audits by chaosing at random five

for one quarter, These andits will ing)
of all new admits and re=admitg,

the CQF committeg,

5, Completion Date: January

each unit per week for on month then monthiy

F ATy eongems
will be addresged immediately ond raviowed by

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLLA, - (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
: Cc
. B. YWIN
185150 ¢ . 12/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
'383 PERKINS MADDEN ROAD
KNOTT CQU H & REHABILITATION CENTER
O Q NTTHEALT & REHABILITAT! T HINDMAN, KY 41822
54 1D SUMMARY STATEMENT OF DEFICIENGIES [s] PROVIDER'S PLAN OF CORRECTION X8y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROFRIATE DATE
DEFICIENCY)
I
, 4, The CQF Committce Designee wilt
F514 CO‘ntanEd‘Fr'Dm page 10 o F 514 conduitet chart audits to ensurg accuracy of code
Status Consent revealed the Admission StRWe. The committec designee will conduct tha

charts from

udc reviews

13,2012,

Receiv
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIFLE CONSTH e g T (X3 DATH SURVEY
AND PLAN CF CORRECTION | IDERTIFICATION NUMBER: COMRLETED

RUILDING 01

JAN 13 202

ABULDING g7 JhEND

185150 B WING

NAME OF FROVIDER OR SUPPLIER

. STRERT ADDRESS,
KNOTT COUNTY HEALTH & REHABILITATION CENTER

388 PERKINS mn@éﬁﬁ@tﬂ,ff gaith Care
n BN

orcement Branch

HINDMAN MRS,
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [ f¥5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULIL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY) o
K000 | INITIAL COMMENTS : . K 000 :
|

CFR. 42 CFR 483.70(a) , ' - : [
Building: 01 '

Plan Approval: 1978 | J

Survey under; NFPA 101 (2000 Edition) Chapter
19 (existing health care) . |

Facility type: SNF/NF
Type of structure: Type Il (222) , - :
Smoke Compartment, 5 |

Fire Alarm: Complete fire alarm with smoke
 detectors in corridors and resident rooms

E Sprinkler System: Complete automatic sprinkler
systemn ' :

Generator: Type I, Diesel, installed 2008 _ | | |

A standard Life Safety Code survey was
conducted on 12/16/11. Knott County Health and
Rehabilitation Center was found net to be in
compliance with the requirements for participation
in Medicare and Medicaid. The census on the
day of the survey was §1. The facility is licensed
for 82 bads, .

The findings that foliow demonstrate ‘
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (life Safety from

Fire). »
K072| NFPA 101 LIFE SAFETY CODE STANDARD K072
§8=D _ : .
LABORATORY DIRECTOR'S QF PROVIDER/SUPPLIGR REFRESENTATIVES SIGNATORE TITLE X DATE

< A Hemau TA-AmiN\S‘}Qﬁ“}OR 13-~
Any deficleney statement ending wifh an asterisk (ﬂﬂenotes a dafisiency which the Institution may be exsuzed finm correcting providing | 19 detormined thar i
cther sefeguards provide sufiicient protection to the patients. (Sos instructlons.) Except for nursing homes, the firdings stated above are discigszble SD days

foliowing the date of survey whather ar not & plan of comection ks provided, Far nursing homas, the abova findings and pians of corection ane disciosabie 14

days fallowing the date these documants are mada avalabie'to the facility. If deficiencies are cifed, an approved plan of corection is requistte to cartinued

program particlpation, ‘ .

" FORM CMBE-2567(D2-0%) Previsug Verslons Cbecleta Evart |D; BIKR21 Frelifty 1D 100408 If continuation sheef Page 1 of 3
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SURFLIER/CLIA {X2) MULTIPLE CONSTRUCTION - (X3) DATE SURVEY '
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
_ A BUILDING  p1.- MAIN BUILDING D1
. WING
185150 1 12/15/2011 .
NAME OF PROVIDER OR BUFFLIER STREST ADDRESS, CITY, STATE, ZF CODE : ' l
388 PERKINS MADDEN ROAD e
cou & TICN C! ; !
KNOTT NTY HEALTH & REHABILITATICN CENTER HINDMAN, KY 41622 i i
o) 1D SUMMARY. STATEMENT OF DEFIGIENGES T PROVIDER'S PLAN OF CORRECTION (XE) :
PREFIX {EACH DEFICIENCY MUST RE FRECEDEL BY FUILL PREFIX (EACH GORREGTIVE ACTION SHOULD EE COMPLETION
TAG REGULATORY OR L5G IDENTIFYING INFORMATION] ™o CROBS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFCIENCY)
) (. The outsids exit leading off from (ho i
K 072 Continued From page 1 K072 dining room was immediately clcavcd of table's, I
Means of egress are continuously maintained free chairs, tent and furniture. i
of all obstructions or impediments to full instant 5 A thorough inspection. of the enti 1'
- . Ugh mspection. of the entive
;"SE _'nh?h-a CadSE of ﬁt'i.e or Othe{hema;gency' bNtO ¢ buildirg wos completad, All Tirniture, objcots and
Urmighings, decorations, or other objects obs Tuc funishings have heen removed from exit ares to
exits, access (o, egress from, or visibility of exits. allow for g clear uncluttored path 1o the outside. |
71,10 ‘ : ¢ No ather arcas noted as & concern, No residents |
_have been affected, !
3, All staff inwserviced on January 4,
. 2012 by the Administrator to koop el exits free of
. - o clutter, furniture or any object that enuld block or
This STANDARD is not me}: as ewdepced by: impede an exit to the putside. Reviewed with
Baged on observation and interview, it was Mainenance and  Housckcoping  staff  the
determined the facllity failed to ensure exits were regulation regarding; blacking exits.
maintained according to National Fire Protection- 4 COQI Designee witl do a welking rotnd
. H ] 1 1M, n |
Association (N_FPA) standards. The deﬁmency five times a week for anc month then weekly
had the potential to affect one _Of five smoke thercalter.  Any concems dontified will be i
compartments, twenty-five residents, staff, and corracied immediately. i
visltors, ; '
5. Completion Date; Jmuary 13, 2012,
The findings include: -
Observation on 12/15/11, at 2:33 PM, ravealed |
the outside exit leading from tha dining room area i
was blocked by various objects that preverited i {
instant use of the exitin the event of a firo or i !
other emergency, The objscts included tables, ; :
*¢hairs, and a tent with awning. Exits must ba
kept free and clear of objects to allow for Instant
use during & fire or other emergency. The
observation was confirmed with the Maintenance
Director, - :
. ‘ . ! i
Interview on 12/15/11, at 2:33 PM, with the !
Mzintenance Director, revealed the objects would ' ?
be removed from the exit. Further interview ‘
revealed the objects had been there fo ;
approximately one yeer, : ;
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A.BUILDING 1 . MAIN BUILDING of .
B, WING ‘ ‘
. 185150 : - 1211512011
NAME OF PROVIDER. OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE
: © 338 PERKINS MADDEN ROAD
KNCTT COUNTY HEALTH & REHABILITATION CENTER o
™Y TATIC N HINDMAN, KY 41822 , |
(X4) IR SUMMARY STATERENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ) '
PREFTY (EACH DEFICIENCY MUST BE FRECEDED EY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD RE ' COMPLETION
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] DEFICIENGY) . i ‘
‘ . i
K 072 Conflnued From page 2 K072 ;
| Reference: NFPA 101 (2000 Edltion) '
7.1.10.17%Means of egress shall be continUolisly :
malntained free of all obstructions or : |
impediments to full instant usa in the casa of fire S . : ‘ j
of other emergency. : ‘ _ :
.,i
[
i
:
f
1 |
| | _1
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