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The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comiortabie inierior,

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, and review af
the facifity policy, it was defermined the facility
failed to provide maintanance and housekeeping
services fo maintain a sanitary, ordesly, and
comfortable interior. Observations during ihe
environmental tour on 05/23/3 at 2:30 PM
revealed wheeichair armrests for Residents B
and C were torn, and the mattress pad cover for
Resident A's bed was torn. In addition, on
05/21/13, 05/22/13, and 05/23/13, dried liquid
tube feeding was observed on the gastric feeding
pump and pole used for the administration of
Resident #2's tube feeding, and the air
conditicner in Resident D's room was not
wOorking.

The findings include;

Review of the Preventative Maintenance Report
dated May 2013, revealed on 05/20M13 the
resident rooms were inspected by the Plant
Director. The rounds inciuded chacking
wheeichairs, mattresses, gastric pumps, and

contest the survey findings
through informal dispute
resolution, formal appeal
proceedings or any
adroinistrative or legal
proceedings. This plan of
eorrection is net meant fo
establish any standard of care,
contract oblication or position
and the Facility reserves all
rights to raise all possible
contentions and defenses in any
type of civil or criminal claim,
action or proceeding. Nothing
contained in this plan of
correction should be
considered as a waiver of any
potentially applicable Peer
Review, (uality Assurance or
self eritical examination
privilege which the Facility
does not waive and reserves the
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gastric feeding pump and pole for Resident #2.

Observation conducted on 05/21/13, 056/22/13,
and 05/23/13 of Resident D's room revealed the
air conditioner was not working propery. Further

- abservations on 05/21/13, 05/22/13, and 05/23/13

revealed a fan in Resident D's room,

Interview with Resident D on 05/23/13 at 2:30 PM
revealed the resident felt his room was too hot.

Interview with the Plant Director and
Housekeeping Director on 05/23/13 at 2:45 PM
reveaied Supervisors made environmental rounds
together in the facility once every month to
observe for resident items that were in need of
repairs and/ar cleaning. According o the Plani
and Housekeeping Directors, the envircnmental
rounds included checking wheeichairs, resident

i mattresses, air conditionars, and cleanliness of
: resident rooms. The Housekeeping Diractor

stated the gastric pumps and poles should be
cleaned by Housekeeping daily, and was not
aware the mattress cover was tomn for Resident
A. The Plant Director said the wheelchair
amrests werz in stock in the building and

x4 3D SUMMARY STATEMENT QF DEFICIENCIES D FROVIDER'S PLAN OF CORRECT!ON 5
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHGULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRGSS-REFERENCED TO THE AFPROPRIATE DATE
DEFCIENCY)
_ right to assert in
F 253 | Continued From pags 1 F 253 & - . .,a[.[y
e i administrative, civil or
criminal claim, action or
Observation an 05/23/13 at 2:30 PM revealed proceeding. The Facility offers
Residents B, C, and D's plastic wheeichair am its response, eredible
rests were tom and in d of repair. P <
and in nee P allegations of compliance and
Observation on 05/23/13 at 2:30 PM revealed the plan of correction as part of its
. matiress pad and cover or Resicent A's bed was ox-going efforts to provide
tam and in need of repair, quality of care to residents.
Observations on 05/21/13, 05/22/13, and
05/23/13 revealed dried liquid tube feeding on the ¥253 ' Onp 5/23/13, wheeichair arm rests

were replaced for residents B
and C, the mattress for Resident
A was replaced, and the air
conditioning wnit was replaced.
Also om 3/23/13, the mattress for
Resident A was removed and
replaced with a new mattress.
In addition, on 5/23/13, the
feeding pump and pole was
cleaned for Resident #2.

Many of eur residents have
wheelchairs, geri-~chairs, .
specialty chairs, and specialty
walkers. Such devices were
cheeked to ensure ail were in
good repair with ne defects.
There were no other residents
identified with such issues. All
feeding pumps and poles were
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The services previded cr arranged by the facility
must meet professional standards of quatity,

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, and record
review, the facility failed to ensure services

! provided met professional standards of quality for

one of nineteen sampled residents (Resident #7).
Resident #7 had physician's orders for oxygen io
be administered at 2 liters per minute as needed;
however, abservations cenducied on D5/21/13
and 05/22/13 revealed facility staff failed to
ensure the oxygen was administered as ordered
by the physician.

The ﬁndings include:

A review of the facility Oxygen Administration
policy {dated December 2010) revealed the
physician's orders would be checked prior to
administration to ensure the liter flow and method
of adminisiration was comect. The pclicy further
noted the oxygen liter flow would be checked at
"regular intervals.”

A review of the medical record revealed the

4 1D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION x5
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F 253 | Continued From page 2 Fosa| checked to ensure cleanliness,
available for residents, and stated hafshe was not with no areas of concern noted,
awars of the torn wheelohair armrests. In I addition, all resident rooms
addition, the Plant Direcfor was not dawar; the air were checked fo ensure the
- s : : H R H t ¥ * " .
?;;r::tloner was not working in Resident D's proper functmnmg of air
F 281 : 483 20()(3)(i) SERVICES PROVIDED MEET Fost| conditioming units with no
PROFESSIONAL STANDARDS concerns identified.
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Housekeeping staff will be
mserviced regarding cleaning
schedules of all aspects of
resident rooms. Further
Euservicing will be completed
regarding proper notification to
the Plant Operations
Supervisor/designee whenever
there is an area of concern
identified in a resident room.
Nursing staff will be inserviced
on proper notification to Plant
Operations whenever an area of
concern is noted in any resident
care area (room, shower, etc).

QA Checks will be completed on
sixteen rooms per week fo ensure
compliance. Any concerns noted
will be addressed during the
monthly QA meeting and
changes will be made as
necessary to maintain

compliance. 06/18/13

Completion Date June 18, 2013
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|
facility admitied Resident #7 on 05/09/12 with
diagnoses that included Hypartension, Senils Resident #7 was assessed and
Pementia, Arteriosclerotic Heart Disease, and oxygen flow meter was placed at
Chronic Obstructve Puimonary Disease. A 2 liters pe inute. Resid
review of the May 2013 physician's orders : \ PEY minute, . esident
| revealed the physician ordered oxygen fo be ’ #7’s gxygen saturation was 96%.
» administered at 2 liters per nasal cannula as The doctor was notified and no
needed for Resident #5. new grdered were received on
5/22/13,

Ohbservations conducted on 05/21/13 at 3:10 PN,
4:30 PM, 5:15 PM, and B:10 PM, revealed
Resident #7 was lying in bad and oxygen was All residents receiving oxygen
being administered at 1.5 liters per nasai cannula. were checked to .

SU 7
On 05/22/13 at 8:46 AM, §:10 AM, 12:15 PM, and f ) ensure oxygen
3:15 PM, the resident was again ohservad to be oW rate was set as ordered.

receiving axygen at 1.5 liters per.nasal cannula. OX}’gEIl saturation was checked
. o _ as well om all residents receiving |
Interview conducted with Licensed Practical oxygen. There were no

MNurse (LPN) #1 on 05/22/13 at 3:25 PM, revealed
the respiratary therapist was responsibie to
monitor the residents' oxygen settings to ensure :
- the oxygen was given per the physician's orders. i Alb licensed staff have heen
LPN #1 stated the CRT was at the facility seven inserviced on the intent of FZSI,

days per week fram 8:00 AM to 630 PM. LPN#1i . :
stated the nurses were responsible for chacking ensuring that oxygen flows at the

the oxygen settings after the respiratory therapist ordered rate as well as the
left at €:30 PM. LPN #1 stated he had not appropriate way to read the
checked the oxygen setting for Resident #7.

‘ oxygen concentrator flow mefer,

discrepancies identified.

intarview conducted with the Ceriified Respirafory
Therapist (CRT) on 05/22/13 at 3:40 PM, The ADON or designee will
reveaied the CRT was responsible to check the monitor three residents per week
axygen settings for the residents who required , ) .

axygen. The CRT stated she had checked to ensure exygen flow is at
Resident #7's axygen seftting on 05/21/13, ordered rate. All finding will be
| however, she had looked at the setting while reported to the QA committee

: standing and had not looked at the fiow meter ]
from aye level. The CRT stated she had misread

i
! ! i
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The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controfied drugs in sufficient detai to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biclogicals used in the facility must be
labeled in accordance with currantly accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
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F 281 | Continued From page 4 F 281 m@nthly and any concerns
| the oxygen setfing as a result.  The GRT further identified will be addressed to
! stated she had not checked Resident #7's oxygen ensure continued compliance,
I setting at the time the inferview was conducted Completion Date June 4. 2013 06/04/13
on 05/22/13. The GRT stated she went to the mpletion Liate June 4,
resident's room on the morning of 05/22/13 and AQP}NM
wound care was in progress and she had not Intent of F281 was reviewed
oon pack 1o check e oxygen sefting for and distributed to all licensed
esident #7. H gs . .
staff, The facility will momitor
Interview with-the Director of Nurses (DON) on three {3) licensed employees
05/23/13 at 2:30 PM, revealed the CRT was per week to ensure that all
i responsible for checking the residents’ oxygen Services provided meet
| settings when she was at the facility. The DON fessi 1standards. Thi
stated the CRT was at the facility seven days a pltl} ?SSIOH? 8 an. Ards. . {S ,
week for ten-hour shifts and should check the will be reviewed in the facility’s
oxygen settings whenever the CRT was in the monthly QA committee
restdents room, The DON stated she and the meeting and any issues
Assistant Director of Nurses (ADON) conducted . + g 1 add a¢
random checks and had not identified any identified Wi addressed to
problems with the oxygen not being administered enstire centinued compliance.
as ordered by the physician. F'431
F 431 | 483.80(b), (d), {e) DRUG RECORDS, F431  Resident #’s 2. 8 13.15. F
$S=E | LABEL/STORE DRUGS & BIOLOGICALS 5,13, 15, F, 6, H,

I, J and K were reconciled and
controlled substance sheets were
signed based on the medication
administration record revealing
all narcotics were given. All
narcotics were accounted for on
5-23-13. RN #1and LPN #1
were counseled on proper
procedure for signing out
narcotics at the time given and
narcotic reconciliation at
beginning 2nd end of shift.
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F 431 | Continued From page &
applicable.

In accordance with Staie and Federal laws, the
faciiity must store all drugs and biolegicals in
locked compartiments under proper temparature
cormtrels, and permit only authorized personne! to
have access o the keys,

The faciiity must provide separately locked,
permanently affixed compartments for storage of
confrelied drugs listed in Scheduie 1l of the

. Comprehensive Drug Abuse Prevention and
Conirol Act of 1976 and cther drugs subject io
abuse, except when the faciiity uses single unit
package drug distribution sysiems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMERNT is nat met as evidenced
by:

Basad on observation, interview, record review,
and review of facility policy, it wes determined the
facility failed to ensure narcotic records were
accurately maintainad for fen residents on the
first floor North Hall medication cart (samplad
Residents #2, #8, #13, and #15 and unsampled
Residents F, G, H, |, J, and K). Observation of a
narcotic count with LPN #1 on 05/23/13 at 12:55
FM revealed the narcotic count was inaccurate
for fen residents (sampied Residents #2, #8, #13,
and #15 and unsampled Residents G, H, |, J, and
K}. The LPN had not signed the Coniralled Drug
! Record (Individual Patien!'s Narcotic Record)
sheets for any of the narcotics given during
his/her shift on 05/23/13 (between the hours of
7:00 AM and 12:55 PM). In addition, the narcotic

Fa3. All residents who receive
narcoties had reconciliation done
and ne other discrepancies were
found. '

[nservicing was held with all
licensed staff on the intent of F
431 apd the narcetic policy and
procedure.

FThe DON/ADON or designee will
momnitor three nurses’ medication
carts per week to ensure narcotic
policy is followed. All findings
will be reported at the monthly
JA committee and any concerns
will be addressed to ensure
continued compliance.

Completion Date: June 4,2013

06/04/13

FORM CMS2567(C2-99) Previcus Versions Obsoiate

Event [D: NSAST1

Faility ID: 100504

if zontinuation shest Page & of 11




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTEL: 06/07/2013

FORMAFFROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

(X1} PROVIDER/SUPPLIER/CLA

{2y MULTIPLE CONSTRUCTION

(X3} DATE SURVEY

counts for two residents were inaccurate for the
previous shift and had net been discovered when
a count of the narcotics was complefed at shift
change at 7:00 AM on 05/23/13, RN #1 had not
signed out two narcotics on the Controlled Drug
recard (Individual Marcotic Record) from the
previous shift (700 PM on 05/22/13 to 7:00 AM

| on 05/23/13).

The findings inciﬁde:

Rewiew of the Narcotic/Controfled Medication
policy (daied December 2010) revealed
medications listed in the Drug Enforcement
Administrafion classification as controlled
substances are subject to special handling,
storage, disposal, and resordkeeping with the
facility in accordance with Federal, State, and
other applicable laws and regulations. At each
shift change or when keys are rendered a

i physical inventory of all controlied medication is
i conducted by two licensed nurses or per state
! reguiation and is documented on the controlled

substances accountability record when the
narcoiic was administered.

Review of the Medication Administration Records
{MARs) reveaied narcotics had been
administered by RN #1 to Resident#15 and
Resident F on 05/22/13. However, RN#1 had
failed to sign out the medications as given in the
Contrelled Drog Record. In addition, LPN#1 had
administered narcotics ic Residents #2, #8, #13,
G, H, |, J, and K on 05/23/13. However, LPN #1
had failed to sign out the medicalion as given in
the Controlied Drug Records.

Observation of the narcotic count on 06/23/13 at
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12:56 PM with LPN #1 revealed the LPN did not
sign the Contrelled Drug Record for the narcotics
given during the shift on 05/23/13 from 7:00 AM
until count at 12:55 PM, resuiting in the narcotic
count being inaccurate for ten residents. LPN #1
had administered narcofics o eight residents
{Residents #2, #8, #13, &, H, |, J, and K} and had
given eleven narcotics. Further observation
revealed RN #1 had not signed out two narcotics
on the Conifolied Drug Records (Residents #15
and Resident F} from the pravious shift on
05/22/13 from 7:00 PM until 05/23/13 at 7:00 AM
resulting in the narcolic count being inaccurate far
these two residents.

Interview with LPN #1 on 05/23/13 at 12:55 P4
revealed the narcaotic count was done at every
shift change with the offgoing and oncoming
nurses. LPN #1 said the count was completed
but may have been done too hurriedly. LPN #1

! did not know the Controlled Drug Record for

! Residents #15 and F was inaccurate. LPN #1
. knew he was {0 document on the Conftrofled Drug
, Record when the narcotic was administered {o

! the resident.

interview with RN #1 on 05/23/13 at 1:20 PM
revealed the narcotic count was not performed
between L PN #1 and RN #1 ai the shift change
on 05/23/13 at 7:00 AM as facility poficy stated.
EN #1 stated she lnew the narcotic counts
should ba perfarmed at the end of each shift. RN
#1 was unaware of nat signing the Conitrolled
Drug Record for Resident #15 and Resident F on
05/22/13 at 10:00 PM.

tnterview with the Assistant Director of Nursing
(ADON) on 05/23/13 at 1:10 PM revealed

F 431
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F 431 | Continued From page & Fa31
narcotics should be counted at shift changes.
The ADON said when tha controlied substance

record was signed it meant the narcotic count :
was correct. The ADON stated narcotics should
be signed out on the Controlied Drug Record :
when the narcotic was administered.

Interview with the Director of Nursing {DON) on
05/23/13 at 1:05 PM revealed the oncoming and
offgoing shifts wers to count the narcotics and
sign the controlied substance sheet, When the
nurses signed the sheet it indicated the narcotic ;
count was accurate. The DON stated the '
Controlled Drug Record should be signed when :
the narcotic was given. The DON stated periodic
narcotic checks were performed as part of the
roufine Quality Assurance program every quarter
on twe ditfferent shifts. The DON stated ne
discrepancies had been reported for the
narcotics.,

interview with the Consultant Pharmacist on
08/23/13 at 3:10 PM revealed the medication
carts were checked every month with no
discrepancies reported. The consult pharmacist
stated a medication cart review had been

Plant Operations Director
applied treatment to the area.

completed on 05/16/13 and no discrepancies had ‘F469

been reported.
F 466 | 483.70(h)(4) MAINTAINS EFFECTIVE PEST F468| No residents were identified in
gs=p | CONTROL PROGRAM this deficiency. The resident

The facility must maintain an effective pest area noted was immediately

control program so that the facifity is free of pests : cleaned and disinfected by the f

and rogents. housekeeping staff. Further, the

This REQUIREMENT is not met as evidenced

FORM CMS-2557(D2-88) Pravious Warsions Obsolste Event 10 NSAS 11 Facility 1D: 100504 if continuation sheet Pape 8 of 11
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by
Based on observation, interview, record review,

! and review of the facility policy, it was determined
. the facility failed to have an effecfive pest contral

program (o ensure the faciiity was free of pests.
On 05/31/13, numercus ants were observed on
the floor of resident room 230 and at the end of .
the second floor North Haliway.

The findings include:

A review of the pest control contract {dated
06/20/12} revealed the pest controf company
waould provide structural control services to
effectively control ants by periodic treatment
using products according to approved label
procedures, Traatment for ants would be limited
to measures designed o provide normal controf
of inferior infestations.

Observations on 05/23/13 at 9:20 AM and 10:20
AM revealed black ants (foo numerous to count)

i crawling from the glass window at the end of the
. second floor North Hallway to the fisor and into
! room 230

Due to the cognitive impairment, the residents-in
room 230 were not interviewed.

interview with the Housekeeping Supervisor on
05/23/13 at 2:45 PM revealed housekeepers
reported any pests to the Plant Director. The
housekeeper then logged the type of pest 56 the
pest control company could spray. The
Housekeeping Supervisor was not aware there
were ants in room 230 or at the end of the second
floor Morth Hallway. The Housekeeping
Supervisor was Unaware how long the ants had

in ali other areas of the building
was conducted, with no concerns
noted.

The Facility’s pest control
company was contacted and a re-
visit is scheduled for 6/18/13.
Inservicing was held with all
staff regarding notification of
maintenance and housekeeping
when any type of pest is
identified withiu the building.

The Maintenance
Director/Housekeeping
Superviser or designee will
moniter one wing per week, All
findings will be reperted at the
monfhiy A commitiee and any
concerns will be addressed to
ensure centinied compliance.

Completion Date June 18, 2013
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING GOMPLETED
188151 B. WING 052372013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION ey
BREFLX (EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX (EATH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE GATE
DEFICIENCY)
F 489 | Continued From page & F469| Assessment for any signs of pests

86/18/13
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION ENTIFIGATION NUMBER:

185151

FORM APPROVED
OMB NO. 0938-0391
{X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
A BUILDING COMPLETED
n e 05/23/2013

NAME OF PROVIDER CR SUPPLIER

RIVERVIEW HEALTH CARE CENTER

STREET ADDRESS. CITY, STATE, ZiP CODE
78 SPARROW LANE

PRESTONSBURG, KY 41653

been in the Morth Hallway and room 230.

tnterview with the Plant Director on 05/23/13 at
2:45 PM revealed the pest contral company came
to the facility monthly, however, the facitity couid
calt in between visits if additional services/visits
were required. The Plant Director stated the pest
control company had sprayed for ants on

; 05/15/13. The Plant Director was not aware of
| the ants on the second floor or how long the ants

had been present there.

(X4 1D SUMMARY STATEMENT OF DEFIGIENGIES Is) PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSG IRENTIFYING INFORMATION) TAG CGROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 462 | Cantinued From page 10 F 480
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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A. BUILDING 01 - MAIN BUILDING 01

185151 B. WING 05/21/2013

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
79 SPARROW LANE

RIVERVIEW HEALTH CARE CENTER
PRESTONSBURG, KY 41653

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
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 APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)

BUILDING: 01

PLAN APPROVAL: 1976

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: 2-story, Type 1 (332)
SMOKE COMPARTMENTS: 5

FIRE ALARM: Complete automatic fire alarm
system

SPRINKLER SYSTEM: Complete automatic
(wet) sprinkler system

GENERATOR: Type Il diesel generator

A life safety code survey was initiated and
concluded on 05/21/13, for compliance with Title
42, Code of Federal Regulations, 483.70(a), and
found the facility to be in compliance with NFPA
101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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