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An off site revisit was conducted which
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DaTe

F 000 INITIAL COMMENTS
I
' A Standard Recertifisation Survey was Inltiated
: on 07/30/13 and conctuded on 08/01/13.
' Deficiencies were citad with the highest scope
,and severity clted at an "E™,

F 2411 483.15(a) DIGNITY AND RESPECT OF

88=0 INDIVIDUALITY

" The facility must promote care for residents in a

» manner and in an environment that maintains or

' enhances each resident's dignity and respect in
full tecognition of his or her individuality.

 This REQUIREMENT is not met as evidenced

: by

! Based on observation, Interview, record review
and review of the facility's policy, it was

» determined the facility failed to promote care for

‘resldents in a manner that maintsing or enhances |

; @ach resident's dignity and respect in full

- fecognition of his or her individuality for two {(2) of

. wenty-three (23) sampled residents (Residents
i #4 and #7) and one (1) Unsampled resident,
tUnsampled Resident B. Observations during

- Initizl tour on 07/30/12 and observations on

; 07/31/13 revealed Residents #4, #7 and

: Unsamipled Resident B, failed to have the

| indwelling catheter bag covered as outlined in

f faciiity poiicy.
l The findings include;

¢ Review of the facility's

i "Catheters/Urinary/Drainage Bag Covers" policy,
; effective date Novembar 01/2011, revealed that
. unless a "fig leaf” drainage system (& drainage
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(%4} 1D SUMMARY STATEMENT OF DEFICIENGIES o} : PROVIDER'S PLAN OF CORREGTION e
PREFIX (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE © SUMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY;
F 000 - INITIAL COMMENTS F 000 To the best of my knowledge and belief. as an °
- agent of Carter Nursing and Rehabilitation
- AStandard Recertification Survey was inltiated - Center, the following plan of correction
; on 07/30/13 and concluded on 08/01/13, f titut itten alegation of substantial
Deficiencies were cited with the highest scope - constitutes a written allegs 100 of substanti
. and severity cited at an "E". compliance with Federal Medicare and
F 241:483.15(a) DIGNITY AND RESPECT OF F 241" Medicaid requirements.
SS"‘DV INDIVIDUALITY © Preparation and execution of this plan of :
' The facility must promote care for residents in a correction does not constitute an admission or
manner and in an environment that maintains or agreement by the provider of the truth of the
- enhances each resident's digrity and respect in facts alleged or conchusions set forth in the
. full recognition of his or her individuality, . . . Lo
: alleged deficiencies. This plan of correction is:
prepared and/or executed solely becausc it is -
o . i required by the provisions of Federal and State
- This REQUIREMENT is not met as evidenced Law
by ' ‘:
' 09/11/2013

| Based on observation, interview, record review
and review of the facility's policy, it was
j determined the facility failed to promote care for

each resident's dignity and respect in full

_twenty-three (23) sampled residents (Residents

t#4 and #7) and one (1) Unsampled resident,

“Unsampled Resident B. Observations during

. initial tour on 07/30/12 and observations on

- 07/31113 revealed Residents #4, #7 and
Unsampled Resident B, failed to have the

-indwelling catheter bag covered as outlined in

* facility policy.

i The findings include:

. Review of the facility's
"Catheters/Urinary/Drainage Bag Covers” policy,
- effective date November 01 2014, revealed that
- unless a "fig leaf” drainage system (a drainage

-residents in a manner that maintains or enhances |

: recegnition of his or her individuality for two (2) of :‘

It is the poliev of Carter Nursing and
Rehabilitation Center to promote care for
residents in a manner and in an environment

that maintains or enhances each resident’s

dignity and respect in full recognition of his

or her individuality.

The catheter bag for resident #4 and #7 were 5
placed in a cover by the charge nurse on 8.’tfi3,
The foley catheter for unsampled resideni B
had been removed by the charge nurse on

7136113 (after surveyor injtial towr) as ordered

by the physician,

X6 DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

program partictpation,

FORM CMS-2567(02-89) Previous Verslions Obsolals Even| ID: 510411

Faclllly ID: 180571 I cantinuation sheet Page 1o0f 31



Ve SUAY A4, 0u FAA 0 UUD P O44Y PIVEKSI1UARLE KY [doo1s-0071

PRINTED: 08/t4/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1t PROVIDER/SUPPLIE R/CLIA (X2 MULTIPLE CONSTRUCTION iX3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185253 B. WING 08/01/2013
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X4 SUMBMARY STATEMENT OF DEFICIENCIES I ﬁ PROVIDER'S PLAN OF CORREGTION x5!
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULJ. PREFIX | (EACH CORREGTIVE ACTION SIHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) ; TAG : CROSS-REFERENCED TO THE APPROPRIATE : DATE
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F 241 Continved From page 1 F 241 Al residents utilizing a foley catheter were
| bag system with a cover already in place), a , visually reviewed by the ADON and RN
drainage bag cover will be used at all times to ) e . 8/15/13 to ensure that all faley
provide dignity and privacy for the resident. : (supervisors on 8710/ 3 to ensure that all foley
; - catheter bags had privacy covers in place. :
- 1. Review of Resident #4 Clinical Record * Additionally, a visual tonr of the facility and all
revealed the facility admitted Resident #4 on : , .
: > el : ‘ : . resid 1t tl tor,
| 06/04/13 with dizgnoses which included Urinary : residents was colnducted by the Administrato: :
Retention, Low Back Pressure Ulcer and Altered DON and ADON on 8/1/13 by to ensure that no
Mental Status. _f other issues were identified that would infringe
. * on aresident’s dignity.
Observation, on 07/30/13 at §:35 PM, revealed . ) Bhity A
‘ + Al staff received education by the Staff

Resident #4's catheter bag was not covered with
: @ privacy bag per facility policy. Development Coordinator (SDC) by 9/9/) 3
.  regarding the im sortance of promoting care for
: 2. Review of Resident #7's Clinical Record : Lg g : . P ; &
‘revealed the facility admitted Resident #7 on residents iin a manner and in an environment

10/26/12 with diagnoses which included Urinary ‘
; ;\D;letgntro?. Cc:ostomy. Depression and Diabetes ‘ dignity and respect in full recognition of his or

ellitus Type Il. } " her individuality. Specific emphasis was placcjd

+ on ensuring that foley catheter bags were ;

contained in a cover unless a fig bag type bag '

thar maintains or enhances each resident's

: Observation, on 07/30/13 at 3:17 PM, revealed
' Resident #7's catheter bag was not covered with
a privacy bag per facility policy. Further . © was in use
observation, on 07/31/13 at 8:13 AM, revealed ; T .
' Resident #7's catheter bag was without a privacy . Utiizing daily compliance rounds, the
' Administraior, DON, ADON, and/or RN

cover, .
i . : . Supervisors will andit care daily (Monday-Friday
3. Record review revealed revealed Unsampled P ' l o { Y _I ! y)
Resident B was admitted to the facility on . for four weeks to ensire that residents are Ireated,
: 07/29/13 with diagnoses of Chronic Respiratory | ;
Failure, Staph Pneumonia, Anxiety, Congestive  seach resident’s dignity and respect in full
" Heart Failure, Chronig Airway Obstruction. ; ‘ .. . T .
i ¢ recognition of hisfher individuality. Any

identified issues will be immediately corrected.

and care is delivered, in a manner that recoghize

Observation on initial tour, on 07/30/13 at 11:30
' AM, revealed Unsampled Resident B had a ; - These audits will continue to be completed
. bedside drainage bag attached to the bed frame | i
 facing the doorway without a dignity bag covering weekly for three months thereafter.

the drainage bag, the resident’s door was open
. and the bedside drainage bag was visible from

FORR CMS-2567(02-89) Previous Versions Obsclale Event 1D: 510A 11 Fagiity ID: 100574 If continuation sheet Page 2 of 31
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F 241, Continued From page 2 "~ F 241 The results of these audits will be forwarded

the hallway.

- Interviews with State Registered Nursin
Assistants (SRNA) #3 and #4, on 08/01/13 at
. 4:50 PM and 4:55 PM, revealed catheter bags
were supposed to be covered to maintain the

_dignity of the resident,

interview with Registered Nurse (RN} #2, on
. 08/01/13 at 5:00 PM, revealed her expectation
. was for staff to adhere to facility palicy and use
privacy bag covers to maintain resident dignity.
F 280 483.20(d)(3), 483.10(k}2) RIGHT TO

§5=D ! PARTICIPATE PLANNING CARE-REVISE cP

. The resident has the right, unless adjudged

‘incompetent or otherwise found to be
incapacilated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

: Acomprehensive care plan must be developed
- within 7 days after the completion of the .
comprehensive assessment; prepared by an |
! interdisciplinary team, that includes the attending !
- physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident’s needs,
; and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
i legal representative: and periodically reviewed i
-and revised by a team of qualified persons after |
- each assessment, i

F 280 Itis the policy of Carter Nursing and

! tothe monthly Continuous Qualijty Improvemem
. (CQI) Committee for further monitoring and

* continued compliance.

; '09:t1/20)3

Rehabilitation Center to recogmize that the
resident has the right, unless adjpidged

- incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatnient or

. changes in care and treatment. Each resident ;
shall have a comprehensive care plan developed

. within seven days after the completion of the

comprehensive assessment and this plan will bé

- periodically reviewed and revised by a team of:

gualified persons.

. The plan of care for resident #8 was revised by
the MEYSC on 8/1/13 to reflect the intervemid:n

. s putin place after falls that occurred on 3.’7!153

and 3/31/13. On 7/31/)3, side rails were paddjed

: and a larger, thicker pad (mattress) was placefa
by the bed of resident #8 to prevent infury, T‘fle
IDCPT reviewed the plan of care for rcsidentf#g
on 8/1713 to ensure that all interventions wcré

FORM CMS-2567(02-98) Previous Versions Obsolale Event ID: 510411
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F 280" Continued From page 3

' This REQUIREMENT is not met as evidenced
by:
¢ Based on interview, record review and review of
the facility's policy, it was determined the facility
. failed to ensure comprehensive plans of care
- were reviewed and revised as needed for two (2)
of twenty-three (23) sampled residents ;
(Residents #8 and #1). "

The facility failed to revise Resident #8's plan of
: care to include interventions added after falls in
March and April of 2013.

The facility failed to revise Resident #1's plan of
care upon admission to the facility to reflect
s current problems and goals.

The findings include:

' Review of the facility's policy titled, "Care

. Conference-Interdisciplinary’, effective 12/01/10,

i revealed the facility would ensure coordination of

‘the departmental services so common goals of
the resident would be accomplished as efficiently ,

i as possible. The policy also stated the facility

“would ensure the comprehensive plans of care

. were implemented and maintained in a timely

“fashion. In addition, the policy stated the facility
would ensure all needs, problems, goals and

. approaches were documented on the care plan,

1. Record review revealed the facility re-admitted
: Resident #8, on 10/29/12, with diagnoses which
rincluded Acute Respiratory Failure, Chronic
Airway Obstruction, Rheumatoid Arthritis,
Congestive Heart Failure, Dementia, Altered
" Mental Status, Anxiety, and Chronic Pain.

STATEMENT OF REFICIENCIES X1} PROVIDERSUPPLIER/CLIA (X2) MULTIPLE COMNSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: COMPLETED
A BUILDING
t85253 B. WING 08/01/2013
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIT Y, STATE. ZIP CODE
250 MCDAVID BLVD
CARTER NURSING & REHABILITATION CENTER
GRAYSON, KY 41143
(X4 1D SUMMARY STATEMENT OF DEFIC IENCIES D PROVIDER'S PLAN OF CORREGTION _ B
PREFIX (FACH DEFICIENGY MUST BE PRECEDKD BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ©COMPLETION
TAS REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERERCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280:

recorded on the plan of care.
. The plan of care for resident #| was revised by’
' the Social Services Director by 8/1/13 to reflect
¢ the current, individualized psychosocial needs
'\ for the resident. The Social Services Director -
i discontinued the plan of care for the previous
adimission on the same day. :
* The IDCPT will review the plan of care for each
resident by 9/10/13 to ensure that all care plans
are reflective of the current assessment and
aurrent needs of each resident and that any

additional interventions have been added to the
plan of care as needed. ;
The DON provided additional edication to the
IDCPT on 8/23/13 regarding the importance of
adding new interventions to the plan of care as
changes oceur. The Administrator provided
one on one education to the Social Services
Director on 8/1/13 regarding the importance

of developing a plan of care for all residents ;
that is reflective of the curvent needs of the
regident; also, that the use of previous care
jplans from prior admissions is unacceptable.
The DON or ADON will review at least five |
care plans per week for four weeks, and weekly
thereafter for three months, to ensure that eaciﬁ
plan of care is reflective of the resident's
current needs and that interventions have beeqi
added/changed as the resident condition CIlaI{ges

ar incidents ocar.
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F 280 Continued From page 4

. Set (MDS) assessment, dated 07/23/13, reveal
the resident was assessed to have a Brief

. Interview for Mental Status (BIMS) score of seven

(7Y out of fifteen (15). A BIMS score of seven (7)
indicated the resident was severely cognitively

- impaired. Resident #8 was assessed, under the

. Functional Status section, to require the
assistance of two staff members with transfers
and was not steady when moving from a seated

. to standing position and surface to surface

" transfer.

' Review of Resident #8's Post Fall Risk

- Evaluations, dated 03/08/13, 04/01/13, and
04/03/13 revealed he/she was at high rigk for

falls. The intervention section of the post fall

! evaluation (which stated to document details of
interventions Initiated), dated 03/08/13, revealed

" intervention section of the post fall evaluations

initiated), dated 04/01/13 and 04/03/13, referred
 the reader to see interventlons listed on the
! potential for injury plan of care.

" Review of Resident #8's Comprehensive Plan of
! Care, initiated 08/08/07, revealed the restdent

- diagnosis of Severe Rheumatoid Arthritis. The

' free of injuries related to falls through the next
review date. Interventions listed on the plan of

" care did not include transporting the resident to

: the dining room last or laying the resident down

- after supper. In addition, there was no evidence

' the care plan had been revised to include the falls
- and interventions added post falls on 03/07/13,

| 1 03/31/13, and 04/02/13.

- Review of Resident #8's quarterly Minimum Data |
ed

. the current plan of care was to be continued. The |

- {which stated to document details of interventions

. was at risk for injury related to falls and a medical '

. goa) of the plan of care was for Resident #8 to be

F 280;‘ The results of these audits wilf be forwarded to
the monthly CQt Committec meeting for further

: ! monitoriug and continued comipliance,
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IX3] DATE SURVEY

Revlew of the facility's Resident Incident Report,
‘dated 03/07/13, revealed Resident #8 was found

sitting on the floor beside his/her wheelchair.

- According to the document, Resident #8 told staff

members he/she wanted to go to bed. Review of
the Resident Focus Meeting Form, dated

: 03/07/13, revealed an intervention of laying
‘ Resident #8 down after sup per would be added.

Review of the facility's Resident Incident Report,

" dated 03/31/13, revealed Resident #8 pulled on
“the table in the dining room and slid from his/mer

wheelchair, Review of the Resident Focus

 Meeting Form, dated 03/31/13, revealed Resident |
“#8 would be one of the last residents transported

to the dining room, as an intervention to prevent

falls.

_ Review of the facility's Resident Incident Report, |
: dated 04/02/13, revealed Resident #8 was found
| beside his/her bed on a mat. According to the

report the resident had abrasions to his/her right
forehead and eye. The report also stated

' Resident #8 had told staff he/she had scrapped

his/her head and eye on the bed-rail when he/she

“was attempting to get out of bed. Review of the
i Resident Focus Meeting Form, dated 04/02/1 3,
: revealed no evidence of interventions to be added
“to prevent further injuryffalls. ;

*Interview with Certified Nursing Assistant {CNA)
T#1, on DB/01/13 at 3.26 PM, revealed she

revlewed the care plans to determine what the

: resident’s care needs were. CNA #1 stated the

. care plan detailed what interventions were

- specific to each resident. CNA #1 feported she

. was aware Resident #8 was a fall rigsk, however ;
' she was unaware Resident #8 was to be taken to
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 the dining room last and laid down after supper.

' Interview with Licensed Practical Nurse (LPN) #1,
on 08/01/13 at 3:22 PM, revealed the nurses :
looked at the care plans to determine what the

residents’ care needs were. LPN #1, reported the
MDS nurses were responsible for updating the

. resident's plan of care.

Interview with the Assistant Director of Nursing ;

; (ADON}, on 08/01/13 at 11:15 AM, revealed after
Resident #8's fall, on 04/02/13, an intervention
was not added to the plan of care. The ADON

. reported an intervention would now be added to

‘pad Resident #8's side-rails and a add a larger

- mattress to the floar on the right side of his/her

: bed. The ADON reported she expected the
resident's plans of care to be updated as falls

: occur. The ADON reported Resident #8's care

. plans should have been updated to reflect
interventions added after each fajl.

- Interview with MDS Coordinater #1, #2, and #3 as |
well as the MDS Specialist, on 08/01/13 at 3:32

. PM, revealed care plans were to be updated on

an ongoing basis, The MDS Coordinators

. revealed the procedure for ensuring care plans

; Were updated included receiving copies of ;

- Physician's Orders and/or were verbally informed ;

- of nursing interventions to be added during ’

. stand-up meetings held daily. The MDS :

- Coordinators reported falls were reviewed during |

the stand-up meetings held daily. During these

: meeting, the MDS Coordinators stated the team

. would discuss interventions to be added to the

. resident's plan of care. The MDS Coordinators ;

i were not sure why Resident #8's plan of care had

not been continually revised to include the falls

: and interventions added, on 03/07/13, 03/31/13
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F 280 : Continued From page 7

- and 04/02/13. The MDS Coordinators stated after |
each fall an appropriate intervention should have ;
been added tc Resident #8's plan of care.

Interview with the Director of Nursing {DON), on

: 08/01/13 at 2:55 PM revealed fall investigations

' were reviewed daily during morning report. The
DON reported the resident falls were also
discussed weekly in focus meetings. The DON

“reported the team discussed interventions to be
added after each fall. The DON stated the MDS

: Coordinators were responsible for updating the

‘care plans to refiect the interventions added. The
DON reported an intervention should have been i

- added after Resident #8's fall, on 04/02/13. :
Lastly, the DON reported she expected Resident :
#8's interventions added after falls, on 03/07113 |

-and 03/31/13 to be on histhar plan of care.

i 2. Review of the facilities position description for
- Social Services Director, (no date)revealed ;
_residents’ progress and updates of care plans

i was a key responsibility for the Social Services

! Director,

¢ Record review revealed the facility admitted

. Resident #1 on 07/03/13 with diagnoses wlich
include Congestive Heart Failure, Aortic

- Aneurysim, Dementia, Depression, Anxiety,

Chronic Kidney Disease, Pacemaker, and

- Chronic Back Pain,

' Review of Resident #1's Admission Minimum

' Data Set (MDS), dated 07/15/13, revealed the

resident was assessed to have a Brief Interview ;

| for Mental Status (BIMS) score of thirteen (13). A f

- BIMS score of thirteen (13) indicated the resident
was cognitively intact,

FORM CHS-2567102-83) Previous Versions Ohsolale Evenl ([} 5t0A11
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Review of Resident #1's Comprehensive Pian of

. Care, initiated 07/09/13, revealed the resident
was having thoughts of being better off dead or

; harming self and asking staff for a gun to kill ;

“himself/herself. The goal of the plan of care was -

. for Resident #1 to have no self harm and seek

" help when thoughts of suicide were present

- through the next review dated 12/28/13. Further

‘review of the plan of care revealed, residert
displayed verbally aggressive behavior during

- care. The goal of the plan of care was for

~Resident # 1 to have decreased eplsodes of

: verbally aggressive behaviors by 12/28/12.
Additional review of the plan of care, dated
07/23/12 revealed resident displays physically
aggressive behavior, Goals were to have

i decreased enisodes of physically aggressive

. behaviors and no self harm or harm to others by

1 12128412,

. Record review revealed Resident #1's was
-originally admitted to the facility on 06/26/12 and i
, discharged on 10/06/12 to home. '

- Interview with the Social Services Director, on

- 07/31/13 at 2:30 PM, revealed the {

- comprehensive plan of care was not accurate for .

'Resident #1 and the resident did not exhibit any
behaviors on the current admission of 07/03/13.

t The behaviors documented on the care plan were |

- from Resident #1's previous admission, and she

+ had not had time to update the care plan.

 Interview with the Director of Nursing {DONY), on
07/31/13 at 1:45 PM, revealed the

- comprehensive plan of care should have been

- updated on the current admission. The Social

i Service Director should make timely updates and :

Evenl tD: 5I0A
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" there was ample opportunity to recognize and : :
- update the plan of care.
Interview witl the Administrator, on 08/1/13 at
3145 P, revealed the comprehensive plan of
Care should have been completed and revised
upon the new admission. The Administrator
stated the Social Services Director should have at,
‘ least looked at the plan of care and not used one .
“from an old admission. _
F 322: 483.25{g)(2) NG TREATMENT/SERVICES - F 322; It is the policy of Carter Nursing and 09/)1/2013

SS=E_‘( RESTORE EATING SKILLS

; Based on the comprehensive assessment of a
resident, the facility must ensure that --

i (1) Aresident who has been able to eat enough

' alone or with assistance is not fed by naso gastric -
- tube unless the resident ' s clinical condition ;
; demonstrates that use of a naso gastric tube was !
: unavoidable; and :

. (2) Aresident who is fed by a naso-gastric or

! gastrostomy tube receives the appropriate
treatment and services to prevent aspiration i

“ pneumonia, diarrhea, vomiting, dehydration, :

1 metabolic abnermalities, and nasal-pharyngeal

“ulcers and to restore, if possible, normal eating
skills,

i

This REQUIREMENT is not met as evidenced

by
' Based on observation, record review, interview,

Rehabilitation to ensure that any resident wlho is

fed by a naso-gastric or gasfrostoiny tube

receive the appropriate treatient and services

to prevent aspiration pneumoniz, diarrhea,

- vomiting, deliydration, metabolic abnormialities

. and nasal-pharyngeal ulcers and to restore, if .

: possible, normal eating skills.

' The ADON removed and discarded all

i containers of tube feedings that had been spiked

and were hanging unlabeled for resident #15,

-‘ 16, and {8 on 7/30/13. The evening or midnight

charge nurse {depending on start tine for the resident)

initiated @ new container of tube feeding and

new tubing on this saime day. Containers were -
Iabeled by tle charge nurse with resident nane,

- date, rate and tine by the charge nurse at the

© time the container was spiked and feeding initi;éted.
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- review of the facility's policy and review of

manufacturer's guidelines, it was determined the
facility failed to ensure residents fed bya
. gastrostomy tube received the appropriate
‘treatment and services for three (3) of
twenty-three (23) sampled residents and one (1)
- unsampled resident. Observations during initial
‘tour revealed Resident #15, #16, #18 and

Unsampled Resident A's gastrostomy tube
- feeding containers were spiked, but were not
~properly labeled.

' The findings include;

' Review of the facility's Census and Condition of
‘Residents, dated 07/30/13, revealed six (6) out of

' tube feedings.

 Review of the facility's policy titled, "Gastric Tube
Feedings”, effective 12/01/10, revealed the facility
. would follow accepted practice guidelines related ;

to the administration of gastric tube feedings,

Review of the facility's policy titled. "Gastric

Feedings-Obtaining M Order for and Prevention ‘

- of Complications", effective 12/01/10, revealed
 the facility would label gastric feeding formulas
- with the resident's name, rate, date and time.

* Review of the "Kangaroo 924 Eternal Feeding
System” (tubing used to connect tube feeding)
manufacture's guidelines, undated, revealed the
tubing must be replaced every twenty-four (24)
“hours due to the risk of bacterial contamination
~and overall system accuracy. Continued review
. revealed each packet of tubing contained an
~adhesive label, which was to be placed on the
 tubing. The label contained areas to identify the

1 one-hundred eleven {111) total residents received i

F 322; On 7/30/13, the ADON removed and discarded

all bottles of tube feedings that had been spiked
and were hanging on any other resident that _
receive nutrition via gastric tube. New bottles:
of tube feeding and new spike sets were initiated
by the evening or midnight charge nurse '

. (depending on start time for each resident) on the
saile day. All bottles were labeled by the
charge nurse with the resident name, date, rate
and time when the new bottle was spiked and:
feeding initiated.

The DON reviewed tlic infection control log
on 8/2/]3 to ensure that residents receiving
tube feedings had not been identified to have |
exliibited any signs of gastrointestinal signs of
an infection. Additionally, the ADON
reviewed the nurse notes for the last 30 days :
on 8/5-6/13 for each resident receiving a tube :
feeding to deternine that 16 signs of abdominal
discomfort, diarhea, vomiting, etc. had been
noted in the resident record. Ne negative
indicators were identified, _
The SDC provided additional education to all’
licensed staff by 9/9/13 regarding the proper
procedure for care and maintenance of a gastr;ic
feeding. This included the importance of
infection control measures regarding spiking
the tube feeding too early and labeling the _
bottles of tube feeding for each resident with'
the name, date, time and rate. :
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. resident, rate, time and date. ‘ were reviewed with the licensed nursing sta#f.

' ) Literature was also made available for each

. Review of the Jevity 1.2 Cal {tube feeding -
" splution) manufacturer's guidelines revealed the brand of tube feeding utilized in the facility and

; conlainer should not hang longer than forty-eight i placed at each nurse station for easy reference’
* (48} hours after the inftial connection. The : " by the nursing staff :
. manufacturer also stated a new feeding set : Y £ ' {
(tubing) should be used with each new feeding. - The ADON or RN Supervisors will monitor .
9 ' feeding practices daily (Monday-Frida
- Review of the TwoCal HN manufacturer's : t_Ube‘ ceciie p} retices daily ( _” v y).
guidelines revealed the contained should not i for four weeks, and weekly thereafter for three
hang longer than forty-eight (48) hours after the _ i months, to ensure that facility policies and _
initial connection. The manufacturer also stated a accepted Standards of Practice are followed
new feeding set (tubing) should be used with : dminister; ic tube feedi :
: each new feeding. when administering gastric tube feeding.
. ; Tlie results of these audits will be forward tp
- 1. Record review revealed the facjlity re-admit(ed :' o the monthly CQI Comnmittee meeting for further
Resident #15, on 05/21/13, with diagnoses which : monitoring and continucd compliance.

tincluded Mental Disorder, Epilepsy, Benign
Neoplasm of Brain, Aphasia, Depressive
i Digorder, and Pneumonia.

‘ Review of Resident #15's Physician's Qrders
revealed an order, dated 05/21/13, for Jevity 1.2
Cal {tube feeding) at a rate of 80 cubic

- centimeters (cc) an hour via Gastrostomy tube,
;onat 1:.00 PM, off at 3:00 AM,

{ Observation during initial tour, on 07/30/13 at

- 12:30 PM, revealed Resident #15's tube feeding
{ solution, Jevity 1.2 Cal was hung on the bedside
. pole and was spiked with a feeding set {tubing).
| The feeding solution was not infusing, but had

* been spiked with tubing. Both the tube feeding

| solution and the feeding set (tubing) was not
labeled with the resident's name, date, time or

irate.

' 2. Record Review revealed the facility admitted _
Even| 1D:5H0A11 Facifity ID: 130571 if continuation sheet Page 12 of 31
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“included Renal Failure, Pick's Disease,
: Dysphagia, Ankle/Foot Deformity and Cardiac

“Murmurs.

‘ Review of Resident #16's Physician’s Orders
revealed an order, dated 01/18/1 3, for Jevity 1.2

- Cal (tube feeding) at a rate of 55 cc/hr via

- gastrostomy tube, on at 1:00 PM, off at 9:00 AM.

. Observation during initial tour, on 07/30/1 3 at

- 1:15 PM, revealed Resident #16's tube feeding

solution, Jevity 1.2 Cal was hung on the bedside

' pole and was spiked with a feeding set (tubing).

i The feeding solution was not infusing, but had

“ been spiked with tubing. Both the tube feeding
solution and the feeding set {tubing) was not
labeled with the resident's name, date, time or
rate,

i 3. Record review revealed the facility admitted
* Resident #18 on 12/13/12 with diagnoses which
“included Peripheral Vascular Disease, Atrial

| Fibrillation, Diabetes Type Il Arterial Disease,

: Orthopedic Aflercare and Rehabilitation.

Observation during initial tour, on 07/30/13 at
1 11:45 AM, revealed Resident #18's tube feeding
“solution, Glucerna 1.2 was hung on the bedside
pole and was spiked with g feeding set (tubing).
- The feeding solution was not infusing, but had
. been spiked with tubing. Both the tube feeding
- solution and the feeding set {tubing} was not
labeled with the resident's namse, date, time or
rate,

Review of Resident 18's Physician's Orders
i revealed an order, dated 05/29/13, for Glucerna
L {tube feeding) at a rate of 60cc {cubic
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i Resident #18, on 09/23/08, with diagnoses which
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 centimeters) per hour via Gastrostomy tube. off at :
6:00 AM and on at 6:00 PM. :
“ 4. Record review revealed the facility re-admitted
- Unsampled Resident A, on 01/1 5/08, with
* diagnoses which included Dem entia, Acute
- Kidney Failure, Alzheimer's, Coronary Artery
' Anomaly, Hypertension, Anemia, Failure to
Thrive, Depression and Arthropathy.

Review of Unsampled Resident A's Physician's
Orders revealed an order, dated 12/1 4/12, for
. TwoCal {tube feeding) at a rate of 45 cc/hour via
i Gastrostomy tube, on at 1:00 PM, off at 9:00 Ap.

' Observation during initial tour, on 07/30/12 at
1:00 PM, revealed Unsampled Resident A's tube

! feeding solution, TwoCa! was hung on the

. bedside pole and was spiked with a feeding set
“(tubing). The feeding solution was not infusing,

. but had been spiked with tubing. Both the tube

¢ feeding solution and the feeding set (tubing) was
“not labeled with the resident's name, date, time or :
| rate. :

- Interview with Licensed Practical Nurse (LPN) #2, |
o 07/30/13 at 4:15 PM, revealed all tube feeding ;
- Solutions should be labeled with the resident's f
name, date and time when spiked. LPN #2 stated :
if the solution was not labeled when spiked, there
I was no way to determine how long the bottle of
: solution had been hanging.
1
Interview with LPN #3, on 08/01/13 at 10:20 AM,
i revealed nurses were to label each bottie of tube
- feeding solution and the tubing set (tubing) with
| the resident's name, time, date, and rate when
: spiking the bottle/connectiing the tubing. LPN #3
. stated the tube feeding sets were cnly good to
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_ use for twenty-four (24) hours once connected to
‘ feeding. LPN #3 also stated tube feeding
. solutions could not be re-spiked with a different
- feeding set. Therefore, LPN #3 reported tube
. feeding solution should not hang longer than
- twenty-four (24) hours once connected to the

tubing set.

. Interview with Registered Nurse (RN) #1 during
initial tour, on 07/30/13 at 12:30 PM, revealed

o stafl shaukd lebel e tube feeding Infuslon set as
well as the solution with the date and time they

- were hung/connected. RN #1 stated olice ;

' connected, the feedings were only safe to use fai

. twenty-four (24) hours,

: Interview with the Registered Dietician (RD), on
G8/01/13 at 1:45 PM, revealed tube feeding
solutiontubing should be labeled and dated when |
spiked/connected to tubing. The RD stated the

- tube feeding manufacturer's guidelines were to

" be foliowed, to ensure the quality of the product.

" Interview with the DON, on 08/01/13 at 2:55 PM,

| revealed it was the facility's policy to label tube

feeding solutions and tubing sets with the

resident's name, time, date and rate when the |

bottle is spiked/connected. The DON stated staff .
; should follow the tube feeding solution and :
' connection set manufacturer's guidelines.

F 323:483.25(h) FREE OF ACCIDENT

88=D HAZARDS/SUPERVISION/DEVICES

" The facility must ensure that the resident i
; environment remains as free of accident hazards -
" as is possible; and each resident receives i
. adequate supervision and assistance devices to

! prevent accidents.

) PROVIDER'S PLAN OF CORRELTION 1%5y
PREFIX tEACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 322.
F 323? It is the policy of Carter Nursing and (09/11/2013

¢ Relabilitation Center to ensure that the residerit
© environmient remains as {ree of accident hazards
. as is possible; and each resident receives

. adequate supervision and assistaice devices tof

~ prevent accidents.
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F 323, Continued From page 15

: This REQUIREMENT is not met as evidenced
by:

: Based on interview, record review and review of

" the facility's policy, it was determined the facility

: failed to ensure the resident environment

‘remained as free from accident hazards as is
possible; and each resident received adequate
supervision and assistance devices to prevent

+ accidents for one (1) of twenty-three (23)
sampled residents. Resident #8 did not have

{ interventions added after a fall, on 04/02/13 in

“which hefshe fell from his/her bed ang sustained

. @ minor injury. In addition, Resident #8's pian of

.- care was not revised to reflect interventions

- added after falls in March.
i' The findings include:

. Review of the facility's palicy titled, "Carter Fall

; Program”, revised 08/01/12, revealed it was the
~policy of the facllity to make resident safety a

; priority. According to the policy, the facility had a

* fall pragram to assist in identifying residents that |
i were at risk for falls and to initiate interventions
“what out attempt to reduce the resident's risk. ;
. Under the identification section, the policy stated
 the facility would utilize the Fall Risk Assessment
- Form after the occurrence of a fall. After the

t occurrence of a fall, the policy stated the nurse |
. would complete a fall investigation. In addition,

{ the policy stated falls would be reviewed as part
-of a routine weekly focus meeting, in which all

' interventions would be evaluated and care plans

F 323 The plan of care for resident #8 was revised by '

- the MIDSC on 8/1/13 to reflect the interventions
: put in place afier falls thar ocenrred on 377713
fand 3/31/13. On 7/31/13, side rails were padded
; and a larger, thicker pad (inattress) was placed

by the bed of resident #8 to prevent injury. Thd
- IDCPT reviewed the plan of care for resident :
. #8 01 8/1/13 to ensure that all interventions
: were recorded on the plan of care, A fall risk

© assessment and an enviroimental assessiment
were completed for resident #8 by the MDSC

on &/19/13. The ADON interviewed and

| reviewed the plan of care with primmary care

givers {SRNAs, LPNs and RN Supervisors)

; on 8/1/13 to ensure that ail preventive

interventions were identified and recorded on

. the care plan for Resident #8. This resident has

liad no falls since 4/2/13.
A Fall Risk Assessment was completed for
each resident in the facility by the DON, the
ADON, and the MDSC's by 8/21/13, Any |
resident identified to be at risk for falls
(score greater than [0) was assessed by the |
Focus Tean on 8/22/13 to ensure that curreni.
interventions were recorded on the plan of
care and the SRNA Care Card and that :
interventions were implemented at the bedsid;e.
Additionally, residents at risk for falls were
reviewed with direct care staff by the DON.;
the ADON and the SDC no later than 8/23/] 3

fot additional preventive nieasures that niav be needed,
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F 323 . Continued From page 16
- would be revised as indicated.

i Record review revealed the facility re-admitted

- Resident #8 on 10/29/12, with diagnoses which
included Acute Respiratory Failure, Chronic

¢ Airway Obstruction, Rheum atoid Arthritis,
Cangestive Heart Failure, Dementia, Altered

: Mental Status, Anxiely, and Chronic Pain.

_Review of Resident #8’s quarterly Minimum Data :

: Set (MDS), dated 07/23/13, revealed the resident '
was assessed to have a Brief Interview for Menta) .
Status (BIMs) score of seven (7), this score '

“indicated the resident was severely cognitively
impaired. Under the Functional Status section,

. Resident #8 was assessed to require the

“ assistance of two staff members with transfers

_and he/she was not steady when moving from a

- seated to standing position and surface to
surface transfer.

' Review of Post Fall Risk Evaluations, dated

- 03/08/13, 04/01/13, and 04/03/13 revealed

. Resident #8 was at high risk for falls. Resident #8 i
“scored a twenty (20) or above on all three '
. assessments; scores higher than ten {10) were

1 considiered high risk for falls. The intervention

- section of the post fall evaluation {which stated to -
document details of interventions initiated), dated .
1 03/08/13, revealed Resident #8s current plan of
_care was to be continued. The intervention

: section of the post fall evaluations {which stated

‘ to document details of interventions initiated),
~dated 04/01/13 and 04/03/13, referred the reader
- to see the interventions listed on Resident #8's

‘ potential for injury plan of care.

. Review of a plan of care, initiated 08/08/07,
“revealed Resident #8 was at risk for injury related

F 323 Any identified intervention will be recorded on

the plan of care and the SRNA Care Card and
communicated to the direct care staff by the

| charge nurse via verbal communication during :

shift to shift report and recorded by the DON,

- ADON or RN Supervisor on the SRNA daily

~ shift report,

CAu environmental audit will be conducted by
DON, ADON and SDC no later than 8/23/13 to
ensure that the resident environment remains

i as free of accident hazards as is possible; and i

* cach resident receives adequate supervision and

¢ assistive devices to prevent accidents. ;

The Focus Team received additional educatic}!.l

by the Administrator on 8/1/13 regarding the'

importance of communicating changes to the’

IDCPT and the direct care staff when new

interventions are implemented. All staff wil]

receive additional education by the Staff

Development Coordinator no later than

9/9/13 regarding the importance of ensuring

that the resident enviromment remains as freef

of accident hazards as is possible; and each
resident receives adequate supervision and .
assistive devices to prevent accidents. Nursin!g
staff will receive additional education regarding
the importance of revicwing the SRNA Carej

Cards and nursing report daily in order to be ;

aware of updates and new interventions for |
those residents identified to be at risk for falls
havea bistory of falls_or have bad a recent fall/inciden:
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| to falls. The care plan stated the goal of the plan

' was for Resident #8 to be free of injuries related

“to falls through the next review date. Further

- review of the plan of care, revealed there was no
¢ evidence the care plan had been revised to

include the falls and interventions added post

falls, on 03/07/13, 03/31/13, and 04/02/13.

: Review of the facility's Resident Incident Repart,
dated 03/07/13, revealed Resident #8 was found

. sitting on the floor beside his/her wheelchair. The

: report also stated Resident #8 told staff members :

“he/she wanted to go to bed. Review of the
Resident Focus Meeting Form, dated 03/07/13,

; revealed an intervention would be added to lay

! Resident #8 down after supper,

; Review of the facllity's Resident Incident Report,

: dated 03/31/13, revealed Resident #8 pulled
herselffhimself up from the dining room and slid
from his/her wheelchair. Review of the Resident

. Focus Meeting Form, dated 03/31/13, revealed

be added to Resident #8's plan of care to prevent

Resident #8 would be transported to the dining
room last, as an intervention to prevent falls.

Review of the facility's Resident Incident Report,

' dated 04/02/13, revealed Resldent #8 was found
. beside his/her bed on a mat. The report stated
- Resident #8 had abrasions to histher right :
; forehead and eye. Review of the Resident Focus
" Meeting Form, dated 04/02/1 3, revealed there
- was no documented evidence of interventions to

*further injury/falls.

- Interview with Certified Nursing Assistant (CNA) .
| #1, on 08/01/13 at 3:26 PM, revealed she utilized
‘ the care plans to determine what the resident's
‘ care needs were. CNA#1 stated the care plan

CENTERS FOR MEDICARE & MEDICAID SERVICES
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A, BUILDING
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F 323 Continued From page 17 F 323" The Administrator or DON will complete visyal

. compliance rounds at least tliree times per weék
E for four weeks, and weekly thercafter, to ensure
that the environment remains as free of accident
hazards as is possible; and each resident receives
adequate supervision and assistance devices to
. prevent accidents. Each incident report will
continue to be reviewed dajly {Monday-Friday)
in nursing report by the Administrator aud DON
to ensure that appropriate interventions have
been recorded and communicated to the lDCF_;'i'
and direct care staff for iniplementation. Te
Administrator or DON will also follow up on-
at [east five imcident reporis per week for f(}urg
weeks, and weekly tliereafter, to ensure that :
all interventions have been recorded and
implemented as directed.
All audits and reviews will be forwarded to the
monthly CQI Connnittee meeting for further ‘
' monitoring and continued compliance,
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F 323! Continued From page 18

F323

' detailed what interventions were specific to each
resident. CNA #1 reported she was aware
Resldent #8 was a fall risk. Ye(, CNA #1 was not
aware Resident #8 was to be taken to the dining
. room last and laid down after supper.

Interview with ticensed Practical Nurse {(LPNY#1,
,on 08/01/13 at 3:22 PM, revealed the nurses
"referred to the care plans to determine what the

resident's care needs were. |.PN #1 reported the :
- MDS nurses were responsible for updating the
“resident's plan of care on an ongoing basis.

! Interview with the Assistant Director of Nursing

“{(ADON}), on 08/01/13 a( 11:15 AM, revealed afler |
Resident #8's fall, on 04/02/1 3, the facility failed

“ to implement an intervention to his/her plan of

~care. The ADON reported Resident #8's care
plans should have been updated to reflect

: interventions added to prevent further falls,

Interview with MDS Coordinator #1, #2, and #3 as

: well as the MDS Specialist, on 08/01/13 at 3:32 |

' PM, revealed care plans were updated :
continually. The MDS Coordinators reported falls .

- were reviewed during the stand-up meetings held

| daily. During (hese meeting, the MDS i
Coordinators stated the team would discuss ;
interventions to be added to the resident's plan of |

~care. The MDS Coordinators stated af(er each fall:

" experienced by Resident #8, an appropriate

. intervention should have been implemented.

¢ Interview with the Director of Nursing {DON), on
08/01/13 at 2:55 PM, revealed daily marning

. meetings were held in which falls from the
previous day were reviewed, The DON reported
resident falls and possitle interventions were

. discussed weekly in focus meetings, The DON
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F 323 Continued From page 19 F 323"
reported an intervention should have been added :
: after Resident #8's fall, on 04/02/13. The DON
also reported that she expected Resident #8's
 interventions added after falls, on 03/07/13 and
03/31/13 to be included in his/her plan of care. ;
F 371, 483.35(i) FOOD PROCURE, F371 1tis the policy of Carter Nursing and 0971112013
§5=E : STORE/PREPARE/SERVE - SANITARY e e i
. ¢ Rehabilitation Center to prociire food from
‘ The facility must - sources approved or consjdered satisfactory by
(1) Procure food from sources approved or ; ! Federal, State or focal authorities: and store,
: considered satisfactory by Federal, State or Jocal o erve food und .
authorities: and ; | prepare, distribute, and serve food under sanjtaly
- {2) Store, prepare, distribute and serve food - conditions, i
under sanitary conditions * The strawberry shakes, cereal, and cottage
¢ cheese were discarded by the dietary staff on
730713 and 7/31/13. The cup of yellow fiujd
was discarded and the yvellow flujd on the
' effigerator shelf leaned by the diet
- This REQUIREMENT s not met as evidenced reTnerator siell was cleaned by the dictary -
by staff on 7/30/13. The scoops were re-washed |
. Based on observation, interview, review of the | by dietary staff on 7/30/13 and stored in a ‘
+ facility’s policies and review of manufacturers ~ position where handles could be easily retrieved
_guidelines, it was determined the facility failed to i | ded f ;
! store, prepare distribute and serve food under w1en‘ne'e e or use. )
- sanitary conditions. Observations during initial j A sanitation audit was completed by the KY |
tour revealed strawberry shakes were stored in | Team Leader and the Registered Dietician by .
' the refrigerator which were undated, cereal was : | 8/5/13 to ensure that no other sanitation or
_stored unlabeled/undated in the dry storage area, | ‘ ) . "
i @ cup of yellow fluid was spilled in the refrigerator, storage problems were identified. Any
two {2} expired packages of cottage cheese were ! identified area was corrected immediately.
stored in the refrigerator, and scoops were not ' . ) ) . .
properly stored. All dietary siaff received additional educahol_;
by the Registered Dietician, KY Team Leader
- The findings include: or the Dietary Manager no later than 8/27/13
- Review of the facility's policy titled, "Sanitation”, | regarding storage, preparation, and distri bution
. effective 08/01/12, revealed it was the policy of of food items and the accepted sanitation
i practices in the dietary area, .
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F 371" Continued From page 20
the facility to maintain equipment, work surfaces,

~walls and floors In sanitary condition through daily .
: ongoing procedures. The poalicy stated formal '
, Sanitation inspecion in the food service
" department occurred on a frequent basis, along
. with informal sanitation inspections on a daily
“basls.

1. Review of Manufacturer's Guidelines, dated

. 05/03/07 for Sysco Imperial Frozen Shakes
revealed once thawed, the shakes must be used

- wlthin fourteen (14) days. The Manufacturer

“advised to label the carton or case when the

s carton was placed |n the refrigerator (o thaw.

- Review of the facility's policy titled, “Refrigerated
Storage”, effective 06/01/13, revealed all foods
would be properly wrapped and/or stored in a
sealed container and dated and Jabeled. The

i policy stated food would be discarded within the
appropriate shelf life, ;

Observation of refrigerator #3 in the kitchen, on

- 07/30/13 at 11:55 AM, revealed the right bottom

- drawer was full of thawed Sysco strawberry

i shakes. All of the shakes were in cartons that had
an area to write a thaw date. However,

! observation revealed none of the shakes

" contained a thaw date.

Another observation of refrigerator #3, on
1Q7/31/13 at 8:25 AM, revealed the facility

continued to store eleven (11) thawed Sysco

strawberry shakes in the bottom right drawer. All ;
_elaven (11) of the shakes were undated. ’

Interview with Dietary Assistant #1, on 07/31/13 at |
- 9147 AM, revealed the Sysco strawberry shakes |
. should be labeled by staff when they were placed

F 371 The Dietary Manager will conduct sanitation
: andits at least two times per week for four wcefks,
¢ and weekly thereafter, to ensure that food is
stored, prepared, disiributed aud served under
sanitary conditions. The Registered Djetician
Cowill
complete sanitation audits at Jeast monthly.
- Any issies identified will be immediately
corrected. ;
i Tlie results will be forwarded ro the monthly _3
CQI Committee meeting for further monitoring

and continued compliance.
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F371 Continued From page 21
“in the refrigerator to thaw. Dietary Assistant #1
- stated all staff preparing snacks should check to
ensure the sitakes were dated.

Interview with the Corporate Team Leader for
- Kentucky/Certified Dietary Manager, on 07/31/13
. at 8:28 AM, revealed staff should follow carton
- directions when labeling/storing items. She also
stated staff should have [abeled the strawberry
‘ shakes with a thaw date to ensure product the
: recommended use by dates were followed.

¢ Interview with the Registered Dietician {RD}

¢ AM, revealed she expected staff to dale the
' supplemental Sysco strawberry shakes when
: they were placed in the refrigerator to thaw. The

- on the shakes, so staff were aware how long the
- product could be used.

2. Review of the facility’s policy titied, "Dry
' Storage”, effective 08/01/12, revealed It was the i
policy of the facillty to store, prepare and serve
food that is stared in accordance with federal,
. stated and local sanitary codes. The policy s(ated
* foods would be labeled as to content and dated.

» Observation during the initial kitchen tour, on
- 07/30/13 at 11:35 AM, revealed there were seven |
{7} trays of cereal in the dry storage area which |

trays of bowled cereal were covered; however,
: the bowls were not labsled or dated.

- Interview with Dietary Assistant #1, on 07/31/13 at |
£9:47 AM, revealed it was common practlce for the
| dietary department to pre-scoop cereal in

. indlvidual bowls, which was to be used the next

" during the initial kitchen tour, on 07/30/13 al 11: 55

RD staled it was important to place the thaw date ;

had been pre-scooped in bowls. The seven (7) i

F 371

|
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day. Dietary Assistant #1 stated the bowls and/or ;
trays of pre-scooped cereal should have been

dated with the date which the jtem was prepared; .
as well as a use by date. ‘

Interview with the Corparate Team Leader for ;
- Kentucky/Certified Dietary Manager, on 07/31/13
at 8:28 AM, revealed staff should label prepared
food in the dry storage area with the date the food
' was prepared. The Team Leader for :
Kentucky/Certified Dietary Manager stated it was
important to label pre-prepared items to ensure
items were used within acceptable use by dates.

Interview with the Registered Dietician {RD)

. during the initial tour, on 07/30/13 at 11:35 AM,
revealed the bowls of cereal stored in dry storage |
should have been labeled when they were

- pre-scooped. The RD stated It was importan(to
label the cersal, so all staff would know how long °

: the product was good for use. i

3. Review of the facility’s policy titled,
"Refrigerated Storage”, effective 06/01/13,
revealed all foods would be properly wrapped :
+ andfor stored In & sealed container and dated and |
labeled. The policy stated food would be )
- discarded within the appropriate shelf life.

- Review of the facility’s policy titled, "Space and
Equipment”, effective 08/01/12, revealed it was
the policy of the facility to provide a safe and
sanitary provision of dietary services to the

" residents of the facility. Further review of the
palicy revealed all foods would be stored to

: protect from spoilage and contamination. In

"addition, all kitchen utensils would be stored in a

. sanitary manner to prevent contamination.
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[ Interview with the Registered Dietician (RD}), on

1 07/30/13 at 11:55 AM, revealed the cup of yellow
- substance found in refrigeratar #3 needed to be

; discarded. The RD stated items placed in the

: refrigerator should be sealed and dated.

Observation during the initial kitchen tour, on
07/30/13 at 11:55 AM, revealed the kitchen

‘ refrigerator #3 contained a cup of thick yellow

substance which was not properly sealed and had

- spilled onto the shelf. A white towel at the base of -
- the third shelf was also stained with a yellow

substance., The cup of yellow substance was not

. labeled or dated.

Another observation, an 07/31/13 at $:25 AM,
revealed refrigerator #3 continued to contain a

: white towel al the base of the third shelf which
~was soiled with a yellow substance.

" Interview with Dietary Assistant #1, on 07/31/13 a(!
. 847 AM, revealed the refrigerators were cleaned
f on evening shift daily. Dietary Assistant #1 stated
" all staff were responsible to clean spilis in the :

refrigerator. Dietary Assistan( #1 also stated the
yellow substance in the refrigerator should have
been properly covered and labeled.

" Interview with the Corporate Team Leader for

Kentucky/Cerlifled Dietary Manager, on 07/31/13

Pat 2:28 AM, revealed spills in the refrigerator

* should be cleaned by the first person that made
' the observation. She also stated all items in the
- refrigerator should be labeled/dated. The

. Corporate Team Leader for Kentucky/Certified

Dietary Manager stated it was important to

: properly sealllabel food items and to keep the ;
! refrigerator clean to prevent cross contamination. |
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4. Review of the facility's policy titied,
. "Refrigerated Storage”, effective 06/01/13,
' revealed all foods would be properly wrapped

labeled. The policy stated food wauld be
. discarded within the appropriate shelf life,

- Observation during the initial kitchen tour, on
07/30/13 at 11:40 AM, revealed refrigerator #2

~expired, on 07/29/13.

; discarded prior to expiration. Dietary Assistant #1
- stated all kitchen staff were responsible to
- ensure items jn the refrigerator were not expired.

- Interview with the Corporate Team Leader for
Kentucky/Certified Dietary Manager, on 07/31/13

- checking lo ensure all items were stored within

' the expiration date. The Corporate Team Leader
- for Kentucky/Certified Dietary Manager, stated

! items should be discarded or used by the

- expiration date on the praduct.

Equipment”, effective 08/01/12, revealed it was

 the policy of the facility lo provide a safe and

 sanitary provision of dietary services to the
residents of the facility. Further review of the

- policy revealed all foods would be stored (0

; protect from spoilage and cortamination. In

- addition, all kitchen utensils would be stored in a

: sanitary manner to prevent contamination.

: Observation during the initlal kitchen tour, on
' 07/30/13 at 12:00 PM, revealed clean scoops

. and/or stored in a sealed container and dated and |

contained two packages of cottage cheese which °

. Interview with Dietary Assistant #1,0n 07/31/13 at
1 9:47 AM, revealed all ltems should be used by or .

at 9:28 AM, revealed all staff were responsible for |

5. Review of the facility's policy titled, "Space and |
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fwere stored in a wire basket on the wall by the
. sink. The scaops inside this basket were stored
" with their fiandles in opposite directions.

the handles in the same direction. Dietary

. Assistant #1 stated proper scoop storage was
“important to prevent contamination of the food
- surface of the handle.

5 Interview with the Corporate Team Leader for

they can be reached without touching the food
surface of another due to infection control
| reasons.

' Interview with the Registered Dielician (RD)
~during initial tour, on 07/30/13 at 12:00 PM,
“ revealed scoops should be stored with the

. handles al facing the same direclion. The

, stored in the same direction to prevent touching
- of the part of the scoop used to serve food.

¥ 465 483.70(h)

E ENVIRON

- The facility must provide a safe, functional,
; sanitary, and comfortable environment for
. residents, staff and the public.

This REQUIREMENT s not met as evidenced

'Interview with Dletary Assistant #1, on 07/31/13 at:
9:47 AM, revealed scoops should be stared with

; Kentucky/Certified Dietary Manager, on 07/31/13 :
at 8:28 AM, revealed staff should store $COOPS SO

- Registered Dietician stated the scoops should be |

$5=D. SAFE/FUNCTIONAL/SANITARY/COMFORTABL .

F 465 1t js the policy of Carter Nursing and

(X4} 1D SUMMARY STATEMENT OF OEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ixa!
PREFIX {EACIH{ DEFICIENCY MUST 8F PRECREQOEDBY ¥ ULI PREFIX (ZACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 371 Continued From page 25 Fa7t:

09/11/2013

. Rehabilitation Cejiter that the facility be :

\ maintailed to provide a safe, functional,

sanitary, and comfortable environient for

! residents, staff and the public,

.' The Maintenance Director removed the ;

green/black substance from the walls, baseboards

- and pipes and corrected the water leak o1 7/3 If 13

. The task of deep cleaning the dish room will be

' added to the task Jist by the Dietary Manager b}
8/27/11. '
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: by:

* Based on observation, interview, review of the

Ffacilily's policy and review of the facility's forms, il

. was determined |he facility failed to provide a

" safe, functional, sanitary and comforiable
environment for residents, staff and the public.
Observations revealed a green/black substance
present on the walls, baseboards, pipes and the
under surface of the metal counter in the dish

“room. In addition, there was a leak noted from a

- pipe under Ihe garbage disposal.

"The findings include:

| Review of the facilily's policy titled, "Space and
Equipment", effective 08/01/12, revealed lighting,
. ventilation and humidity would be controlled to

i molds.

- Review of the facility's policy titled, "Sanilation”,

. effective 08/01/12, revealed it was the policy of

" the facility to maintain equipment, work surfaces,

i walls and floors in sanltary condition through daily |
_ongoing procedures, The policy stated formal :
| sanitation inspection in the food service

- depariment occurred on a frequent basis, along

- with informal sanitation inspections on a daily

i basis,

i Review of the facility's policy titled, "Equipmen|
- Cleaning Schedules”, effective 08/01/12, revealed
!it was the policy of the facilily to assign cleaning

- schedules on a daily, weekly and monthly basis.

' The policy indicated the walls were to be cleaned :
i menthly and weekly as needed,

‘Review of the "August Monthly Cleaning List" :
. form, undated, revealed staff were to sweep/mop

~prevent moisture condensation and the growth of

F 465 All staff will receive edication by the Staff
' Development Director, the Housekeeping
;‘ Supervisor, the Dietary Manager, or the
5. Maintenaice Supervisor no later than 9/1/13
: regarding the importance of maintaining the
* facility in a mammer that provides a safe,
+ functional, sanitary and comfortable environment
. for residents, staff and the public. Additional
: education will include the use of maintenance
requisition slips in order to notify maintenance
_. of needed repairs and track the correction of -
identified issues.
© The Maintenance Director and the Housekeeping
Supervisor will complete an environmental
audit by 9/1/13 to ensure that the facility is
maintained in such a manner so as 1o provide :
a safe, functional, sanitary, and comfortable
environment for residents, staff and the public,
Any identified issues will be corrected as
identified. .
The Administrator, Maintenance Supervisor, _
or the Housekeeping Supervisor will complete
environmental rounds at least three times per
¢ week for four weeks, and weekly thereafter,
to identify fssues that may need corrected in
order to maintain a safe, functional, sanitary _:
and comfortable environment,
The results will be forwarded to the monthly
CQI Committee meeting for further monitoring

and continued compliance.
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i dish room daily. Review of other task revealed
the dish room shelves were to be cleaned once

¢ monthly. However, continued review of ihe
cleanmg schedule revealed no assignments or
“task of deep cleaning or cleaning of the walls or
under countertops in dish room.

- Review of the facility's form "Sanitation Audit",

* dated 06/19/13, revealed the Registered Dietician

. (RD) had performed a sanitation audit of the

" kitchen. Review of |he form revealed the garbage

- disposal, dishwasher and dish room areas were
“not addressed/listed on the audil.

“Interview with lhe RD, on 07/30/13 at 11:25 AM,
i revealed she had recently been at the facility
eight (8) to sixteen (16) hours per week due to

: the currant absance of the Distary Manager,

lntervrew with the Corporate Team Leader for i
- Kentucky/Certified Dietary Manager, on 07/31/13

j a1 9:28 AM, revealed she was to begin visiting the :
facility on a regular basis due to the absence of

i the Dietary Manager,

i Observation of the dish room, on 07/31/13 at 4:25

' PM, revealed a green/black wet substance ;

i present on the underside of the metal counter by
- the garbage disposal/dishwasher.

' Further observation of the dish room with the
; Maintenance Director {using a flashlight) present, .
Ton 07/31/13 at 4:35 PM, revealed water was
- feaking from a pipe under the garbage disposal. A
- green/black wet substance was observed on the
: pipe which was leaking as well as the wall under
“the garbage disposal, the under surface of the
; metal counter and the baseboard between the
' garbage disposal and the dishwaslher,
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' 4:45 PM, revealed she was aware a grease like
subs|ance was present under the garbage

! disposal in the dish room. Dietary Assistant #3

. stated she was unaware who was responsible to

- clean the dish room walls. Dietary Assistant #3

_ believed Maintenance had painted the area a
year ago, but she reported she had never

under the garbage disposal. Dietary Assistant #3
. stated she was not aware of the leak under the
garbage disposal. Continued interview wilh
: Diefary Assistant #3, on 08/01/13 at 2:03 PM,
revealed she now believed the substance on the

: behind the counter.

12:13 PM, revealed there was typically a monthly

: cleaning list posted. However, she reported a

- cleaning list was not posted for July due to the

. absence of the Dietary Manager. Dietary
Assistant #1 stated second shift was primartly

i responsible for cleaning the dish room, Dielary

“ Assistant #1 reported all of the heavy cleaning

' #1 stated she had never noticed a substance on
i the wallicounter or baseboards in the dish room.

i Under the garbage disposal.

- Interview with Dietary Assistant #4, on 08/01/13 at
~2:18 PM, revaaled second shift was responsible

i for cleaning the items listed on Monthly Cleaning

{ greasy substance on the wall in the dish room

Interview with Dietary Assistant #3, on 07/31/13 at |

. informed anyone of the substance on the wall and

fwall in the dish room was a result of food washing '

. Interview with Dietary Assistant #1, on 08/01/13 at

i was conducted on second shift. Dietary Assistant

- Dietary Assistant #1 was also unaware of the leak :

 List. Dietary Assistant #4 stated she had noticed a f

three (3) to four (4)months ago. Dietary Assistant
| #4 stated she had verbally informed maintenance |

F 465
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; personnel, but she could not remember ;
- specffically whom. Dietary Assistant #4 stated she
. thought the area had been cleaned by
! maintenance and was no longer an issue.

: Interview with the Maintenance Director, on
07/31/13 at 4:35 PM, revealed he was aware of

- the green/black substance on the wall under the

" garbage disposal. The Maintenance Director

. stated he believed the substance on the wall was

* grease. The Maintenance Director was not sure

. how often the dish room and the garbage

- disposal area were cleaned. The Maintenance
Director reported he was unaware of the leak

' under the garbage disposal. The Maintenance
Director stated he had painted in the dish room in

. the past, but he could not remember when this
occurred. The Maintenance Direcior reported

{ kitchen staff (unaware of exactly who) had asked |

~him a few weeks ago if he had something to '

. clean the wall in the dish room. He reporied that

¢ he told the kitchen staff he did not have anything
to clean the area with. The Maintenance Director

- stated the kitchen staff had reporied to him that

“the substance on the wall was grease. The

: Maintenance Director denied receiving a written

' reqUest related to the substance on the

walls/pipes and under the counter in the dlsh

room. He also denied having received a

maintenance request for the leak under the

garbage disposal.

~Interview with the RD, on D8/01/13 at 1:45 PM,
revealed she was unaware of the substance in

“ the dish room until she was informed by the

: surveyor. The RD reported dietary staff had not
' reparted the substance on the wall or the leak in
- the dish room to her, The RD reported the dish
-room was to be cleaned nightly. The RD stated
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. the substasnce on the walls, baseboards, pipes

" and the underside of the garbage disposal should
not have been present in the dish room. Lastiy,

t the RD reported if staff were aware of the

, substance on the wall in the dish room, they

- should have reported the issue to the
maintenance department to ensure resident

i safety.

 Interview with the Administrator, on 07/31/13 at

. 4:55 PM, revealed he agreed there was a "slimy

“black" subsjance present in the dish room along

. the walls, baseboards, pipes and counter under

‘the garbage disposal. The Administrator stated he
was not exactly sure whal the substance was, bu) !

“he clearly stated il should not have been present.

F 465
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]
; I

1
" CFR: 42 CFR 483.70(a) : ’
: Building: 01 |
" Plan Approval: 1885 ) |
i Survey under: 2000 existing ;
Facility type: SNF/NE ; ) !
; Type of structure: One story Type 111, i :
{ Smoke Compartment: Five smoke compartments i ) '
. Fire Alarm: Complete fire alarm system. Panel
i upgraded In 2006, A ‘
Sprinkler Systern: Complete automatic (dry/wet) : ,
i sprinkler system, System installed in 1985, : { ;
' Generator: Type || : i
: s

' Astandard life safety code Survey was conducted

1 on 07/31/13. Carter Nursing and Rehablitation

! Center was found not be in compliance with the

1 Tequiremants for particlpation in Medicare and ; :

i Medlcaid in accordance with Tile 42, Code of :
Federal Regulations, 483.70(a) ot seq. (Life i i

i Safety from Fire). The census on the day of the | ; i
survey was one hundred twelve (1 12). The facility : i X

i Is ficensed for one hundred tweanty ( 120} beds. | : !

i ;
\ | 3

: !

‘

! The Highest Scope and Severily defidency was ; !

Jan "E" level, : ,f ]
K025 ' NFPA 101 LIFE SAFETY CODE STANDARD ; Kozs;
8S=£ |
| Smoke barriers are constructed to provige at
" least a one half hour fire resistance rating in i
; accordance with 8,3, Smoke barrlers may ;
i terminate at an atrium wall, Windows are i |
i profected by fire-rated glazing or by wired glass ;
| panels and steel frames. A minimum of two i | |
' separate compariments ara provided on each
i floor. Dampers are not required in duct
| penetrations of smoke barriers in fully ducted

1 i i
{%8) DATE

RATORY DIRECTOR'S OR PROVIDER'SUPPLIER AEPRESENTATIVE'S SIGNATURE TITLE

L.ﬁ.lx ad { oagve ~AJ /ﬁm}qj C@l ﬂrn;/‘j'ﬁ) 'Yg:!.'?’.?f)}'%

oficiancy statement endflng with 3n asterisk (*) denotes 4 delidenc womecting providing it Is getarmindd that
Safoguards provide sufficient proiecilon to the pallents. (S0e instructions.) Except for nursing homes, the TIndings stated above are dlsclosable 50 days
ing the date of suray whather of nol a plan of correctlon is pravigad, For nursing homes, the above findlngs and plans of correction ara disclosable 14
oftowing the data these documents are made availsbla lo the facifity, it geficiencies sre cited. an approvad plan of correction is requisite o continuag

m participation,

A21 Fachily ID: 100571 if continuatlon sheot Page 10t 7
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NAME OF PROVIOFR OR SUPPLIFR

CARTER NURSING & REHABILITATION CENTER

SUMMARY STATEMENT OF DEFICIENCIES

(Xay o
PREF X (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR L SC IOENTIFYING INFORMATION)

K 000 INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
- Buiding: 01
Ptan Approval: 1885
. Survey under; 2000 existing
" Facility type: SNF/NF
Type of structure: One story Type it _
Smoke Compariment: Five smoke compartments -
. Fire Alarm: Complete fire alarm system. Panel
i upgraded in 20086,
Sprinkler System: Complete automatic {dry/wet)
i sprinkler system. System installed in 1985,
" Generator: Type |

+ A standard life safety code survey was conducted
-on 07/31/13. Carter Nursing and Rehabilitation
: Center was found not be in compliance with the

. requirements for participation in Medicare and

i Medicaid in accordance with Title 42, Code of

Federal Regulations, 483.70(a) et seq. (Life

! Safety from Fire). The census on the day of the

" survey was one hundred twelve (112). The facility
s licensed for one hundred twenty (120) beds.

‘The Highest Scope and Severity deficiency was

an “E” tevel,

K 025! NFPA 101 LIFE SAFETY CODE STANDARD

E8=E :
i Smoke barriers are constructed to provide at
“least a one half hour fire resistance rating in
s accordance with 8.3, Smoke barriers may
- terminate atan atrium wall. Windows are
- protected by fire-rated glazing or by wired glass
‘panels and steel frames. A minimum of two
. Separate compartments are provided on each i
: floor. Dampers are not required in duct
- penetrations of smoke barriers in fully ducted

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING 01 - MAIN BUILDING 01 COMPLETED
B. WING 07/31/2013
STREET ADDRESS, CITY, STATE, ZIF COOF
250 MCDAVID BLVD
GRAYSON, KY 41143
15 ' PROVIOER'S PLAN OF CORRECTION x5!
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERFNCEQ TO THE APPROPRIATE DATE
OEFICIENCY)
K OG0 -
K025 11 is the policy of Carter Nursing & 09/1172013
© Rehabilitation Center to ensure smoke barriers.
i are properly maintained and no penetration
. exists.
.I'Xﬁ)OA?f

%ABORATOR‘.( OIRECTOR'S OR PROVIDE RISUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

Any deficiency sialement ending with an asierisk (*) denoles a deficienc
other saleguards provide sufficient proleciion to Ihe patienis, (See ins
following ihe date of survey whether or nol 2 plan of correction Is prov
days folfowing the date hese documenis are made avai
program partictpation.

FORM CMS-2567(02-991 Previous Versions Obsolale

y which the institution may be excused from
truciions.) Except for nursing homes, ihe findings stated above are disciosable 80 days
ided. For nursing homes, the above lindings and plans of comection are disclesable 14

lable 1o the faglfily. N defiiencies are cited, an approved pla

Evanl 10:510A24

correcling providing It 1s delermined that

n of correction is requisile to continues
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(X1} PROVIOER/S UPPLIER/C LIA

{X2) MULTIPLE CONSTRUCTION

(X3) OATE SLIRVEY

STATEMENT OF DEFICIENCIES
ANO PLAN OF CORRECTION IOFNTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
185253 B WING 07/31/2013
NAME OF PROVIGER OR SUPPLIFR STREET ABDRESS, CITY, STATE. ZIP COOF
250 MCOAVID BLVO
CARTER NURSING & REHABILITATION CENTER
GRAYSON, KY 41143
(X4)10 SUMMARY S TATEMENT OF DEFICIENCIES e ' PROVIOER'S PLAN OF CORRECTION i8]
PREFIX (EACH OEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BF i COMPLENON
TAG REGULATORY OR LSC I0ENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
OEFICIENCY)
K025 r::ontmued From page 1 K 025! ppe two smoke barriers in the facility center ;
eating, ventitating, and air conditioning systems. : P : ’
. : : il cor tive penetrations were sealed -
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4 | hall containing five penetrations w |
by the facility maintenance supervisor and
regional maintenance director on 7/31/2013,
The regional maintenance supervisor and the
This STANDARD is not met as evidenced by; facility maintenance supervisor completed an
Based on observation and interview, it was inspection of the facifity smoke barriers to
' determined the facility failed to ensure smoke ensure there were no additional penetrations
barriers were maintained according to Nationat Ther bt verl onr e
' Flre Proteclion Association (NFFA) standards. iere were e penetiativis hotalt on i
. The deficiency had the potential to affect three (3): i inspection. :
of five (5) smoke compartments, fifty two (52) ; i The facility maintenance supervisor and the |
; residents, staff and visitors. f . ; . :
: ) maintenance assistance received
The findings include: ' re- education from the facility administrator
' ) on 8/19/2013 outlining ihe importance of
- Observations, on 07/31/2013 at ,12'4.9 PM, assuring there are no smoke barrier
revealed the two (2) smoke barriers in the center ) L
i hall had a total of five (5) penetrations. penetrations. The education incfuded
. Penetrations in smoke barriers must be sealed inspection of barriers after 3rd party
: with material equal or greater (o the rating of the ' contractors completed work. ;
- SMokKe barrier. The observations were confirmed :
" with the Regional Maintenance Director. : - Monthly for three months and quarterly
: ' thereafter the maintenance sugervisor or
Interview, on 07/31/2013 at 12:40 PM, with the . designee will perform an inspection of the
- Regional Maintenance Director, revealed the " smoke barrier ithin the facility to ensure |
' penetrations were from the installation of internet ;  Srnokeharriers within My foensure
. wiring. Further interview revealed all penetrations : - there arc no penetrations. This inspection
“ should be sealed. i will be presented to the facility Continuous :
: __— ) . : ity ement Committee who meets
- The findings were confirmed with the i Quatity Impmm,n‘a Com ].1 i ! :
Administrator at time of exit. monthly for additional monitoring and
: i centinued compliance.
i Reference: NFPA 101 (2000 edition) :
'8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
; air ducts,
pneumatic wbes and ducts, and simitar building
. service equipment : ‘ _
Even! 10510421 Fazility 10: 100571 I continuation sheet Page 2 of 7
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185253

iX2) MULTIPLE CONSTRLUCTION
A BUILDING (1 - MAIN BUILEING 01

B. WING

(X3) OATE SURVEV
COMPLETEQ

07/31/2013

NAME OF PROVIOER OR SUPPLIER

CARTER NURSING & REHABILITATION CENTER

STREET ADORESS, CITY, STATE, ZIP CODE
250 MCDAVID BLVD
GRAYSON, KY 41143

SUMMARY STATEMENT OF DFFICIENCIES
(EACH DEPICIENCY MUST BE PRECEOEO BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION!

X4) 10
PREFIX
TAG

PREFIX

(X5
COMPLETION
DAlE

PROVIOER'S PLAN OF CORREC TION
(FACH CORRECTIVE ACTION SIHOULO BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

Lo]
TAG

K 025 Continued Front page 2
that pass through floors and smoke barriers shall
: be protected
as folfows:
{1) The space between the penetrating item and
" the smoke
barrier shall meet one of the following conditions:
- a. It shall be filted with a material that is capable
of maintaining
: the smoke resistance of the smoke barrier.
" b. It shall be protected by an approved device that
is
i designed for the specific purpose.
(2) Where the penetrating item uses a sleeve to
 penetrate the
- smoke barrier, the sleeve shall be solidly set in
the smoke
; barrier, and the space between the item and the
sleeve
. shall meet one of the following conditions:
"a. It shalt be filled with a material that is capable
of maintaining
. the simoke resistance of the smoke barrier.
b. It shalt be protected by an approved device that
i is
t designed for the specific purpose.
_(3) Where designs take transmission of vibration
i into consideration,
‘any vibration jsolation shall meet one of the
- following
: conditions:
a. It shalf be made on either side of the smoke
: barrier.
“b. It shalf be made by an approved device that is
. designed for the specific purpose.
K 029: NFPA 101 LIFE SAFETY CODE STANDARD
$8=0:
1 One hour fire rated constryction {with 3% hour
: fire-rated doors) or an approved automatic fire

T

K025

lj
K029 ftis the policy of Carter Nursing & 09/11/2013
Rehabilitation Center to ensure hazardous areas
. within the facility are equipped with door

" self-closures.

FORM CMS-2587/02-88) Previous Versions Obsolsle Evenl 10:510A21
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{X2) MULTIPLE CONSTRUCTION

(X3) BATE SURVEY

K 029 : Continued From page 3

extinguishing system in accordance with 8.4, 1

- and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system :
option is used, the areas are separated from :
other spaces by smoke resisting partitions and

: doors. Doors are self-closing and non-rated or

field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1

This STANDARD is not met as evidenced by:
. Based on observation and interview, it was .
determined the facifity failed to ensure hazardous |
- areas were maintained according to National Fire
" Protection Association (NFPA) standards. The :
; deficiency had the potential to affect one (1) of
five (6) smoke compartments, twenty six (26)
. residents, staff and visitors.

- The findings include:

. Observation and interview, on 07/31/2013 at 2:01 ;

' PM, revealed three (3) fuel fired water heaters

_located in a room next to the Living Room.

. Further observation revealed the room had two

. doors that were not equipped with seff-closers,

 Rooms housing fuel fired water heaters must be
equipped with self-closers on the doors. The

. Observation was confirmed with the Regional
Maintenance Director,

_Interview, on 07/3%/2013 at 2:01 PM, revealed the g.
 facility had remodeled the area last year and had
failed to install self-closers on the doors.

STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION MIMRER: A BUILOING 01 - MAIN BUILDING 01 COMPLETED
185253 B WING 07/31/2013
NAME OF PROVIOER OR SUPPLIER STREETAQORESS, CITY, STATE, ZI¥ CODE
250 MCOAVID BLVD
CARTER NURSING & REHABILITATION CENTER
GRAYSON, KY 41143
X4y 1D SUMMARY STATEMENT OF OEFICIENCIES 10 : PROVIOER'S PLAN OF CORRECTION (X8
PREFIX (EACH DEFICIENCY MUST BE PRECFOED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BF L COMPLETION
TAG REGULATORY OR 1 5C IDENTIFYING INFORMATION) TAG CROSS-REFFRENCED TO THE APPROPRIATE DATE
OEFICIENCY)
K 029. Door self-closures were instafted on the

mechanical roams doors oy 8/12/2013 by the |
regicnal maintenance director.
The facility was inspected by the regional
maintenance director and the facility
adminisirator on 8/2/2013 to ensure all
hazardous areas within the facility had door
self-closures insialled and were in proger
working order.
On 8/12/2013 the facifity maintenance staff
was re- educated by the regionaf maintenance
director the importance of having door '
self-closures in place and functional in all
hazardous areas within the faciljty,
Monthiy the facility mainienance supervisor
or designee wifl check each hazardous are
within the facility containing door self-closures
to ensure the closures are in place and in _'
proper working order, Results of these monthly
inspections will be forwarded to the facility
continuous quality improvement comautittee
for addirional monitoring and coitinued

compliance.

FORM CMS-2567(02-89) Previous Versions Obsolele Even 10: 5I0A21

Faclily ID: 130571 If continuation sheet Page 4 of 7




08/23/72013 14:29 FAX

Fooiz2/0071

606 929 5449 DIVERSICARE KY

PRINTED: 08/14/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE b
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0538-0391
STATEMEMT OF QEFICIENCIES (X1 PROVIDER:SUF‘PLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3 0ATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBE & A. BUILOING 01 - MAIN BUILDING o1 COMPLETED
185253 8. WING 07/31/2013
STREET ADORESS, CITY, STATE, 7K CODF

NAME OF PROVIOER OR SHPPLIER

250 MCDAVID BLVD

CARTER NURSING & REHABILITATION CENTER
f GRAYSON, KY 41143
(X410 ; SUMMARY STATEMENT OF OEFICIENCIES : I : PROVIDER'S PLAN OF CORRECTION ; 1%5]
PREFIX (EACH OEFICIENCY MUST BF PRECEDED BY FULL PREFIX IFACH CORRECTIVE ACTION SHOULO BE COMELEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE oaTE
: ‘ OEFICIENCY) :
K029 Continued From page 4 K029

! The findings were confirmed with the
" Administrator at time of exit,

Reference: NFPA 101 (2000 edition) :
: 19.3.2.1 Hazardous Areas. Any hazardous areas -

shall be safeguarded
by a fire barrier having a 1-hour fire resistance

‘rating

or shalf be provided with an automatic
extinguishing system in

. accordance with 8.4.1. The automatic
- extinguishing shall be

permitted to be in accordance with 19.3.5.4,

: Where the sprinkler .
oplion is used, the areas shall be separated from

i other

Spaces by smoke-resisting partitions and doors,

" The doors

shall be self-closing or automatic-closing.

i Hazardous areas :
“shalt include, but shall not be restricted to, the :

: following:

(1) Bolter and fuel-fired heater rooms ;
{2) Central/bulk laundries farger than 100 ft2 (9.3 |

im2)

{3) Paint shops

: {4) Repair shops

(5) Soiled linen rooms
(€) Trash coftection rooms
(7) Rooms or spaces larger than 50 ft2 {4.6 m2),

including

‘ repair shops, used for storage of combustible

. supplies
" and equipment in quantities deemed hazardous !
. by the
- authority having jurisdiction

- (8) Laboratories employing flammable or

: combustible materials

in quantities less than those that would be

FORM CMS-2567(02-98) Previous Verslons Obsolele
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AND PLAN OF CORRECTION IOENTIFICATION RUMBER; A BUILDING 01 - MAIN BUILDING 01 COMPLETED
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i8] : PROVIDER'S PLAN OF CORRECTION iX5)

s8=D
Reguired automatic sprinkier systems are
" continuously maintained in refiable operating
condition and are inspected and tested .
- periodically.  18.7.6, 4.6.12, NFPA 13, NFPA 25,

1975

. This STANDARD is not met as evidenced by:
' Based on observation and interview, it was
determined the facility failed to ensure sprinkler .
- heads were maintained according to Nationat Fire °
. Protection Association (NFPA) siandards. The
| deficiency had the potential to affect one (1) of
five (5) smoke compartments, twenty six {26)
i residents, staff and visitors.

: The findings include:

; Observation, on 07/31/2013 at 12:33 PM,
revealed a total of seven (7) corroded sprinkler

. heads in the kitchen. Sprinkier heads that are

| corroded must be replaced. The observation was
- confirmed with the Maintenance Director. :

Interview, on 07/31/2013 at 12:33 PM, with the
i Maintenance Director, revealed the facility had
faited to identify the corroded sprinkler hesds

1X4) 1D SUMMARY STATEMENT OF OEFICIENCIES
PREEIX | (EACH OFFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACIH CORREC TIVE ACTION SHOULO BE COMPLETHON
TAG REGULATORY OR LSC JOENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TG THE APPROPRIATE BATE
: : DEFICIENCY)
K 029 Continued From page 5 K 029
; considered
- & severe hazard.
Exception: Doors in rated enclosures shall be
permitted to have nonrated,
. factory- or field-applied protective plates
" extending not more
. than 48 in. (122 cm) above the bottom of the
“door, ,
K 062 NFPA 101 LIFE SAFETY CODE STANDARD K062, It is the policy of Carter Nursing & 09/1 12013

Rehabititation Center to ensire the facility

sprinkier heads are maintained in proper
* working order.

On 8/3/2013 the regional maintenance director
and facifity maintenance staff completed an
inspection of alf the sprinkler heads within
and outside 1he facility.

On or before 9/:/20 13 the corroded sprinkler :
heads identified diiring the annual inspection
and the facility inspection were replaced by a |
cerlified contractor. 7

The facility maintenance staff receivad
education by the facility administrator _
regarding the importance of visually inspectfn_g
the facifity sprinkler heads and ensuring any
that are corroded or appear to not be in proper
waorking order are replaced. ‘

FORM CMS-2567(02-88) Previous Versions Obs giele Evanl ICr SI0A21
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XA I0 SUMMARY STATEMENT OF QEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION X5
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K 062 Continued From page 6
i prior to the survey.

i The findings were confirmed with the
Administrator at the time of exil.

' Reference NFPA 25 (1998 edition)

! Refer 2-2.1.1* Sprinklers shall be inspected from
. the floor level

~annually. Sprinklers shall be free of corrosion,
_foreign materiafs,

in the
- proper orientation (e.g., upright, pendant, or
sidewall), Any
sprinkler shall be replaced that is painted,
. corroded, damaged,
 loaded, or in the improper orientation.
" Exception No. 1:* Sprinklers instalted in
: concealed spaces such as
“above suspended ceilings shall not require
; ingpection.

are inaccessible
 for safety considerations due to process
; operations shall be inspected
' during each scheduled shutdown.

- paint, and physical damage and shall be instalfed -

- Exception No. 2; Sprinklers installed in areas that |

K062 Monthly for three months and guarterly
. thereafter the facility maintenance supervisor :
or desighee with complete a visual inspection
of the sprinkler heads fecared within and
outside the facifity to ensure they are not
corroded and appear to be in proper working :
order.
Results of the visual inspections will be
forwarded to 1he facility continuous guality
fmprovemen committee for additional
menitoring and continued compliance.

FORM CMS-2567(02-99) Previous Verslons Obsolele

Event10; 5IQAZ1

Facility 10 100571 if continuation sheel Paga 7 of 7




