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F 0co1 INITIAL COMMENTS

ﬂ .
‘ addition to the electronic|06/26/12

medical record screen for physiclan

Vean

A standard health survey was conducted on documentation of Foley Cathater
06/05-06/12. Deficient practice was identifiedat | - -\ Medical Necessity, an additiom
D" fevel. to the "TCU ADMISSION CHECRLIST"

includes Foley Catheter Criteyia

F 315 | 433.25(d) NQ CATHETER, PREVENT UT], F316
' & Diagneosis prompts to preven

ss=p | RESTORE BLADDER

Rased on the resident's comprehensive ‘ any additrional patients from
assessment, the facility must ensure that a being admitted to the TCU wilh--
resident who enters the facility without an out a physician order, criterila not
_ indweling catheter Is not.catheferized unless the met or diagnosis supporting the
i resident's clinical condition demonstrates that catheter. -
: catheterization was necessary; and a resident :
whe Is incontinent of bladder receives appropriate Resident #2's Foiky Catheter | 06/05/12

treatrent and servicas to prevent urinary tract
_ | infections and fo restore as much normal bladder
i function as possibie, .

was removed after an order was
obrained to D/C FOley Catheter

g" | o ' See the highlighted revised

: ' Thie REQUIREMENT is not met as evidenced. |’ sections of TCU ADMISSION CHECK-
. by: LIST: ATTACHMENT "'A".
' Based on observation, interview, and record : R
review it was determinad the facility failed to _ Monthly scoreboard performance
ensure that the use of an indwelling unnary ' improvement measure will be

catheter without a documented medical
justification for its use did not eccur for one of five
sampled residents (Resident#2). On 05430112,

Resident #2 was admitted to the facility after an

added to ensure gustainment of
the foley catheter orders,
supported by criteria and re-

| admission to a local acute care hospital and was : lated diagnoses: ) _
noted 1o have an indwelling urinary catheter in | # pts. w FC Oxder, Criferis & Dx
place. Observation of Resldent#2 on 06/05/12, |’ # of total patients w FC 07/01/]2

revealed although the urinary cathefer remained
in place there was no documented evicence ta
support the continued use of the indwelling

- urinaty catheter for Resident #2.

The findings include:

|
i
3
i

Wmecmm oF RUVIDE/R!%JPPLERPRESENTF\TN SIINATURE TE N ) DATE
j | petod Ho Al o
\_i‘l A\ AT LA "I\[\S l. lf?l‘{'-o 'J.M\\A-Jl PR .-Mnﬂ‘—/ = &AA‘A‘\: - /i/ﬁ"* (’) G :—2? I
€ isK\{) o fich i€} the instituii i ding 1 55 determined that
An dcﬁciar( staperhent endlng/vith én aslerisk'(") dénotes & deficiency W the instiution may be excused fron? comecing providing 1
r:thyer safegirards ide sl wciegé: protection o the patients, (See instructio ) Excspt for nursing homes, m§ findings stated above are d:sclagsbha 90 days,
Nlowing the date of survey whether or nata plan of correction is provided. Eor nursing homes, the above findings and pians of comection are disclosabke 14
ways following the dale these decUments ara made available 1o the faciity. If defictangies arc Gited, gn spproved plan of corection s requisite 1o confinced

progfam participatian,
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F 315! Continued Frem page 1 F 315 1

The facility had no policy/procedure related to
justification of indwelling urinary cathster-
placemant, however, the facility's electronic
medical record systerm had a screen-for physician
documentation of Foley Catheter Medical
Necessity. '

Review of the medical record of Resident #2
P revealed the facility admifted the resident from
1 the acute care hospital on 05/30/12, with:
¥ diagnoses ‘hat included acute respiratory failure,
1 Klebsielia urinary tract infection, left pleural
‘: effusion, and bilaterzl pneumonia, Review of the
| physician's orders for Resident #2 from 05/30/12
' through D6/05/12, revealed no order for the
resident to have an indwelling urinary catheter.
Additionally, thera was ne decumentation in the
resident's ciectronic medical record that
demonstrated a clinical condition for the necessity
of the indwelling urinary catheter.

Observations of Resident #2 on 06/06/12, &t
11:00 AM, 11:37 AM, 1:42 PM, 2:35 PM, 3:15 PM,
and 4:01 PM, revealed the resident had an
indwelling urinary catheter in place: The resident
was Lnable to answer questicns.

Interview on 06/05/12, at4:24 PM, with
Registered Nurse (RN) #1 revealed the resident : S
s was admitted from the acute care hospital with '

i e catheter. RN #1 stated she could not find
documentation in the resident's medical record g
: and/or somprehensive assessment of a clinical : T
condition of physician's order for the uss of the
1 indwelling urinary catheter. :
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AND PLAN OF CORRECTION ) [DENTIFICATION NUMBER: . PLETED
) A. BUILDING TRANSITION cgEm
185405 8. WING JUL - i
‘ L 06/2012 i
NANME OF PROVIDER OR SUPPLIER , sTRESRADOR ‘ : ==
EPHRAIM MCDOWELL REGIONAL MEDICAL CENTER ZDiN uTH TR gement Branch !
X4y [0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S BLAN OF CORRECTION po
EREFIX (SACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
. ] DEFICIENCY) ,
H i | :
K 000 | INIT1AL COMMENTS . K 000 D
CFR: 42 GFR 483,70(a). D
’a

BUILDING: €1

L | PLAN APPRQVAL: 1874, 1285, 1396

SURVEY UNDER: 2600 Existing

Livision of Heaith Care
Southem Enforcement Branoh

FACILITY TYPE: SNFINF

TYPE OF STRUCTURE: Type | (443)
SMOKE COMPARTMENTS: 2

FIRE ALARM: Complete fire alamm system with
heat and smoke detectors

SPRINKLER SYSTEM: Complete automatic wet | -
sprinider systern. : - :

GENERATOR: Type | generators. Fusl source is
j . | diesel. :

Astandacd Life Safety Code survey was
conducted on 06/06/12. Ephiraim McDowell
Ragional Medical Center was found not to bein
compliance with the requirements for participation
in Medicare and Medicaid. The facliity is licensed
for 25 bads with a census of 12 on the day of the
survey. '

The findings that follow demonstrate .
noncompliance with Tile 42, Code of Federal ,_ : ' :
Regulations, 483.70(a) et seq. (Lifa Safety.from ) i
Fire). -

Deﬂciendéiwere cited with the higheét : ;

mnmmws TPROWDEWSUP/PEERT%?T\MNES SIGNATU J TIMLE i ’l{:'Z: e m-r7 -

i. ’ ' ' A : - Al . »

-"_' \AL& MHQM: V. : “f‘(( | N [\UJ\JMN A~'E‘ 1 "'A:g (--'}‘/_p ﬂ/)L
Any deficiéngy stataipent Endllng 1 an asterisk (-} denotds & deficiency which #ha institation he swoused from comreching providing it is delermined that

bther safelylards gpavide sufficientproteciion o the patienis. (Se& Insiructions,) Excspt for nu homés, 1he findings stated above are disclosable 90 days

Wiowing the dale of slrvey whather or not a pian of eamection ls providad, For nuesing normes, the above findings and piens of corredtian are disclusable 14

days fallowing the dale these documents sre made avallable to the facillty. I daficlencies are Gited, &n mpproved plan of semection & requisite to confinued ]

Fmg ram parlicipation.
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4) 10 | SLUMMARY STATEMENT OF DEFICIENCIES | D FROVIDER'S PLAN OF CORREGTION s
SREFX |  (EACH DEFICIENCY MUST SE PRECEDED Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG ,CROSS-REFERENCED TQ THE APFROPRIATE - baE .
: DEFICIENCY) i
K 000 | Confinued From page 1 K000
deficiency identified at "F* level. .
K 050 | NFPA 401 LIFE SAFETY CODE STANDARD | KopoThe fire drill schedule fre- |
SS=F | quency has been changed to H
! Fire drills are held at unexpacted &imes under occur each shift, guarterly & | | :
varying conditions, at least quartery on each shift. with at least 2 hour differences. :
The staff is familiar with procedures {:xnd is aware The variance assures that the :
that drlus_sf;? PE?” clf 35"3”'5“3(1 ro'-éu”%- driksis | ‘ fire drill mever occurs at the i
Responsi jiity for planning and cenauching driis 1S | same time during the quarter. |For ;
assignad only fo competent persons who are | lallAssociat & | ent
qualified to exercise leadership, Where drills ars Y gsoc .ES P?tlen s to
conducted between § PM and & AM & coded benefit from the unexpected or
- annauncement may be used instead of audible surprise element of time changtﬁs,
i alarms.  16.7.1.2 an '"Unexpected Fire Drill Sched-

ule" has been made & is to be |
conducted by security, TCU Asgociates
‘ will not be made aware of the T :

1 schedule of thege items, dates
or times. Neilther will other
disciplines in the TCU area.be
made aware of the unexpected

This STANDARD s not met as evidenced by:

: | Rased on Fire Drili record review and Inferview, it
i was determined the facility failed to'ensure fire
drills were conducted quarterly on each shift at . %
unexpected fimes, in accordance with NFPA : fire drills. ;
standards. The deficiency had the potentialto See ATTACHMENT  “B". ‘
affect two of two smoke compartments, residents, |
staff, and vislfors. The faciltty is licensed for 25
beds with & sensus of 12 on the day of the
survey. . '

3 The findings include;

Fire driil record review on 08/06/12, at 1:45 PM, : i i
, with the Director of Engineering Services ‘
F revealed the fire drills were not being conducted
" | atunexpacted times under varied conditions.

i The first and second quarter fire diills for 2012,

1 : on first shift, were tonducted st 8:00 AM and B:1§
i * AM. During the third quarter of 2011.and the first . ) |
: quarier of 2012, on second shift, fire drills were | Momitoring to ensure that
EIORM CHI5.2567 (02-89) Pruvious Varsians Obuclals Evant I0: GMFUZ1 Facify 110; 160710 ¥ continuation sheet Page 2 of &
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A BUILDING 01 - TRANSITION GARE UNIT

{%3) DATE SURVEY
COMPLETED

: Portable space heating devices are prohibited in

i all health care octupancies, exeept in .

' non-sleeping staff and employee areas where the -
heating elements of such devices do not exceed
212 degrees F. (100 degrees C)  10.7.8

This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facitity failed to ensure portable
space heaters used in the facility were in
accordance with. NFPA standards. The deficiency
: had the potential to affect one of twa smoke
: compartments, residents, steff, and visitars. The
facility is licensed for 25 beds with @ census of 12 |
an the day of the survey. :

The findings inciude:

Observation on 06/06/12, at 2:18 PM, with the -

B. WING
L 185408 06/06/2012
JAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
' 217 SOUTH THIRD STREET
= l DOWELL REGIONAL MEDICAL CENTER
PHRAIM MCDOWELL REGIONAL MEDICA N DANVILLE, KY 40422
(xa) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION C s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
. the selution is sustalned.
K 080 | Coniinued From page 2 K 050
. | conducted at 9:20 PM. The facility has two The Medical Center Safety
| twelve-hour shifts per day. Dfficer will review each Fire
] - . .
] Drill for compliance of
Interview on 06/08/12, at 1:45 PM, with the NFPA 101 19.7.1.2. 06/29/12
Director of Engineering Services revealed ne was :
unaware the fire drills were not being conducted
as required. :
Reference: NFPA 101
19.7.1.2. : |
Fire drils shall be conducted at least quarterly on [
each shift and at unexpected times under varied
conditions on &l shifts, . The space heater was removed thé
K 070 | NEPA 101 LIFE SAFETY CODE STANDARD Kg70|day of the survay, 06/06/12 to
85=D be sure that mo patients present

_lon that day were in danger. The
remainder of the area was also !
inspected 06/06/12 by the Safety g
Officer & TCU staff, & none found.06/06/
A policy is in place that requires
all personal electrical equipment
to be safety checked. At the t3
!of a request for an gelectrical
'safety inspection, a space heatér
would not. be allowed & sent away,
Other Assoclates & patients will
be protected by the following mea-
sure to ensure that this deficlent
practice will not recur:
Added to the Faecility Monthly Ds
mental Checklist is "Space Heatg
Not Present in Department”.
the TCU Unit momthly check was
performed by staff & reviewed Dby
the Safery Officer.

me

part-
rs .
06/22/12
06/25/12

06/27/12

Monitoring to ensure that solu-

J.
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DANVILLE, KY 40422

g

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
Based or cbservation and interview, it was
determined the faciity failed to ensure electricat
wiring was maintained'in accordance with NFPA
standards. The deficiency had the potential to
atfect one of two smoke compartments,
residents, staff, and visitars. The facility is
licansed for 25 beds with a cenaus of 12 an the
day of the survey.

from the power strip & plugged
into & 120 volt standard wall putlet.
2)A mew IR0 volt outlet was 1ur
stalled into the TV area after
an electrical work order was
obtained to install the 120 wvolt
outlet directly behind the
television. '

06/06/1

06/25/1F

T
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o ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRESTION =) :
PREFX (EACH DEFICIENCY MUST SE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION .
TAG REALULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APFROPRIATE DATE .
DEFICIENCY) ;
- ' : tions are sustained: i i
1 K070/ Continued From page 3 K 070|The monthly departmnetal Sa.fetLV i
= Director of Engineering Services revealed a checklist & the semi-annual ! i
T | portable space heater Iocated in the MDS Office. environmental safety tours wilil
* The heater did nat have any documentation keep a control monitor in plac I
! ragarding the temperature of the heating element. ; as well as the Personal Equip- \
' ment Poli o ) ’
|atsrview on 06/06/12, 2t 2:16 PM, with the iore W;i;?y o e DLy bf"“ght ]
Director of Enginearing Senvices revealed he was checklists & th i 1 b ‘
not aware the heaters could not exceed 212° F in Sts ¢ semi-annual = fery
non-slesping staff and employee arsas, tours are verified by the |
: medical center safety officer. |
Reference: NFPA 101 (2000 Edition). :
' See ATTACHMENTS: Cl, C2, C3,
19.7.8 Portable Space-Heating Devices. Portabie 'C4, €5, C6 |
space-heating devices shall be prohibited in afl
health care occupancies. |
| Exception: Fortable space-heating devices shall
be permitted to be used in non-sleeping staff and _
- employee areas where the heating elements of , 5
such devices do Mot exceed 212° F (100° C). " ] |
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD k 147/1)The 1ift battery charger ia :
55D the medication room was removed |
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B t
NAME OF PROVIDER OR SUPPLER ™ . STREET ADDRESS, GITY, STATE, ZiF CODE :
Z17 SOUTH THIRD STREET

3 EPH c
], EPHRAIM MCROWELL REGIONAL MEDICAL CENTER L Y 40422

PROVIDER'S #LAN GF CORRECTION

B Cv] v SUMMARY STATEMENT OF DEFICIENGIES . I

%5 )
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX (EACH CORRECTIVE ACTION SECULD BE COMFLETHIN I
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFFROPRIATE DATE |
DEFICIENGT) 1
. [N
K 147 | Continued Fram page 4 K 147| The desk lamp was removed. - 1
The findings include: " | power strip was removed from .
Observations on 06/06/12, between 1:15 PM and. 06/06/12

the MDS office.
2:30 PM, with the Dlrector of Engineering ' : .
Services revealed: : ‘ . ! _ _ :
I ' ) , The power strip was removed '
! - A lift battery charger was plugged intc a power
' strip located in the Medication Roam. '
I - An extension cord was being used as a
I substitite for permanent wiring to a wall-mounted
i talevisian located in the Canference Room.
i - A desk lamp was plugged into an extension cord
: that was plugged into a power strip located in the
. MDS Office.

from the TCU Rehab gym and a . ﬁ
wall outlet saccess was created : |

above the cabilmet top. 06/25/ 14

(3]

e

i Minimum Number of Recepfacles. The number

- A power strip was plugged into ancther pawer
strip Jocated in the TCU Rehab Gym.

Interview on 06/06/12, between 1:15 PM and 2:30
PM, wiih the Director of Enginsering-Services '
revealed they were not aware of the misuse of
power strips and exiension cords.

Reference: NFPA 83 (1938 Edition).

33212D

of receptacles shall be determined by the
intended use of the patient care arsa. There shall
be sufficient receptacles located so &s fo avold
the neéed for extension cords or multiple outizt
adaplers. '

NFPA 70 400-8

(Extensions Cords) Uses Not Permitted.
Urless specifically permitted in 400.7, flexible
cords and cables shall not be used for the

center safety officer.

Sustainment. of these electrigal

gsafety items will be maintiaiped

by using the Monthly Departmental
Safety Surv‘ey Checklist.

Rever to ATTACEMENT "Cc1,2,3".

-The data will be reviewad on |
4 moathly basis by the medical
067257173
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. B. WING i
) 188405 06106/2012
| NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE -
‘ ' : 217 SOUTH THIRD STREET i
cD I EDIC NTER !
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04) ID SUNMMARY STATEMENT OF DEFICIENCIES 6| PROVIDER'S PLAN OF CORRECTICN 5)
PREFDS | (BAGH DEFICIENGY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVEAGTION SHOULD BE COMPLETION
TAG | REGLULATORY OR LSC iDENTIFYING INFORMATION] TaG CROSE-REFERENCED TO THE APPROPRIATE - DATE :
g DEFICIENCY) 1
K 147 | Continued From page 5 K147
‘ following: J
‘ (1) As a substitute for the fixed wiring of a E
slructure. , ' :
_ (2) Where run through holes in walls, structural :
: ceilings, suspendzd celings, dropped ceilings, or .
I_._ ﬁoors . . ‘ . . - H
1 (3) Whare run through doorways, windows, or
¢ similar cpenings | . :
(4) Where aftached to building surfaces
3
i
1
‘Z .
q ;
3
i
¢
i
' j
| |
FORM CMS-Z567{02-88) Previous Versions Obsalels Evant |0 GMFUZ1 . Facillty 1D: 100710 (¢ continuation shast Page 5 of &

1
I
i
h
)
L

ey g,

¢l 3Fovd NOTLYISINIWAY AHWA

=1 PAS ST et BCivl 2T1dZ2/98/.0





