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{F 000} INITIAL COMMENTS {F 000}

Based on the facility's acceptable Plan of
Correction, the facility was deemed fo be in
compliance on 10/09/15 as aileged.

LABORATORY DIRECTOR'S OR PRGVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X8} DATE

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

program paﬁjcfpatian.
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' To the best of my knowledge and
belief, as an agent of Carter Ntirsing
and Rehabilitation Center, the

F 000 " INITIAL COMMENTS 008

- ARecertfication Survey was initiate@on. . . . Tollowing pian of comrection
; Oalzﬁiis_and conchided on 08/28/15, with : constitites a written allegation of
_ deficiencies cited at the highest Scope and : { substantial compiiance with Federal
“Severiy of an "D* ; . Medicare and Medicaid
F 187 AB3T0M)(11) NOTIFY OF CHANGES : F 157, requirements. .
§5=0: (INJURY/DECLINE/ROOM, ETC) : . Preparation and execution of this . 19/9/15
' . © plan of correction does not
- Afacility must immediately inform the resident; : gcnsggmte an admission or
: consult with the resident's phyﬁiﬁi&‘m; and if . agreement by the provider of the
. known, notify the resident's legat representative truth of the facts alleged or
or an interested family member when there is an ' canciusions set forth in the alleged
- accident involving the resident which resulfs in ¢ ' deficiencies. This plan of eorrection
, injury and has the pofential for requiring physician C s prepared and/or executed s clely
intervention; a significant change in the resident's . because it is required by provisions
* physical, mental, or psychosocial status e, s : of Federal and state law
. deterioration in heaith, mental, or psychosocial | s the practice of Carter Nursing &
status in either life threatening conditions or Rehabilitation to notify the residents
" clinical complications); & reed 1o alter treafrment ok s?cian and responsible )
- significantly (1.&., a nead to discontinue an : : P ?; IPower of Attp e ardi
. existing form of treatment due o adverse Popa yr-ower of Attor y regarcing
consecuences, of to commence @ new form of | . any signfficant change in status, :
 freatment); or a dacision to transfer or discharge ~ Resident #7's physician and Power
the resident from the facllity as specified in ; © of Attorney were notified regarding
| §483.12(a). ; i weight loss via telephone on
% ' . B/26/15 by Stephanie Dunn, RN,
The faciiity must also promptly notify the resident . Resident #7's Power of Attcrngey
: ; ¢ was also notified of a change in

- and, If known, the resident's legal representative 5
. of interested family member when there is 2
. change in room or roommate assignment as

physician's orders on 8/27/15.
The Nursing Unit Managers wiil

 specified in §483.18(e}{2); or a change in i © review all current resident charts by
« resident rights under Federal or State law or EA01715 to identify other residents
regulations as specified in paragraph {(b}{1) of - having the potential to be affected.

- this section, : i If other residents are noted to be

; L affected, the physician and

" The facility must record and perodically tpdats responsible party will be notified by
| the address and phone number of the residents © the Nursing Unit Managers by

. legal representative or interested family member, L 1mms.

TITLE

‘(KS')7A’!‘E

9z s

protection 1 the patents. (See Mstiuctions.) Except for nursing homes

sowing the dale of survey whether or not :
ays following the date these dotuments are made availatle to the fachity. If deficla

rogram participation, -
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F 137 Continued From page 1

" This REQUIREMENT s not met as evidenced

i hy:

. Basad on interview, and record review it was

" determined the facility failed to ensure the

- Physician and Responsible Party/Power of

Attorney (POA) was notified when there was a ‘

- significant change in the resident's physical status

 for one (1) of wenty two (22) samplad residents
{Resident #7).

. Resident #7 was identified to have a significant |
weight loss of twelve (123 pounds or seven
i percent {7T%) on 08/07/15. Additionally, on
BB/15/15 the resident was identified fo have
“further significant weight loss of another 21.8
: pounds, thirteen percent (13%) weight loss,
However, there was no documented avidence of
[ ther regident's Physician or Responsible :
. PartyfPOA, being notified imely of the weight

“logs. _ |

!

The findings include:

_Interview with the Director of Nursing (DON3, on

T OB/28/15 at 3:50 PM, revealed the facility did not :
i have a notification policy. She revealed she would |
“expect staff to notify the Physician and POAas ¢
- s00n as possible, if there was a significant weight |
. loss.
: i
- Review of Resident #7's medical record revealed |
" the facility admitted the resident on 08/08/13, with
t diagnoses which included: Dementia, Anxiety, |
. Chronic Obstructive Pulmonary Disease (COPD),
! Hypertension (HTN),
; Atrial -Fibrillation, and Parkinson's Disesase.

Alt licensed nurses will receive
edycation beginning 8/15/15
pertaining to the 483 10(b)(11)
NOTIFY OF CHANGES regulation
by Registered Nurse Staff )
Development Coordinator and the
Assistant Director of Nursing. All
education will be completed by
10/1/15. Newly hired licensed
nurses/Agency staff will receive
education regarding notification of
change during the orientation
process prior to working.
From hereforward, the Digtary
Manager will complete the “Weight
Natification Audit” form on alt
restdents with a noted significart
weight foss or gain. The Digtary ‘
Manager will forward the form to the
RN Unit Manager upan complation
and he/she will notify the resident's
physician and Responsible 5
Party/Power of Attorney. :
Notification will be documented in
the resident's medical record.
Weight Notification Audits will be
reviewsd weekly X 12 weeks in the
i Daily Clinical Start-up meeting by
. the IDT to ensure that family and
! MD notification have occurred.
i To ensure that solutions are
. sustained, the Weight Notification
Audit's will be forwarded for review
i monthly X 6 months by the Center's |
5 QAP! comrmities, !

Fi57:
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‘loss of 21.8 pounds or thirteen parcent (13%)
Crevealed on 08/22/18, the resident's weight

" pounds, and on 08/26/15 the resident's weight

" Review of the resident's Annual Minimum Data

. Set (MDS) Assessment, dated 06/1 715, revealed
the facility assessed Resident #7 as having both

- §hart term and long term memory loss.

. Continued review of the MDS revealed, under

“saction K, the facility assessed the the resident's

. weight as one hundred seventy {170) pounds with |
o weight loss/gain, ‘ :

'Review of Resident's #7's Weight Flaw Sheet,

‘ revealed on 07/05/16, the resident's weight was

. recorded as one hundred seventy one (171)

F pounds, and on 08/07/15 the weight wag :
. recorded as one hundred fifly nine (158) pounds, |
"aloss of twalve (12) pounds, which was & seven
1 percent (7%) significant weight foss in one (1)
“maonth. Further review, revealed on 0B/15/15 | the

| residerd's weight was recorded as one hundred

thirty seven (137} pounds, a significant weight
welght loss in eight (8] days. Continued review !
maintained at one hundred thirty seven {137)

was one hundred thirty nine {139) pounds, an i
increase of two (2) pounds. i

" Raview of the Dietary Notes for August 2015,

reveaied the Registerad Dietician recommended ° ;
on 08/07/18, Multivitamin {MV1) with minerals, | :
feed the resident or encourage by mouth (PO
‘intake due to decreased PO intake, and med

. pass sixiy millliters 60 ml" &' three (3) times a 1
I day. :

| Review of the August, 2015 Nurse's Notes |

., ravesied no documented evidence the resident's

' Physician or POA had been notified of the ;
. resident’s welght logs, Afier several requests for
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. documentation that the Physician or POA was
" notified, the DON and Unit Manager (UM) .
f presented a form fitled "Weight Notification Audit |
. The top three (3) lines was completed with weight |
085 of twelve (12) pounds and signed at the '
; bottom by the residents Physician, dated :
08/11/18, and the residents POA, dated 08M0/15. ;
| Although the weight loss was identified on
. DB/O7115, there was no documented evidence the |
- Physician was notified untii 08/11/45, four {4 ;
: days later. Also, the Weight Notification Audit did
, not indicate the POA or Physician was notified of :
t the further weight logs of 21.8 pounds identified &
. an 08/16/18, f

- Irterview with Resident #7's POA on 08/28/15 &t

10:45 AM, revealed she was notified of the

i resident's weight loss on 08/26/15 or 08/27115,

. ard did not remember being notified of weight

Hoss prior to that, She further stafed she was not

- informed of the resident's weight loss until the

resident had fost thirty {30) pounds and would

have expected o have been notified as scon as

the facility became aware of the weight loss. She

! stated she was further notifled the facility was
starting the resident on medication for weight

loss. The POA stated she had never been shown

. any Kind of form felling her gbout the resident's

" weight loss. When asked who the signature was

: on the Weight Natifieation Audit dated 08/10/15,

" she stated it was her sisters signature who was i

: also the resident's POA,

! Interview with Resident #7's Physician on
08/28/15 at 11:00 AM, revealed she was notified
" of the resident’s weight luss when she got the i
. notification form and signed it on 08/11/15. The
" "Weight Notificatlon Form" was signed by the

: Physician on 08/11/18, four (4) days after the

{
t
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Interview with the Administrator on 08/28/15 at ;

. such as a significant weight loss,

! Fach resident's drug regimen must be frae from
_unnecessary drugs. An unnecessary drug is any |
! drug when used in excessive dose (including

. duptlicate therapy}, or for excessive duration; or

Continued From page 4

. identification of the first weight loss. The ;
* physician stated she could remember discussing
i the residents weight loss on D8/18/15 alzo, ‘
because they discussed the nesd for Remeron |
! (antidepressant medication aiso used to promate
; weight gain) fifteen Miligrams (15 ma's) for '
" appefite stimutation, however, there was no

: documented evidence the Physician was notified
af the walght loss idemified on 081515, :

. Interview with the Unit Manager {UM) on E}af.Z&f‘tS
gt 3:50 PM, revealed she had talked with !
' Resident #7's POA on 08/18/15, and told her

- about the resident not sating much and informed
“her the resident was started on Remeron;

: however, she stated she did not tell the POA
 about the resident's weight loss.

- Further interview with the DON on 08/28/18at
_ 3:50 PM ravealed four (4) days was toolongto |
{ wait to notify the Physician of a sighificant weight

loes and also there should be documentad

fevidance in the medical record 1o Indicate when
. the Physician and responsible party was notified
' of a significant weight loss.,

| 5:45 PM, revealed, he expected the staff to notify |

_the family/POA and Physician ag soon as !
 possible with any change in a residents status |

483.25(1) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS _

F 157

1
]

F 320]

it is the practice of Carter Nursing &
Rehabilitation Center for each
resident’s drug regimen to be free
from unnecessary drugs.

Resident #13's sleep pattern will be
manitored and documentied by a
ficensed nurse X 2 weaks. The

i

10/9/15

FCHRM CME-256T02480] Previous Versions Dbmi&l&; oent DMN0OPT

Fackiy H) 10087

If continuation sheet Page Sof 11

s e



GR/EEE0T 1687 B0B4T48714 CARTERNURSING FEO04 FoOZEZ/027

EBARTMENT OF LEALT o eme ' BRINTED: O8/14/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES R ADPR AR

CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NG, 09380301
STATEMENT OF DEFICIENTIES (K PROVIDERISURPBLIER/CLIA (X2 MULTIPLE SONSTRUCTION o
AMND PLAN OF DORRECTION SERTFICATION NUMBER: A BULDE Na_fj-. 5{}&;&«3{55;;;&&
? ' é
i i
B
, _ 185253 | 8w | osnepos
NAME OF PROVIDER (F SUPPLIER STREET ARDRESS, CITY. 8TATE, ZIF CODE

280 MCDAVID BLYD

CARTER NURSING & REHABILITATION CENTER :
GRAYSON, KY 41143

(X4} 1D SUMMARY § YATEMENT OF DE . : ' ] :
ﬁ&gg:x : {EACH DEFICIENGY MUST BE FREgé%zggggf‘?‘ULL ’ pa?mx {E.:gr-? éﬁéﬁéﬁﬁg‘fgﬁé’ﬁ?&%@“ﬁg CoMLETON
TAG REGULATORY OR LEC IDENTIFYING INFORMAT [le 0 ; Tas ’ CROSS-REFERENGED TO THE APPROPRIATE BATE
: DEFICIENCYS ‘
: ) , - findings wili be reviewed with the
329 Caontinued From page § - F328. resident's physician sc 2 decision
without adequate monitoring; or without adequate ¢ . tan be made regarding the
findications for its use; or in the presence of : _ continued use of the medication in
~adverse consequences which indicate the dose © guastion, |f the medication is
- should be reduced or digcontinued; or any 1 - eontinued, the resident’s sleep
: combingtions of the reasons above. : . pettern will continued o be
_ : maonitored and decumented in the
" Based on a comprehensive assessment of @ ' . medical record.
. resident, the facility must ensure that residents All resident charts will be audited for
who have not used antipsychetic drugs are not . ‘ d&pticate medications by the

- givers these drugs unless antipsychaotic drug

therapy is necessary to ireat a specific condition

- as diagnosed and dosumented in the clinical ,
record; and residents wha use anfipsychotic '
drugs receive gradual dose reductions, and

* kehavioral intervientions, urdess cinically

; confraindicated, in an effort to discontinue these

Director of Nursing Services with
the assistance of our consultant
pharmacist in an effort to identify
other residents that may be affected
by 10/1/15.

The Administrator will provide
education regarding the Center's

e policy, titled *Medications-
Reductions (Unnecessary) as well
as the requlation 483.25(1), F328,

' | DRUG REGIMEN IS FREE FROM

_ | UNNECESSARY DRUGE to all
- This REGUIREMENT is not met as evidenced - - licensed nurses, the consultant
 by: : _ pharmacist, and the Medica
" Based on interview, record review, and review of ' Director beginning 9/15/15 and all
: facility policy, it was determined the facility falled t will be completed by 10/1/15.
to ensure residents were free from unnecessary . Newly hired licensed nurses/Agency

- medications for one (1) of twenty two (22} : | staff will receive education

. sampled residents (Resident #13). The facility . regarding Medications-Reductions

~ did not monitor andior continua o assess . {unnecessary) and F-329

' Resident #13 for the need of the medicationfar Regulation during the orientation

, neomnia. : i process prior to working. t

“ o ) ; i The consultant pharmacist will

. The findings inclde: ' . review all res;dgnt orders monthly

| Raview of the faciiity's poiicy, tiied : - forunnecessary medications and

_"Meadications-Reductions (Unnecessary)”, with an’ ‘ : provide eargmumcagon to tgea dthe
" effective date of December 1, 2010, revealed the | . Director of Nursing Service i
. purpose was to ensure the resident's drug ; . resident's physician. dations wil be '
FORM CAMS-2567(0293) Pravidus Versions Obtmeiete Evant 0 MXDPH ' %Wbp‘rggppacv fecornmen % z:oclr};?nuaazen snest Page 6of 1
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" regimen would be free from unnecessary drugs.

: Continued review of the policy revealed the facility !
would evaluate each resident so that appropriate

- differentiat diagrasis of behaviorai symptoms and |

. the underlying cause of the symptoms was i
identified and ireated appropriately. Further

: review of the Policy, revealed the facility would
evaluate each resident in order fo prevent the use

: of psychopharmacological drugs when the

. behavioral symptom was caused by conditions

“such as 1} environmerntal stressors,; 2)

: psychosocial stressors, and 3) treatable medicas

~ponditions.

. Review of Resident #13's medical record
“ravealed the faciity admiited the resident on
| DB/OB/M 3 with diagnoses which included; F
Depressive Disorder, Hypertension,

| Hypothyroidism, and Arthropathy. Review of the r
, Luarterdy Minimum Data Set (MDS} Assessment,
t dated 07/28/15, revealed the resident had a Brief |
. Interview for Mental Status {BIMS) score of fifteen:
* (185), which was indicative of being cognitively
s infact !
i Review of the resident's "Consultarnt Pharmacist |
Commanication lo the Physician” Form, dated
{12/05/13, revealed the pharmacist commurnicated |
. to the physician, the resident was on duplicate |
P Antidepressant Dirugs including Zoloft ;
, (antideprassant medication) and Remmeron
 (antidepressant medication). The Form further |
s revagied, the use of two (2) of more :
fantidepressants simultansously may increase the |
i risk of side effects, and raquired additional :
- documentation concerning the rationale under
| Center for Medicare and Medicaid (CMS) F-324, ]
, The resident's physician responded by reporting |
| the duplicate agents were being used for different |

i

E 32

[ STATEMENT OF DEPEMENCIES {H1) PROVIDER/SUPPLIERICLIA E (K25 MULTIPLE COMSTRUCTIS
AN PLAN O CORRECTICH ; 1 : - ReTRICTION O e
o ICENTIFIGATION NUMBER: | & sULDING | COMPLETED
I
| 185253 B. WING E
. _ - 08I28/2015
MANE OF PROVIOER OR SURPPLIER STREEY ADDRESE, OITY, STATE, 2IP CODE
CARTER NURSING & REHABILITATION CENTER Z50 MEDAVID BLVD
GRAYSON, KY 41143
(%43 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTIO
i 9 N xs
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD 8E CompLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED T0 THE APPROZRIATE DAtz
DEFICIENGY)
reviewed monthly in QAP X 3
F 329 Continued From pe ' ;
: om page 6 months to ensure that g diagnosis

and continued assessment and
monitoring are in place for thase
residents receiving duplicate
therapy as an effort to monitor
performance and ensure that
solutions are sustained.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CARTERNURSING #EGO4 PoGESSG2T

PHEINTED: O8id/2018
FORM APPROVEDR:
OMEB NO. 0838-0301

GENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES K1) PROVIDERISURPLIBRVCLIA

(KIIMUATIPLE CONETRUCTICN K3} DATE SURVEY

“indications, stating the Zoloft was for “depragsion™’
+ and the Remercen was for "insomnia.” !

- Review of Resident #13's Physician Orders,

: dated August 2014, revealed the resident did not

. have a diagnosis of "insomnia” listed and
Remeron was prescribed 15 milligrams {mg)

1 Soltab one (1) by mouth at bectime.

" Review of the "Electronic Medication

tAdministration Record”, dated August 2015

. revealed the resident was administered Remeron |
15 mg Soltab one (1) by mouth at 9:00 PM every .

; night.

' Review of the Physician's Nofes, dated 02/24/15
(2t 3:21 PM, and 04/25/15 at 6:45 PM revealed the |
. resident was eating and sleeping well; however,
! there was no mantion of the resident being i
: monitored for his/her insomnia nor a diagnosis
listed for insomnia within the Physician's notes.
| Further record review revealad there was no

, documented evidenca of monitoring the resident’s ;
"insomnia in order to evaluate if the Remeron was -
: effective for Insomnia. E
|

i

i

! interview with Resident #13, on 08/27/15 at i
: approximately 5.00 PM, revealed hefshe g
'sometimes had trouble sleening when his/her i
{ rcommate kept him/her up at night. Resident #13
1: reported he/she was unaware he/she had a ;
' diagnosis of insomnia,

! interview with Licensad Practical Nurse (LPN) #1,
Lon 08/28/15 at 10:13 AM, revesled Resident #13 |
. had mentioned to her that he/she had trouble !
' sleaping because of his/her roommate keeps i
i im/her up. LPN #1 further stated the resident i
: never revealad to her that he/she needed ‘

ANDEPLAM OF CORBECTION FICA 3 S
HRENTIFICATION NUMBER: ) A BUILDING COMPLETED
1BE2E% B WG
‘ - - 08/28/2015
NAME OF #PROVIDER OR SUPRLIER STREET ADDRESE, CiTY, STATE, 2IF CODE
CARTER NURSING & REHABILITATION CENTER 250 MCDAVID BLVD
GRAYSON, KY 41143
{X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES En) ; FROVIDER'S PLAN {
_ OF CORRECTIO o
PREFI ; sgg:éf:l"f QEFIIIENCY MUST BE PRECEDED BY Full PREFIX {EACH CORRECTIVE ACTION 3HQULDNBE g QOM;‘*?%?K}N
TAS ULATORY OR LEC IBENYIEYING ENFQRMANQN} ; TAG CROSS-REFERENGED TO THE AFFROPRIATE DATE
‘ BEFICIENGY)
F 329 Continued From page 7 F 3z

!

i :
If continuation 'sheet Page 8 of 11

FORM £MS-2567(02-00) Previous Versions (hanfate Evant 1D:MXDP4

- Fachity 1n 100571




o
[u}
-
v
]
-
I
Faes
i
[y
"
£r
(%]
[0}
s
find
£F
£
bt}
=
oo
.
—t
A

DEFARTMENT OF HEALTH AND HUMAN SERVICES
GCENTERS FOR MEICARE & MEDICAID SERVICES

CARTERMURZING #gocd FLOQIS 0T

ERINTED: 03/14/2015
FORM APPROVED |
OB NG, 0938-0301

! STATEMENT OF DEFICIENCIES (X1} PROVIDERBUFPLIER/CLIA X2 ML TIRLE ; {X3: DAY =38
AND PLAN CFF CORRECTION ! HENTIFICATION N;JM@ER{ c l éUELDENGL GONSTRUCTION ixg,gg?;ifgifﬁ%tx
185053 B WING _ 08282015 |-
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, C.;I'FY. BTATE, 215 ¢QDE :
CARTER NURSING & REHABILITATION CENTER 250 MCDAVID BLVD
GRAYSON, KY 41142
X4y D ' SUMMARY STATEMENT OF DEFICIENGIES : »] FROVIDER'S PLAN OF CORRECTION IKE
PREFIK | {EACH DEFICIENCY MUST BE FRECEQED BY FULL L. PRERIX {EAGH CORRECTIVE ACTION sHmULé BE : 90;»133&?)0&
TAG REGULATORY CRLEC IDENTIFYING sz‘“e‘.}RW-\TIDN} TAG CROSE-REFERENGED TG THE APPROPRIATE DaYE
: DEFICIENSY)
F 329 Continued From page 8 © Fage’
“"medicine” to sleep and did not think the resident E

fhad & diagnosis of "insomnia®. Continued

- inlarview with LPN #1 revealed, when the

~clarification for the Remeron was reported on the

¢ PFharmacist Communication to the Physician ;

. Form, nursing staff should have put the diagnosis |
in the Physician's Orders and added the :

i diagnosis to the computer. Further interview with |

. LPN #1 revealed, someone should have added

" the resident's diagnosis to the

 medication/diagnosis sheet so the resident could

, have besn manitored and assessed for the

" effgctiveness of the medication.

i

|
. Interview with LPN #2, on 08/28/15 at 10:15 AM, |
“reveated If the resident had a diagnosis of :
: insomnia, it should have been :
: charted/idecumented that the resident was having |
: difficuity steeping. Confinued interview with LPN

| #2 revealed Resident #13 did not express to her
_he/she was having difficuity sleeping. She stated
| the resident's Remeron should have been

: re-pssessed and monitored.

¢ interview with the Pharmacist, on 08/27/15 at
. 1:32 PM, revealed Remeron was being used
! more often to ireat increased appetite. He
 reported Remeron was occasionally used for
'insomnia, but insomnia was not the maost

| common use for the drug. The Pharmacist
_revesled, the "Consultant Pharmacist ;
| Communication to the Physician® Form, dated
: 12/05/13, was asking for justification as to "why"
! the resident was on fwo (2) antidepressants and |
! indicating there should have been more ;
' documentation to support the use of the
| Remeron.

; Intarview with the Medical Director (M), on

FORM CME 256H02-08) Pravious Versiors Obsoiele Event iDnaaxne

Facility 1&7 100571 if coniinuation s&eez Page 8of 11
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PRINTED: 0871472018

DEFARTMENT OF HEALTH AND HUMAN SERVICES EESEIA AR
E CENTERS FOR MEDICARE & MEDICAID SERVICES DM%%‘?%Q gzzg%‘\%i?
| STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA | (xz; 53 o SRy
ffﬁﬁ{g} FLAN OF CORRECTION IBENTFICATEIN HUMBER: - ; zgggfi};gzlvg CONSTRUCTION ;ffdiéﬂfiifs;!ﬁ?‘{
| ; AR ETE
_ 1852583 & WING 08/28/2015
NAME OF PROVIDER O SUPPLIER STREET ADDRESS, QI Y, STATE, BIF CODE
CARTER NURSING & REHABILITATION CENTER 250 MCDAVID SLVD
GRAYSON, KY 41142
X410 SUMMARY STATEMENT OF DEFICIENCIES i EROVIDER? i
PREFiX  (EACHDEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH SORRECTE. ACTION SHOULREE | cont
TAG ULATORY GR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE oxe
DEFICIENGY)
F 328" Continued From page 9

- O8/27/15 at 6:25 PM, revealed every medication & .
' rasident takes should have g diagnosis to support .
. the medication. She stated, a resident's '
, diagnoses were determined when a resident was
- admitted and/or remitted to the facility and all of

- the residents medications were reviewed at those |
 limes. Further interview with the MD revealad
_staff would normally monifor a resident's

- diagnosis through charting which she reviewed,

: She stated, she communicated with Pharmacy by
; e-mails and they would communicate to her the
. Side effects of any resident's medications
“including antidepressants, She reported she

i wiouid then discuss the continuation for the

; resident's medications in the Quality Assurance
and Process improvement (AP} meetings with
the staff. [n regards to Resident #13, the MDD

i reported she recalled the resident being admitted
. to the facility on Remeron and the resident was
- upset aver his/her roommate of whom was

i keeping him/her up at might. She further stated

» that since the resident was no longer having

_ difficuity sleeping, the resident's diagnosis should |
“have been discussed further in the QAP! meeting. ;

. Interview with the Director of Nursing (DON), on
' 08/28/15 at 2:50 PM, revealed she thought the

| physician would have added a disgnosis of
:Minsamnia® to the resident’s record; hawever, .
" siated the nurses could have added the diagnosis -
[ in the computer from the "Pharmacy i
; Communication” Sheet, Further interview with

' the DON revealed, without staff monitoring the

i Remeron for insomnig, it would be an

i tnnecessary drug withou! proper documentation

* to prove the medication was effective.

I

| Interview with the Administrator, on 08/28/15 at
: 3:00 PM, revealed, it would have hean his

F 320,
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APERLE S
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. D8a8.0301°
STATEMENT OF DEFICIENGIES (X1 FE-“EGVtDER}SUPF"LiERICt_M SN R TIRLE COMNBTRUCTION §{x3; DATE SURVEY
ANDE PLAN OF CORREDTION IDENTIFICATION NUMBSE: A, BUILDING é COMPLEYTEL
185253 BWING 08/28/2015
MAME OF PROVIDER OR SUPBLIER - STREET AUDRESS, (ITY, 8TATE. 7P CODE
250 MECBAVID BLVD
R 5 ]
CARTER NURSING & REHABILITATION CENTER GRAYSON, KY 41143
AV SUMMARY STATEMENT OF CEFICIENCIES ’ i _ FROVIDER'S PLAN OF CORRECTION . 5
pREEX {EACH DEFICIENCY MUST BE PRECENED BY FLLL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LEC IDENTIFYING INFORMATION) 7 - CROSS-REFERENGED TO THE APPROPRIATE . Dae
; : ! DEFICIENCY}
F 3291 Continued From page 10 : F 329‘5
: expectation for staff to monifor the resident's : : :
. sleep pattern if given the diagnosis of ingomnia. ‘
" He reported staff should have assessed the need
i and the effectiveness of the medication with
~supporting documentation to back up the
" diagnosis,
i
; f
; z
@ i
' |
|
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AH Form Approved

512015
State Form: Revisit Report
(Y1} Provider! Supplier/ CLIA/ ~ {¥2) Multiple Construction  {¥3) Date of Revisit

identification Number A. Building PP,
Name of Facility
CARTER NURSING & REHABILITATION CENTER

Street Address, City, State, Zip Code

250 MCDAVID BLVD

GRAYSON, KY 41143
This report is completed by a State surveyor to show these deficlencles previously reported that have been corrected and the date such colrective action was accomplished. Each
deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previcLsly shown on the State Survey Report (prefix
codas shown to the left of each requirement on the survey regort form}.

(Y4) Mem (Y5) Date (Y4 ltem . \¥8) pate (Y4 Mem (Y5)  Date
Correction Carrection Correction
Completed Completed Completed
iD Prefix __8_0005 ________ 10/06/2015 1D Prefix  BOOO0S S 10/09/2015 D Prefix
Reg. # 902 KAR 20:1200-3(2) Reg. # 902 KAR 20:1200-7 Rag. #
Lsc L : LsC o LsC
Correction Correction Cofrection
Completed : Completad Completed
IDPrefix 0 Prefix : 1D Prefix
Reg. # Reg. # Reg. #
L8C o LSC LSC
Corraction Correction Caorrection
Completed Completed Completed
Reg. # Reg. # Reg. #
LSC ' LSC e LsC
Carrection : Correction Correction
Compieted | Completed Completed
DPrefix | ID Prefix o . IDPrefix
LsC ] i tsc _ _ L8C
Correction Correction Correction
Completed Compieted Completed
Reg. # o Reg.# e Reg. #
LSC LsC e Lsc
Reviewed By Reviewed By Date: : Sigﬂ?ﬁ'ﬁ of Sqrvfeyog;,% f : Date: if
State Agenc _ Ay Ly § o A b S/ 7
_ y _ o o B e o e .Wj : e ;’;‘;; fff“
Reviewed By Reviewed By : Date: Signature of Surveyor:{ Date:
CMS RO :
Followup to Survey Completed on: - Check for any Uncorrected Deficigncies. Was a Summary of

8/28/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

STATE FORM: REVISIT REPORT (5/99)

Pags 1 of 1 Event ID:  MXDP12



BRINTED: 10/18/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQO, 0938-0391
STATEMENT OF DEFICIENCIES (X13 PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETEDR
R
185253 BWING e 10/09/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CARTER NURSING & REHABILITATION CENTER 250 MCDAVID BLVD
GRAYSON, KY 41143
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i : PROVIDERS PLAN OF CORRECTION : (X5}
PREFIX (EACH DEFICIENCY 8UST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ) TAG CROSS-REFERENCED TO THE APPROPRIATE : CATE
; - DEFICIENCY) '
{K 000G} . INITIAL COMMENTS - {K 000}

. Based upon implementation of the acceptable
. POC, the facility was deemed to be in
- compliance, 10/09/15 as afleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (X8} DATE

Any deficiency statement ending with an asterisk ("} denotes 2 deficiency which the institution may be excused from correcting providing itis determined that
other safequards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings arxd plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

Event ID: MXDF22 Facility 1D 100671

EORM CMS-2567(02-09) Previous Versions Obsolete If continuation shest Page 1of 1



Department of Health and Human Services Form Agproved

Centers for Medicare & Medicaid Services OMB NO. 0938-0300
Pcs_i»CertEficaﬁon Revis_i_t Report

Public reporting for this coliection of information is estimated o average 10 minutes per response, inchuding time for renviewing instrocHons, searchlng existing dats sources, gathering and
maintaining data needed, ang completing and raviswing the collsction of nformation. Send commants regarding this burden estirmate or any other aspact of this collecton of information
including suggestions for reducing the blarden, 1o OMS, Office of Financial Managament, 2.0, Box 26684, Balimore, MD 21207, and to the Office of Managemant and Budgst, Paperwork

Reducton Project {U838-0300}), Washingion, D.C. 20603,

{Yéﬁ. Pr(.n.r.é.der!S.Qppﬁer.!.{:uﬁxf .{.Y2) Mﬁé;mie Cionstnsf;{.ian ” . “ . . {\,’33 Date .of Rex.fésiz
fdentification Number A Buliding P
185953 B‘.ng 01 - MA!Q BUHLDING 0+ 10/8/2015

Name of Facility Street Address, City, State, Zip Code

CARTER NURSING & REHABILITATION CENTER 250 MCDAVID BLVD

| GRAYSON, KY 41143

This report s compleled by a guaisfied State surveyor for the Medicare, Medicaid andior Clinica! Laboratory Improvement Amendmants program, o show those deficiercies previcusly
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accompiished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix aode previously shown on the OMS-2567 {prefix codes shown to the left of sach
requiremant on the survey report form),

Y4) tem _ (Y8} Date  (Y4) tem o (Y8 bate (Y4 ttem _ (Y5) ~ Date
Correction Correction Caorrection
Completed Completed Completed
12 Prefix N B  10/09/2015 D Prefix B B 10/08/2015 1D Prefix 3 B 10/08/2015
Reg. # NFPA 101 Reqg. # NFPA?O“!_ Reg. # NFPA 101
L8C Kooz B B LSC Koos2 - - LSC Koo76 _
Correction Correction Correction
Completed Completed Completed
1D Prefix _ B 10/08/2018 D Prefix B ) 10/09/2015 10 Prefix
Reg. # NFPA 191 Rag. # NF?A 101 Reg. &
LSC Ko144 B - LSC K0147 ) LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix B _ B i3 Prefix B _ 13 Prefix
Reg # Reag. # Reg #
Ls¢ LsC _ LsC
Corraction Correction Correction
Completed Completed Completad
1D Prefix ) o 2 Prefix _ 1) Prefix
Reg. # _ Reg. # _ Reg. #
Ls¢ - Lsc L tsc
Corrgetion Correction Correction
Compieted ) Completed Completed
D Prefix B i) Prefix _ _ WPrefix
Reg. # Reg # _ _ Reg # _

Date:

Reviewed By _ . Reviewed By Date:
. s,: [ A g 7 gy’
State Agency y {ﬂég B} o i? coTlE
Reviewed By .. . Reviewed By Date: L SigHature of Surveyor: Date:
CMS RO 7
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
8/26/2015 : Uncorrected Deficiencies {CMS-2567) Sent to the Facility? YES NO

Form CMS - 25678 (9-92) Page 1 of 1 EventiD:  MXDpP22



0HFTE7001E 10046 EOE4TIE114 CARTERHURSINE $5315 FLODESOT

DEPARTMENT OF HEALTH AND MUKMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES —
STATEMENT OF DEFICIENCIES {%1} PROVIDERISUPPLIERVCLIA (X2} MULTIPLE CONSTRUCTION {13) DATE BURVEY
ANEY PLAN OF CORRECTION DENTIFICATION MUMBER: 7 | o v ae L MAIN BUILDING 01 COMPLETED

CB126/2016

185253 B, WG

TTREET ADURESS, CITY. STATE, 2P CODE

250 MCDAVID BLVD
CARTER NURSING & REHABILITATION CENTER GRAYSON, KY 41143

X4yl SUMMARY STATEMENT OF DEFICIENCIES { D BROVIDER'S PLAN OF CORRECTION x5
. PREFIX | (EACH CORRECTIVE ACTION SHOULD BF COMPLETION

PREFIX {EACH BEFICIENCY MUST BE PRECEDED 8Y FULL AP ET
TAG . REGULATORY ORL3C IDENTIFYING INFORMATION! . TAG CROSS-REFERENCED TO THE APPROPRIATE LATE
‘ ] : DEFICIENCY)

NMAME OF FPROVIDER OR SUPPLIER

i

K 000« INITIAL COMMENTS K 000

. CFR: 42 CFR 483.70(=)
' Building: (1
i Plan Approval 1985
. Blrvey under: 2000 existing

Facility typa: SNE/NF
! Type of structure: One story Type il :
. Smoke Compartment: Five smoke compartimaents |
' Fire Alarm: Complete fire alarm system. Panel
upgraded in 2008,
. Eprinkler Systern: Complete automatic (dryiwet)
sptinkler systemn, System installed in 1986,
" Generator; Type (1

. A standard life safety code survey was conducted |
*an 08/26/15. Carter Nursing and Rehabilitation

: Center was found nof be in compliance with the

. raquiraments for participation in Medicare and

f Medicald in accordance with Title 42, Cade of

¢ Federal Regulations, 483.70(a} et seq. (Life

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

! survey was one hundred six (106). The facitty is |
; licensed for one hurddrad twenty {120} beds. :

: The Highest Scope and Severity deficlency was |
fan "F lavel, _ 5 :
}; ggg NFPA 101 LIFE SAFETY CODE STANDARD K029 “Itis the practice of Carter Nursing &
' Gne hour fire rated construction (with % haur ? f Rehibzigataen %eg ter that no
fire-rated doors) or an approved automatic fire | } penewraions will be present in
. extingulshing system in accordance with 8.4.1 ? smoige barrier walls. H,'S also the
| andior 19.3.5.4 protects hazardous areas. When | . practice of Carter Nursing &
' Rehabilitation that the laundry room

| the approved automatic fire extinguishing system | : d .
. option is used, the areas are separaied from ! i doors will have automatic closures

[ other spaces by smoke resisting pariitions and | . that will latch properly without any
- doors. Doors are self-closing and non-rated or ¢ | gaps.
. field-applied protective plates that do not exceed ;

10/8/15

PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

é.i iAW ¥ W

‘(xs DATE
‘:\“f My XL ‘ W V.9 ?/&L{//\S
uny deficiency statame #: wing With sn ssterisk (*} denoles & GeNciency W

?ther safeguards providdsufficiont protection to the patients, (Siee instructions.) Except for nursing homes, the findings steled above are disclosable 80 days
ullowing the dais of survay whather or not a plan of correction is provided.  For nursing homes, the above fingings and plana of cotvection are diselpssbie 14
1ays following the date thess documents are made avaliabla o the fadllity. I deficiancies are tited, an approved plan of correction is requisite to eontinued

wogram participation.

£
H

(ABORATORY DIRECTORS G

if continuation sheet Page 10711
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DAS2472015 1048 BORATIET14

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

CARTERHURSIHNE #3915 Pooov 027

ERINTED: 08/14/2015
FORM APPROVED
OMEB NO. 0938.0301

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION ENTIFICATION NUMBER:

I(X5) DATE Survey |

(X2} MULTIPLE CONSTRUCTION
COMPLETED

A. BUILDING 0 - MAIN BUILDING 01 !
|
i

B WING Q8I26/2015

|
g f 185253
! HAME OF BREOVIDER OF SUPRLER

CARTER NURSING & REHABILITATION CENTER

STREET ADDRESS, CITv. STATE, 5% CODE !
f 250 MCDAVID BLVD
GRAYSON, KY 41143

POHRM CMS-258T{02-99) Pravious Versions Ohaolets

]
N ID . SUMMARY STATEMENT OF DEFICIENCIES W PROVIDER'S PLAN OF CORREGTION N
PREFIK (EACH DEFICIENCY MUST BE PRECEDED BY FULL PRESIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBS IDENTIEYING INFORMATINY WG CROLSS-REFERENCED TO THE APPROPRIATE DATE
; _; DEFICIENGY)
» ; )  The following corrective action has
K029 Continued From page 1 K029 peen accomplished for those
j 48 Inches from the bottor of the door are residerts found fo have had the
-permitted. 19.3.2.1 potential to be affected by the
deficient practice:
The Maintenance suparvisor
repaired the noted penetrations on
: 8/28/15 and a new door ¢losure was
' This STANDARD is not met as evidenced by: instalied on the faundry room door
. Based on observation and interview, it was g By the Maintenance supervisor on
. determined the facility failed to ensure oxygers B/ea/1s. _—
storage areas were protected according to ; The Administrator will provide re-
 National Fire Protection Assaciation (NFPA) f education to the Regional
standards. The deficiency had the potential 1o Maintenance Director and the
 affect one (1) of five (5) smoke compartments, Center's Maintenance Supervisor
“twenty-six {26) residents, staff and visitors, : regarding the K029 LIFE SAFETY
CODE STANDARD by 10/1/15.
- The findings included; To identify other residents having
the potential to be affected by the
+ Observation on 08/26/15 at 2:07 PM, with the same deficient practice, the
i Regional Maintenance Directar, remaéed_ the Regional Maintenance Direator and
laundry room which contained gas fueled the Center's Maintenance
- appliances had penetrations in the wafl area Supervisor checked all other smoke
- aibove the drop ceiling. Further observation : barriers for penetrations on 82715
. revealed, the laundry room doors would not latch : and no other penetrations were
. property and the doors had a gap of ¥ Inch. d noted P '
| Interview with the Maintenance director, revealsd i - . .
the facitity does check smake barriers for ‘ ¢ The Maintenance supervisor will
F peneirations, but not the area above the laundry + perform monthly door audits and
| room. Further interview revealed, the facility ;  presentfindings to the Center's
: checks doors manthly and the laundry room , . QAPI committee monthly X 3
 doors was not identified as having a problem with . i months to ensure compliance.
i latching or gaps.
| Reference: NFPA 101 (2000 Edition) g
1 18.3.2.1 Hazardous Areas. Any hazardous areas |
: shall be safeguarded by a fire barrier having a
i 1-haur fire resistance rating or shall be provided
“with an automatic extinguishing system in : :
Bvent D MXDP2Y Facility 1 100671 ¥f continuation shest Fage 2 of 14

L
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PRINTED: (9/14/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
NTERS FOR MEDICARE & MEDICAID SERVICES OME NO_ 0838-0391
STATEMENT OF DEFIGIENCIES (x1) PROVIDERISUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREQTION HAENTIFICATION NUMBER: A BULCHNG 01 « MAIN BUILDING 01 COMPLETED
185253 8. WING 08/26/2015
NAME OF PROVIDER OR SUPPLIER " STREET ADDRESS. CITY, STATE. ZiP CODE B
2650 MCDAVID BLVD
CARTER NURGING & REHAHUTAHGN CENTER GRAYSON, KY 41143
X0 | “SOVRARY STATEAENT OF oamumes D PROVIDERTS PLAN OF CORRECTION T am
PREFIX (EACH BEFICIENCY MUST B85 PRECEDED BY FLLL FREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG mfﬁmmmm INFOFBATION) TAG ERENCED TO THE APPROBATE DATE
- s DEFICIENCY) _
K 029" Cantinued From page 2 K020

| accordance with 8:4.1. Thaautmnaﬂc
Jexbngmlshmgthaﬂbeparmmdtabem

" doors. The doors ahall be seif-closing or

; but shall not be restricted 1o, the following:
' (1} Boller and fuel-firad heater rooms

:m2) - -
{3)Paint;iwpﬁ -_ S

accordance with 19.3.5.4. Whare the sprinkler
| option is used, the dreas shall be separated from
: other spaces by smoke-resisting partiions and

! automatic-closing. Hazsrdous areas shall inciude, |

(2) Cantraltulk laundries tarw than m f2 (9: 3
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K 062 ' Continued From page 3

' This STANDARD is ot met as evidenced by

; Based on ohservalion and interview, It was ;

determined the faciifty failed to ensure automatic

" sprinkler systems were maintained, according to |
: Naticnal Fire Protection Association (NFPA), Tha
deﬂcnency had the potential to affect one (1) of
 five (5) smoke compartments, twenly-six (26)

| residents, staff and visitors.

' The findings include:

 Dbservation on OB/26M1 5 at 1:00 BM, with the
' Regional Maintenance Direclor, revastad an
- automatic sprinkler head was obstructed by a
i piece of piping from the hot water heater,
" interview, at the time of observation, revealed the
! faciity refied on an outside contractor to ensure
1 automatic sprinkler systems are maintained,

| The findings were acknowledged by the
- Administrator during the exit canference.

| Reference: NFPA 13 (1089 Edition).

5 5.5.3.1 Bprinklers shall be installed under fuxea:f
i ehstructions over 4 11 (1.2 m) wide such as ducts,
. decks, open grate flooring, cutting tables, and
| overhead doors.

5*5 5.2.1 Continuous or non-continuous
" obstrustions less than or equal to 18 in. (457 mm}
| below the sprinkier deflector that prevent the
: pattern from fully developing shall comply with
| 5-5.5.2.

. 5-6.5,2.2 Sprinklers shall be positioned in

« accordance with the minimum distances and

: special exceptions of Sections 5-8 through 5411
. 50 that they are located sufficiently away from

Ko82.

The foliowing corrective action has
been accomplished for those
rasidents found to have had the
potential to be affected by the
deficient practice: The sprinkler
head that was previously obstructed
was moved away from the hot water
heater piping by Sentry Fire on
. BliMens.
© Al sprinkler heads in the Center
i were inspected by the Maintenance
Supervisor on 827/15 to determine
if other residents have the potential
: to be affected by the same deficient
© practice. No other sprinkler heads
© were neted to be obstructed.
Sentry Fire will conduet sprinkler
inspections annually af a miniram,
Sprinkler inspection reports will be
maintained by the Center's
Maintenanece Supervisor and
reviewed monthly by the Center's
QAP committee X 3 months.

FORM CMB- 2670259} Previous Vargons Chasietes Event 10/ MXDP2Y

F
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K 062! Continued From page 4 K 062:

: ehstructions such as fruss webs and chords,
- pipes, columns, and fixtures,

i Table 5-6.5.1.2 Posttioning of Sprinkiers to Avoid
. Lbstructions to Discharge (SSU/SSP)

' Distance from Sprinklers to side of Obstruction
i {A). Maximum Afiowabie Distance of Befiecior
. @bove Bottom of Obstruction {irj {A)

“Side of Obstruction (A)  Obstruction (ir} (B
iLessthan 1 ft 0
c1ittolessthan 1ft8m, 212 ;
Ift6in folessthan 2§t 3 1/2 o
"Zfilolessthan 2/t 6in. 5 1/2
(2ftBintoless than 3§t 74/2
Afttolessthan 3R 8in. §1/2
I3ft6intoless than 4 & 12
i4fttolessthan 416 in. 14
4ft8in.toless than 5t 16 1/2
§ ftand greater 18

For Sl units, 1 in. = 25.4 mm; 1 ft = 0.3048 m.
- Note: For (A) and (B}, refer to Figure 5-6.5.1.2(a). .

I

| Reference: NFPA 25 (1998 Edition ) :

| 2-2.1.1* Sprinklers shail be inspacted from the

. floor level annuaily. Sprinklers shall be frae of

! carrosion, foreign materials, paint, and physicai |

| damage and shall be installed in the proper : ;

orientation (8.g., upright, pendant, ar sidewall, i

» Ay sprinkler shall be replaced that is painted, '
- | ¢orroded, damaged, loaded, or in the improper . _

; orientation. ’ ;

i : i -
| Exception No. 1:* Sprinklers instalied in
. toncealed spaces such a5 abova suspended
| ceflings shall not require inspection.

FORM CME-2567(02-88) Pravious Versions Obsoiets
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Exceptmn Na. 2 Sprinklers :nswdied in areas that | '
. are inaccessible for safety considerations due to '; ,
pracess operations shall be- mpect&d durlng : R
"each schedided shutdown. : 10 9/15
KOT6! NFPA 1 01 LIFE SAFETY CGDE STANDARD 1 K 07‘6 “Htis ihe practx:a of Garter Nursing & . / E
88=D; - b Rehabilitation Center for Medical
Medical gas stomge and admlrﬁatrahon areas are ;. Gas storage and administration to
' protecied in acsordance with NFPA 88, Stamlarﬂs - be protected in-accordance with
i for Haaith C‘-are Faca!rﬁe:s R R NFPA 89, Standards for: Heaith
: {a) Oxygen smraga iomﬁons of geater thart

._3000@1_& araendnsedbyaone—imr

S {b) Lecations for supﬁyi.systms of greater than

{3,000 cuft are verted o the outside. NFPAQQ

mem:mng m-ra::hve action has
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K078’ Quntinued From page 6

{ (3} unsecured oxygen cylinders and a total of

_fiftean {15} oxygen cylinders which was less than

" five (5) feet from combustible items (medical

- supplies in cardboard boxes). Interview, with the
Regional Maintenance Uirector, reveaied staff is

! frained o secure oxygen oylinders and the j

_individual wht delivers axygen o the facility must -

" have left the oxygen cyiinders ungecurs. Further

; inferview revealed, the facility was unaware
oxygen eylinders must be stored at least five (5)

: fest from combustible ltems.

" Reference: NFPA 88
(B-3.1.11.2
Storage for napflammable gases greater than
{ 8.5 m3 {300 f13) but less than 85 m3 (3000 #3)
. (A) Storage locations shail be outdoors in an .
enclosure or within an endosed interior spase of
noncombustible or imited-combusiible
construction, with doors (or gates outdoors) that
{ can be secured against unauthorized entry. ;
(B) Oxidizing gases, such as oxygen and nifrous
oxide, shall not be stored with any flammable
gag, fouid, or vapor,
(Cy Oxidizing gases such as oxygen and nitrous
oxide shall be separated from combustibles or
materials by one of the following:
(1) Aminimum distance of 6.1 m (20 71)
{2) Aminimum distance of 1.5 m (5 ff) i the
: gntire storage location s protectsd by an :
. automatic sprinkler system designed in ;
| accordanca with NFPA 13, Standard for the
Ingtallation of Sprinkler Systems
{3) An enclosed cabinet of noncombustible
; construction having a minimum fire protection
'rating of ¥ hour. An approved fiammable liguid
: storage cabinet shall be permitted to ba used for
" cylinder storage.
i Fresstanding cyiinders shall be properly chained

maintenance staff/RN supervisor to

K761 ensure that all cylinders are
. secured
Audit findings will be reviewed
monthly by the Center's QAPI
committee X 3 months (0 ensure
that compliance is sustained.

FORM OIS 256 2(02-00) Provious Versloms Obsolate Event 1k MXDP2Y
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i
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PROVIDERS PLAN OF CORRECTION
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K 076" Continued From page 7
“or supported in & proper cylinder stand or cart
s and comply
K 144 NFPA 101 LIFE SAFETY CODE STANDARD
8= :
‘ Generators are inspected weaekly and exercisad
; wnder load for 30 mirvtes per month in
accordance with NERAGE,  3.4.4.1.

: This STANDARD is not met as evidenced by
. Basaed on documentation and interview, it was

! generators were inspected according to National
. Fire Protection Assaociation (NFPA). The
_deficiency had the potential {o affect five (B) of
'ive {B) smoke compartments, one hundred
twenty (120) residents, staff and visitors,

! The findings included:

Record reviaw of the emergency generator [ogs

tune, July and August. Further observation
reveaied, during the ioad testing for November

. that # had taken fifteen {15} seconds for the

' amergency generator to switch over {o

| emergency power. Ilerview, with the Regional

. Maintenance Director, revealed the facility had a

Ko76

K 144,

determined the facility failed to ensure emergency .

' on G8/26/15 between 3:37 PM and 3:56 PM, with .
; the Maintenance Dirgetor, revealed the generstor
. had not been placad under load for the months of |

t

. Rehabilitation to inspect generators

Itis the practice of Carter Nursing & 10/8/15

" weekly and exercise under foad for
: 30 minutes per month in
. accordance with NRPA 98,

The following corrective action has

" been accomplished for those

- residents found to have had the

i potential {o be affected by the

. deficient practice:

_ The Administrator will provide

- education regarding K144 NFPA

© 101 LIFE SAFETY CODE

. BTANDARD regarding Generators

. o the Regional Maintenance _
. Director and the CGenter's ;

* maintenance staff by 10/1/15, ;

The Center's Maintenance

- Supervisor will perform weekly
. generator inspections and exerciss
' under ioad X 6 weeks then resume

'
£

the monthly schedule. The
Maintenance Supervisor has been '

~ made aware contact Palco in the

i

t event that any test takes longer

than 10 seconds 1o switch over to

. emergency power, F
" The genarator inspection and f
: exercise reports will be reviewed by

i the Center's QAP! cormmittee

. monthly X 3 months to ensure

- compliance is sustained.

If coptination sheet Page 8 of 11
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PREFIX
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PREFIX
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K 144 Continued From page 8

. Systen to ensure the emergency generalor was

" inspected properly and was unsure why tha
emergency generator was not tested under load
or the excessive transfer time taken care of since
the jast maintenance diractor that performed the
. inspections was not working at the faciity
" RNYMaOre,

Referenice: NFPA 99 (1999 Edition)

. 3-5.3.1 Source. Tha emergency system shall be
Finstalled and connected to the alternate source of |
: power specifled in 5-4.1.1.2 and 3-4.1.1.3 so that |
“alt functions specified herain for the emergancy

system will be automatically restored to operation
within 10 seconds after interruption of the normal |

L SOUrcE.

NFPA 110 (1999 Edition) i

i 8-4.1" Level 1 and Level 2 ERSSs, including alf

“appurtenant components, shall be inspected

{ weekly and shall be exercised under load at least

_monthly,

{ Exception: If the generator set is used for standby

. power or for peak load shaving, such use shall be

‘recorded and shall be permitted o be substiiuted !

- for scheduled operations and testing of the

' generator set, provided the appropriste data are

: recordad,
- 6-4.2° Generator sats in Level 1 and Level 2 .

| service shall be exercised af least once monthly,

for a mintmum of thiry (30) mimntes, using ons a?

: the following methods:

. {8} Under operafing tempersture conditions or at

' not less than thirty (30) percent of the EPS

| nameptate rating

* (b} Loading that maintaing the minimum exhaust

| gas temperatures as recommanded by the

. manufaciurer

1
T

K 1441

t

FORM CMS-2567{02-85) Previcus Versions Sbaolota Evend i MXOPZ1
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K 144 Continued From page §

: operations.

. conbinuous hours.

S9=D;

é

residents, staff and visitors.

| The findings include:

) This 8TANDARD s not met as evidenced by
Based on ohservation and interview, it was

- determined the facility failed to ensure elactrical

" equipment was maintained, according to National |

. Fire Protection Association {NFPA) standards,

' The deficiency had the potential {o affect ons (1)

. of five (5) smoke compartments, twentywsix (26}

! Qbeervation on 08/26/15 at 1:57 PM, with the i
. Maintenance Director, revealed ane (1) electrical |
 wiring junction box located in the laundry room |
| was missing the cover. interview, with the

 The date and time of day for required testing shait |
be decided by the owner, based on facility

i 6-4.2.2 Dieseb-powered EPS installations that do
_not meet the requirements of 6-4.2 shall be
Pexercised monthly with the avaitable EPSS foad
_and exercised annually with supplementa! ioads
i at twanty-five (25} percent of nameplate rating for .
thirty (30) minutes, followed Dy fifty (50)percent of |
“nameplate rating for thirty (30) minutes, followed
by seventy-five {75} percent of nameplate rating
"for sixty (60} minutes, for a total of two (2)

K 147 NFPA 101 LIFE SAFETY CODE STANDARD

" Electrical wiring and equipment is in accordance
| with NFPA 70, National Electrical Code. 8.1.2

(X RULTIPLE CONBTRUCTION {X3) DATE BURVEY
A BULDING 81 - MAIN BUILDING 01 SUMPLETED
B. WitiG 0B/26/2015
STREET ADDEEES, ITY, 8TATE, ZIF CODE
250 MCDAVID BLVD
GRAYZON, KY 41143
B FROVIDER'S PLAN OF CORRECTION : (Xl
PREFX {EACH CORRECTIVE ACTION SHOULD BE SOMPLETION
TAG CROSE-REFERENGED TO THE APPFROPRIATE Parg
DERICHENGY)
K144
K 147 Itis the practice of Carter Nursing & . 10/9/15

Rehabilitation Center for electrical
wiring and equipment to be in
accordance with NRPA 70, National
Electrical Code. 8.1.2.

The following corrective action has
been sccomplished for thoge
residents found to have had the

‘potential to be affected:

A cover was placed on the electrical
wiring junction box located in the
laundry room on 8/28/15 by the
Maintenance Supervisor.

The Regional Maintenance Director
and Center's Maintenance
Supervisor inspected all electrical
wiring junction boxes on 8/27/15 ©
gnsure no ather junction boxes
ware missing covers. None wers
noted upon inspection.

The Maintenance Supervisor will
perform monthly checks of electrical
wiring junction boxes to ensure that
covers are in place,

FPORM CMS-2587(02-80) Previcus Varsions Ubsalets

Event I MXDPY

Faciily (0 10087
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‘ . * The inspection reports will be
K 147" Continued From page 10 K147, reviewed by the Center's QAP
! Regional Maintenance Director, revealed he was | © committee monthly X 3 months to
not aware the elecirical wiring junction box ¢id not | ensure that compliance is

‘ have the cover. ; sustained.

* Reference; NFPA 70 (1999 edition)

¢ 370-25, Covers and Canopies. In complated

_installations, each box shall have a cover, ,

*facaplate, or fixture canopy.
|
; i
% : :
;
i 1 M
! ! !

: .-'
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