FHRINTED: 0%/28/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTHON IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
185355 B.WING 09/29/2015

NAME OF PROVIDER OR SUPPLIER

RIVER VALLEY NURSING HOME

STREET ADDRESS, CITY. STATE, ZIP CODE
305 TAYLOR STREET #402
BUTLER, KY 41006

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION : (%5
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) :
{F 000} ' INITIAL COMMENTS {F 000}
An offsite revisit was conducted, and based on
the acceptable Plan of Correction (POC), the
. facility was deemed to be in compliance on
09/01/15 as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients. {See nstructions.)
following the date of survey whether or not a plan of correction is provided. For n
days following the date these documents are made avaliable to the facility.

program participation.

FORM CMS-2567(02-99) Previous Versicns Obsolete Event {2 08U812

Except for nursing homes, the findings stated above are disclosable 90 days
ursing homes, the above findings and plans of correction are disclosabie 14
If deficiencies are cited, an approved plan of correction is requisite to continued
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EPARTMENT OF HEALTH AND HUMAN SERVICES R ORM APpR
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0008-036
PRy liLTPL e CONSTRUCTION { O8N DATE Sumvey

i
{ STATEMENT OF CEFICIENCIES f{:m PROVIDERSUPPLIER/CLIA
A

|
COMPLETED |
i
:

£ 000 Preparation and execution of the response

{AND PLAN OF CORRECTION LENTIFICATION NUMBER: ! A BUILDING |
| I f I— ;
/ . 5 ’ ;
| 185355 [ B mG —— | _o81132015 |
! NAME OF PROVIDER OR SUPPLIER r; STREET ADDRESS, CITY, 8TATE 210 CGRE
| 30% TAYLOR STREET #402

| RIVER VAL R 1
B E LEY NURSING HOME | BUTLER, Ky 41008

X4y 10 SUMMARY STATEMENT OF DEFCIENCIES o PROVIDER'S 2LAN OF CORRE CTION

PREFY (EACH DEFICENCY MUST R FRECEDED 6Y FlLL PREFIX {EACH CORRECTIVE ACTION SHOULD g2

TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG “ROSS-REFERENCED 1O THE APPROPRIATE

{ DEFICIENCY)
{
!
|

F 000! INITIAL COMMENTS

- A Racertification Survey was conducted 08/14/45
through 08/13/15 with deficiencies cited at o
- highest Scope and Severity of an "£*

483.15(h)(1)
SAFE/CLEANICOMFORTABLE/HOMEL JKE

ENVIRCNMENT

F 252
$S=E ;

The facility must provide a safe, clean,
comfortable and homeiike environment, aliowing :
" the resident o use his or her personal belongings |

. fa the extent passible.

.

{ - This REQUIREMENT s "ot met as evidencad

| by

f . Based on observation, interview and review of
the facility's policy, it was determined the facility

i failed 1o provide 2 safe, clean, comfortable, and

f - homelike ervironment as svidenced by dust

] observed in severa! residents’ air vents and a

- bench in the courtyard heavily coverad in birg

droppings.
The findings inciude:

- Review of the facitity's policy titled, *Cieaning”,
revised February 2013, revealed the purpose of

- the poiicy was to énsure provision of Clean,
atiractive ang antiseplic anvirenment for residents ;

folive in, as well as, provide a safe, ciean,

j - comfortable and Nomeifike environment for ail

| ragidenis. Per the Policy, the procedure for the

i : dadly cleaning of residents’ rooms was to dust ail

i furniture, light fixtures, nighistands, tables,

[  shelves, chairs, pictures and counter tops;

i ~however, there was no documentation related to

L : the cleaning and/or dusting of the celling air vents

and plan of correction does Act constitite
An admission or agreement by this provider
of the fruth or the facts alleged or
conclusions set forth in the statement of

F 252 deficiencies.
‘The plan of correction is prepared andior
gxecuted solely because if is required by : ;

the federal and state law,

F252 483015(hy(1) |

‘Safe/Clean/Comfontable/ Homalike f
Enwironment ' {
After the survey was completed the Director

OF Housekeeping, Maintenance Directar !
and the Administrator took a tour of aff

: Resident bathreoms and all vents were /
cleaned. This affected ali residents who l
use the bathroom faciiities. The benches /
with the bird droppings was cleanad as ;i
well that aftermoon. All residents have {
the potential fo be affected since even |

" those residents whe do ot use the

court vard fook oyt the windows
" and weuld prefer net to view the hirg

droppings.

e e

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TOLE }){5} DATE
ez Administrator 09/01/2015
axcusad frpm corracting providing it is determined that

following the date of survey whether arnot a plars of correction ig \
; the facility. I deficiencias are cited, an approved pian of

FORM CMS-2567(02-99) Praviows Verslons Obsolets

Event i: 08U

Gisclosabie 90 days

and pians of coracson are discloszbie 14

the above findings
correction is requisits to continueg
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DEPARTMENT OF REALTH AND HUMAN SERVICES

FRINTED: (272015
FORM aRPROVED

OMB NO. 0938.0301

CENTERS EOR MEDICARE & MEDICAID SERVICES
} e MET :
| STATEMENT OF DEFCIENCES (X1} PROVIDERSSUPPLIERICLIA f [¥2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
| AND FLAN OF CORRECTION | DENTIFICATION NUMBER: —— : | COMPLETED
} | 185355 | 2 wivg - 08/13/2015
NAME OF PROVIDEAR OR SUPFLER STREETADCRESS, CITY, STATE. 7% CORE
305 TAYLOR STREET %402
RIVER VALLEY NURSING HIOME
! BUTLER, KY 41008
Py SUMMARY STATEMENT OF DEFENOIES 0 PROVIDER'S PLAN OF CORRECTION S
BREFIX (EACH DEFICIENCY MUST B PRECEDED RY FLILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMMETION
TAG :  REGULATORY ORLSC IDENTIFYING INFORMATIONS The CROSS-REFERENGED TO THE APFROPRIATE GaTE
OEFICIENGY]
J F 252 Continued From page 1 F 282 _ Other residents will not se afectod by the

" in the residenis’ bathrooms,

¢ Observation during the initial tour an a8/1118,
begirning at 1:30 PM, revealed tha ceiling air .

! venis in the bathrooms in resident rooms: A, 44 !
7A, 13A, 1B, 2B, 3B, 7B, 8B, 118, 138, and 158

! there was an approximately ¥ inch to one inch
layer of dust on the vents. In addition,

; observation on 08/13/15 at 1:00 PM, revealed in
the resident courtyard, 2 bench which was heavily .

i tovered with multiple bird droppings {faces). :

¢ Interview with the Housekeeping/Laundry
Supervisor o 08/13/15 at 4:30 PM, revesled it |

: was her understanding the facility's maintenance

" workers were responsitile for cleaning the air ;

. vents,

. interview with the Mainterance Supervisor on

: 0B/13/15 at 2:00 PM, revealed It was his ;
responsibility to maintain the cutside environment °

| of the facility, such as the benches; hawever he
was ot responsible for cleaning or dusting the

s Celiing air venis in residents’ bathrooms. The

‘Maintenance Supervisor revealed ke wouid

: Speak with the Housekeeping Superviscr and

" resolve the issue,

* Interview with the Adminisirator on 08/13/15 at
3:00 PM, revealed he supervised the

| maintenance and housekaeping depariments at
the facilily. Per interview, the celling vents should ;

i hava been dusted and the courtyard bench ;

cleaned of the bird dropings. The Administrator ;

; siated i was the goal of the faciilty to providea

‘clean, safe and homelike environment for the

 residents and their visitors, and he would be

' ensure this from now on.

vents since all residents have the potential
1 fe affected. Any resident who doss
110t use the court vard or lock gut the
wirndow still could he affected whon farity
or fiiends visit and could be affocted.
The venis will be checked waekly by
Administrator, Birector of Housekeeping
And maittenance Direstar to Insure the
Vents remain clean. A policy for cleaning
Venis has been wrilen and attachad,
The benches have been moved away
from the resident rooms that had the bird
Teetlers cutside their windows, In an
gffort to reduce the bird droppings, The
benches are checked daily by maintenancs :
{caily means moming and lunch fimes)
during the week and cleaned ¥ nesdag,
During the svenings and on weskends
or holidays housekespsrs are assigned
o check and clean as nesded,

. gee
‘addendum
-2 0

Cormresied
{ 09/01/2015

t

P ;

FORM GMS-2567(02-99) Previous Versioas Obsclels Event 20813811

¥
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DEFARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 08/27/2015
FORM APPROVED

OME NO. 09380381

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES gm; FROVIDER/SUPPLIERITLIA X2} MULTIPLE CONSTRUCTION (3] DATE SURVEY |
AN FLAN OF CORRECTION | IDENTFICATION NUMBER & BULOING COMPLETED |
; ” ;
} 185355 BWING 5 881132015 ?f
NARE OF PROVIDER OR SUPPLER ? STREET ADDRESS, CITY, STATE, 2R o0DE ]
RIVER VALLEY NURSING HOME 905 TATLOR STREET #402
BUTLER, KY 41008 |
o SUMMARY STATEMENT OF DEPEIENCIES no - PROVIDEA'S PLAN OF CORRECTIAN )
PREFR: {EACH DEFICIENCY MUST BE PRECEDED BY FLiLL PRESHE (EACHM CORARECTIVE AGTION SHOALD B COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TBE CROSS-REFERENGED 10 THE APPROPRIATE DATE
i DEFIGIENG ¥y
: ;
F323: Continued From page 2 F 323,
Faza, AB3.25th} FREE OF ACCIDENT F 323, . ,
S8~£ ' HAZARDS/SUPERVISION/DEVICES 325 483.26(h) Fice of Accident Hazerd
Supervision/Devices

"The facility must ensure that the residans

- environment remaing as free of acoident hazards |

" s ls possible; and each resident receives
, adequate supervision and assistance devices to
' prevent accidents,

i

Thiz REQUIREMENT iz nof met as avidenced
{ by:
Based on observation, interview ang raview of
i the facility's policy, it was determined the facility
"fafled to ensure e resident anviranment
; femained as free of accident hazerds as was
“possible. Obsarvation revealed scissors bying in
. view In resident rcoms with the rasidents not
f present in room of Resident #8 and Unsampled
Resident B. In addition, shservations revealed
. exposed foiiet boits were observed in sevaral
resident bathrooms, and the pavement in the
1 courtyard was unevern, :

. The findings include:

Review of the facility's policy tiled “Claaning®,
i revised February 2013, revesled the daily
 ciganing of residents’ rooms included cleaning
 the residents’ bathrooms. Per the Policy, staff
" were 1o report sl broken equipmernt to the

* revealed "yearly" cleaning precedures includad
. removing hazards “to keep foot fraffic areas

! safe",

; Tacility's maintenance departrent. Further review |

a The faciiity was unable to provide a policy related f

{ This Tag was cHed due io Scissors and ping
found in two residents room, |t was also
' cited for exposed boits on the side of the
; toilets in residents reom and for uneven
 concreta in the court yard. Al residents
{ are affected by each of thess due o the
" broad reach of each of these iams. Any
{ one couki wander info a resident reom
. with unsafe iterns left unattended. Not
" only residents but visitors and staf
; Could ip on the uneven concrete, The
exposed bolts on the side of the toilets
i (also rsferred 1o as water clossis} could
 affect ali residents with & potentis!
o fall,
; Since it has been determined that ail
 residents have the potential to be
; affecied the following plan of corraetion
" il apply 1o not only residents buf staff
: farnilies and visitors as well.
The measures put in place fo corract the
i Unsate practicos are as follows:
. Anarlicle will be written and placad in
 the facility Newsletier “Lasting
. Impressions” Which is sent to all families
! and residents and distributed fo all staff
; explaining, that safety is averyone's job.
. (Articie Enclosed.}

-
© addendurm
. #2

FORM CMS-2587{02-08) Pravious Varsions Obeolate Eyant D 980URT+

3
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DEPARTMENT OF HEALTH AND HUBMAN SERVICES

PRINTED: 0B27/2015
FORMAPPROVED
OMB NG 0038 0301

CENMTERS FOR MEDICARE & MEDICAID SERVICES _
STATEMENT OF DEFICIENCIES (X1} PROVIDER:SUPPLIERICLIA (X2 BULTIFLE CONSTRUGTION X3 DATE SURvEY |
AND PLAN OF CORRECTION HENTIFICATION NUMEER: A SO COMPLETED i

§
185355 | B.wimnG ! 68113212015

NAME UF PROVIDER OR SUPPLIER | STREEY ADDRESS, CITY, STATE. 2 Come

J05 YAYLOR STREET 352
RIVER VAL NURSING HOM
LEY s OME | BUTLER, KY 41008
(54 1D SUMMARY STATEMENT OF DEFICENCIES io FROVIDER'S PLAN OF CORRECTION 1%5) 7
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREE | {EASH CORRECTIVE ACTION SHOULD S8 ¢ COMPLETION
TAG REGULATORY OR LEC IDENTIEYING INEORMATION) TAG CROBS-REFERENCED TO THE AFFROPRIATE Rt
CEFIDIENOY)
F 323, Continued From page 3 . Faz :
o the use of scissors and sharp objects stored In | ' A teashing moment will be given and see
; fesidents’ rooms by the end of the survey, ) . ¢ addendum
: | reviewed by ail staff fo instruct them #3
. Review of the facility's, "Wander , o be obsarvant of any potential unsafs ‘
' Resident/Elopement Risk” list revealed there : . N
, ware seven (7) residents at risk of wandering and  prachce. Staff will nofify the nurse an
' entering ofher residents' rooms. " that unit and will insure that the tem{s)
: N . N : are stored In a lacked drawer |
- Observation during the infial tour of the faciity on PAES ef‘j 2 lacked ra“.[er n m‘ﬂ' Foom
 DBA1M5 ot 1:30 PM, revealed exposed bolts at , of the resident or taken t the nursing
 the base of the tollets in the bathrooms of * gtation to be locked in an appropriste
residant rooms 1A, BA, 74, 11A, * 3A, 1B, 36, 88, ; ‘
i 1B, 138 and the Common Shower/Bathroom on  place.
the A-wing. QObservation, ort 08/11415 at 2:30 PML ; The safety committes will do weeldy
: @iso during the inftial four of the facility, revealed ’
Unsampled Resident B had a pair of poinied | , Founds for the next month and monthly
: Sewing scissors and several straight pins lying out © rounds thereafter to find any issue that
- in view on the overbed table in the residents ‘ - .
. foom when the residant was out of the room. . | might be & safety !_'iazard and insure that
' Centinued observations on 08/13/15 at 1100 AM . the ftem(s) are locked up or comectad,
X and at 1,10 PM revealed the scissors and the ' : de;)ending &n the nature of the uneafs
 straight pins were again lying on the overbad { ) .
iable while Ursampled Resident B was was nat in i practice or jtem.
i the room, i . A poiicy has been written that expresses !
; Further observations revealed the exposed toilet  that residents may keep items in their
" bolts remained without coverings fhroughout the ! reoms that may be unsafe for others, :
; , survey including the last day, 08/13/15. In , . i
 addition, abservation on 0871315 at 1:00 PM, | aslong as the items kept locked up when ?
, revesied the concrete pavermant, in front of & © netin use, i
{ bench in the resident courtyard, was ur-even. Coracted
; Interview with State Registered Nursing Assistant | 88/01/2015
(3RNA)#1 on O8/13/15 af 145 PM, on Unit B : :
: tevealed the residents were not allowed o have | ;
* selssors and sharp objects lving out in the apern in . ]
; thelr rooms when the resident was out of the i i :
‘room. Per interview, SRNA #1 was unaware : : :
. Unsampled Resident B had sharp objeciz lying | i ;
Every 1D GBUB1T Facity 1) 110382 ¥ continustion sheet Page 4 of ¢
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
- CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/27/20458
FORM APPROVED
CMB NO. 0538-0354

STATEMENT OF DEFICIENCIES X131 PRDHI&ER{S{J?FL{E&!@LL& 431 MULTIPLE COMETRIES TN ;{:{:ﬁ DATE SURVEY
AMO PLAN OF GURAECTION IDENTIRICATION NUMBE S 5 < ‘CGMFLETED f
| A BULDING 5 [
| | i i
185335 BWING { 081132015 £
HAME DF PROVIDER OR SUPPL B4 STREET ADDRESS, CITY, STATE, 21 CO0E |
305 TAYLOR STREET #ap
RIVER VALLEY NUBSING HOME
BUTLER, KY 41408
ey SURMMARY STATEMENT OF DEFICIENCIES R PROVIDER'S PLAN OF CORRECTION L f
PREFIX [EACH DEFICIENDY MUST BE PRECEDED BY FULL BrErx (EACH CORRECTIVE ACTION SHOIAD BE CORPLETION
TAG 1 REGULATORY GRLSC IDENTIFYING INFORMATION) TAG 1 CROCSS-REFERENCED TO THE APPROPRIATE nars
- BEFICIENCY) !
* i
F 323 . Confinued From page 4

‘e open,

" brought the scissors in to
from ouiside the Tavilty.

. Gif wander in and outof o
! throughout the facility,

Supervisor on D8/13/M15 at

e

waorkers were responsible
| toflets, to incude the toilet

! Interview with the Mainten

 boit covers at the bass of

out Ins hisfher room. Further nterview revealed
i wandering residents could possibly enter the
. feem and get hurt on the sharp abjests lying aut ;

! interview with Licensed Practical Nurse (LPN} #1 ¢
; on 08/13/15 at 2:00 PM, revealed she did not ;
" thirk the residents were supposad to have

: BCIESOrS in thelr rooms and possibly someone

Unsampled Rasident B

{interview with Registerad Nurse (RN} #1 on

. OB/M3/15 at 2:20 PM, revesied the facility did not

i have s policy for sclssors and sharps, such as
. Straignt pins, being used in residants’ raoms. RN .
'#1 revesied she thought memally competent ]
, fesidants should ba abig to have scissors and .
! ping in thelr rooms, byt shouid not feave them out |
. Iying aut in the open when they lefl their rcoms.

* Per interview, RN#1 was aware some residents

ther residents’ reoms

! Interview with the HousekeepingfLatndry

130 PM, reveaied

' was her uncerstanding the fecility's maintenance |

for maintaining the i
Bolt coverings.

ance Supervisor on

08/13/15 2t 2200 PM, revealed it was his :
: responsibility 10 maintain the foflets, in addition to |
the outside environment pavements and i
- benches. The Malntenance Supervisor statsd ha |
macde daily rounds In and around the facifity;
. however, he had net ncticed the migsing toilst |

the residents’ toilets,

F 323’

1
|
f;
|

I continuation shaet Page 5of &
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DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: U8727/2045
T FORMAPPROVED
OB NO. 0938-0391

I STATEMENT OF DEFICIENCIES  |(X1) PROVIDERISUPELIERICL 2,
[ AND PLAN OF CORRECTION HIERTFCATION NURBER:

185355

(X2} MLATILE CONSTRUCTION

A BUiLDwG CONPLETED

081372015

B wing

NABEE OF PROVIDER OR SUPRLIFR
RIVER VALLEY NURSING HOME

STREET ADORESS, CITY, STATE. 219 GODE
HF TAYLOR STREET #a02

| BUTLER, KY 41006

}

|
é
|

SUMMARY STATEMENT OF DEFICIENSIZS
{EACH DEFICIENCY MUST BE PRECEDED By FULL
HEGULATORY OR LSC IDENTIFYING INFORMATION)

Ky i
PREFX
TAG

PROVIDER'S FLAN OF CORRECTION
{EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED T6) THE APPROPRIATE
DEFICIENGY)

: X5
. COMALETION
BATE

52
PREFIX

[ (X3 DATE SURVEY -g

i

i

TAG ;

|

F 323! Continued From page 5
Interview with the Administrator on 0811315 2t |
| 3:00 PM, revealed he provided the supervision for .
. thefacility's maintenance and housekesping i
. Gepartments, He stated the loilet bolts shoutd
| have been covered and the pavement level in the ;
" courtyard in order to prevent a possible injury. '
. Continued interview with the Administrater on
' 0B/13/15 at 5:00 PM, revealed i could be g
problem if a wandering resident picked up &
. sharp object in another resident's room. Per
 Interview, the faciiity needed to monitor the use of
sharg objects 1o avoid residents from gefling hurt.

Fazy

FORM CME-2567(02.-98] Pravicus Yersions Olisalets Evert iD: 08U31%
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Form Approved

Department of Health and Human Services
OMB NO. 0838-03090

Centers for Medicare & Medicaid Services

Post-Certification Revisit Report
Public reporting for this collection of information is estimated to average 10 minuies per response, ncluding time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, lo CMS, Office of Financial Management, P.O. Box 26684, Baltimore, ME 21 207; and to the Office of Management and Budge!, Paperwork

Reduction Project (0938-0390), Washington, D.C. 20503,

Y1) Provide? I“S.upplier fCLIAY {(Y2) MuEzip.le Construction B - {IY.B} DOate of Revisit .
identification Number A, Building
185355 B Wing 01 - MAIN BUILDING 01 9/8/2G15

Street Address, City, State, Zip Code

305 TAYLOR STREET #402
BUTLER, KY 41006
This report s completed by a qualified State surveyor for the Medicare, Medicaid andior Clirical Laboratory Improvement Amendments program, to show those deficiencies previousty

reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such comrective acion was accomplished. Each deficiency should be
fuily identified using either the regulation or LST provision number and the identification prafix code previously shown on the CMS-2567 (prefix codes shown to the left of sach

requirament on the survey report forms,

Name of Facility

RIVER VALLEY NURSING HOME

(Y4 hem (Y5) Date  (V4) fem U9 pate (Y4 em (v5 Date
Correction Correction Correction
Completad Completed Complatad
D Prefix ~09/01/2015 D> Prefix o ID Prefix
Reg. # NFPA 101 Reg. # _ Reg. #
LSC Kovsz LSC o LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix N D Prefix o I Prefix
Reg. # N Reg. # _ Reg. 8 -
LSC - . LSC L. . LSC S,
Correction Correction Carraction
Completed Complated Completed
D Prefix _ WPrefic _ ) Prefix
Reg. # _ Reg. # o Reg. #
Correction Caorrection Cotrection
Completed Completed Completed
D Prefix © 1D Prefix 1D Prefix
Reg. # Reg. # - Reg. #
LSC P LSC . - i’“SC
Correction Correction Carrection
Completed Completed Completed
D Prefix 1D Prefix o I Prefix
Reg. # _ Reg. # - Reg. #

Date; -
B e

Reviewed By Reviewed By Date:
StateAgency | A
Reviewed By Reviewed By Date: Date:
CMS RO _
Followup to Survey Completed on: . Check for any Uncorrected Deficiencies. Was a Summary of
8/12/2015 Uncorrected Deficiencies {CMS-2567) Sent to the Facility? YES NO

Form CMS - 25678 (9-92) Page 1 of 1 EventiD; 08U822



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

PRINTED: 09/08/2015

FORM APPROVED

OMB NO. 0938-0391

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

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2; MULTIPLE CONSTRUCTION iX3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULDING 01 - MAIN BUILDING 04 COMPLETED
R
185355 B WING 09/08/2015
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE. ZIF CODE
RIVER VALLEY NURSING HOME 305 TAYLOR STREET #402
BUTLER, KY 41006
(X4110 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 09/01/15 as aileged.
TITLE {X6) DATE

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

program participation.

FORM CMS-2567(02-69) Pravious Versions Obsolete Event {D:08U822

Facility 1D: 100362
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CORM APPROY

B NG 89380301

¥

JEPRCVICER (R SUPPL s

VER VALLEY NURSING HOME

SUMMARY STATE
CH DEFICIENTY MUS
g

REQULATORY OR300

CVIBER'S 2 an OF a6

[ Kooo AL COMMERNT K op

Freparation and sxecution of the responss
and pian of Correction does not constitule

|
i
i
|

:
I
] CPR 42 CFR 483 T0ia) At admission or agresmant by this orovicer
: - , of the éfuih or the facts allegsd or
| BUILDING.: 01 cenciusions set forth in e statement of
H deficiencies.
51 PLANAPPROVAL: 03/1572 The plan of correction is areparsd andiar
f SURVEY UNDER: NFPA 101 2000 Existing Sxecuted soiely beoause +is requirec by n
5 the federal and state law, i
| FACHITY TYPE: SNENF KOBZNIFFA 101 Life Safety Code Standard
: : This standard has ihe aoterdtial to affect :
i TYPE OF STRL{C TLF’JE‘ One (1) story with Al Residents, since the snrinkier systern s 5
/ _ basement Type il (200) designed t extinguish a fire in e ares f
SMOKE COMPARTMENTS: Four (45 smoke secied. The actin taken (0 correct
compartmants deficient practics was the sprinkler ;
’ Freads ware relocated that are e foeated in
5 FIRE ALARMM: Lomglets fire afarm aysiem the comsct position and replacs the cornderd §
‘ sprinkier Reads as noted.
é This building iz ity sprinkied so ai rasidents - j
j Have the potential to be affecied i the i
i Tystaim is not operating p TReY Bapen
; in resident sooupied areas, i
: A standard Lifa Safaty Code Surves WES The facllity wil have the Sefaty Committes i
conducted on 08/12/13. The facii ] Perforsi monthly sudits for 3 months ]
i i oe in cgm;éiance withi th rea;ug{*emenzs for _é? . -and querledly thereaiter. ;
? participation in Medicare and Medicaid. g ramés and positions on atimched fist; ;
5{ The findings that foliow demonstrale audi gg_.s;:n’nkéer SYStaf for carroded of ;
; ﬁ::mﬁmpfﬁ«tme with Title 42, Code of Faders! bmcise_;? spankier head. o ;
Reguiations, 453.70(a) of sag. {Life Safety from Mainterance will also request that the !
; Fira) sompany that does the quarieny inspections ;
wil rota on the reports any sprinklers that i
? - Deficiencies were ciied with the highest they observe that recuire changing.
} - ceficiency identfied at “D” lavel, _ : (Currendy that is The Cirntas Comgany}. !
E K062 NFPA 101 LIFE SAFETY CODE STANDARD K 682§ ‘Compistad g
| ss=D - 05012015 |
ABCRATORY DIRECTOR'S OR PEOVIDE RS UPPLEE REPRESENTATIVES SIGMNATLRE TITLE 481 DATE

2r (it Administrator 810412015

N May by excused fom TITBCENG providing it is delermined hat

Any teficiancy siatemant anding with an asterick {*; depotes 3 deficiency wiich the Psfte
ather safeguards provide suificient profecion in the patiants, (Bge Instructions. ) Excapt for

fllowing the data of Survey whather of not a plan of comaciion i Rrovided, For ressing ho
days following the date thase documents are made svailaile o the faciiny i ded
Hregram participation,

Evant 1D 60827
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clencies are clied, an appr

nuTSing homes, the firdings stated sbove are dissiosabie 90 days
Tmes, the above fndings and glans of corrsction ars disclosabie 14
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TMENT OF HEALTH AND HUMAN 22

ey 3 P
EOR MEDICARS
EMUES { H

TN i
L BBLAEeE

; B OF PROVIDE S OR SUBPPLER {  STREET ALDORESS Lriv & ’ T
| 305 TAYLOR STREET tu0z
[ RIVER VALLEY NURSING HOME )
| | BUTLER, K¥ 41006 j
| CES
i D By Pl
i REIATING
!
i RKOBI Continued From page 3 K 062 {
i : .. N . . !
abisiruchions such a3 fruss Wens and chords,
f . pimes, columns, and fixiures. i
{
|  Tatle 5-8.5.5 2 Positioning of Sprinkiers to Avoic
; - Chstructions 1o Disciargs (SSLISSPY ;
i Bistance from Sprniders 1o side nf Obstruction |
i AL Maximum Allowable Distance of Deflector ;
g‘ above Boitom of Obsiruction fin s (B i
|
fE - Side of Obstruction Ay Oostruction {(ins f
| Less than T f ¢ i
§ tRiolsssthan T 1 6in, 210 |
{ THEIn wiless than 2/ 349 |
(Aftlclessthan 288 5172 ;
| ZftGintolessthan 31t 71/ !
! Ifwiess than 386iIn. g 1D
Ry
dae j
i 3
’ Fy {
| Mot For i
%
Rafe i
| f
f 2-2.9.1" Sprinkiers shall be inspected from the !
; foor level annually. Sprinkiers shail be free of
; corrosion, forsign materials, paint, and physics) i
3 . Zamage and shall be installed in the orooet ;
oftertation {e.g., uprignt, pendant. or sidewsal). :
i Any sarinkler shall be replaced that s paintec, E
i - corroded, damaged, ioaded, or i the mproper 3
] srigntation. j
i !
D S B !
- exception Ne. 1.7 Sprinkiers nstailed in r
[ concealed spaces such as above suspended i
| celiings shall not require irspection,

Zvent £ 08LE0 Fagaity £ 100362 f continuaion sheat Page $of5
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i T FECULATORY OF LSE DENTE TG NFORRATION =
i }
e - B
I !
[ K62 Conmfinueg From page 4 K OBz g
i I
if - Exception No. 2° Sprinklers insiafied in areas that
dre naccessibie for safat ty considarations dus o }
i - provess {:gere:«wor shall be inspecied during :
i each scheduled shutdewn. |
ig ’;
i !
|
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i |
i i
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! i
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