DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FORMEDICARE & MEDICAID SERVICES

PRINTED: 072472013
FORM APPROVED
OMB NG, 0838-0391

STATEMENT OF DEFICIENCIES (%17 PROVIDER/ISUPPLIEIYCLIA {52 MULTIPLE CONSTRUCTION (RIPDATE BURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING COMPLETED
185335 B, HING 07/11/2013
MAKE GOF PROVIDER GRSUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
305 TAYLOR STREET #4632
RIVER VALLEY NURSING HOME
BUTLER KY 41048
Ry SUMIAARY S TATEMENT OF DEFICIENCHES It PROVIIER'S PLAN OF CORRECTION (51
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_ “This Plan of Correction is preparsd and
SOMM : . ) e
F 000 INITIAL CO ENTS F DGO; submitted as raquired by law, By submitfing
| - . . : © this
A SIanqard Recertifialion Survey was inlffated on . Plan of Corraclion, River Valley Nursing Home
: 07/09/13 and concluded on 07/11/13. - doss not admit that the deficiency listed on this
: Deficiencias were cited at the highest scope and : s ) acm i ¥ -
' severily of & "D." form exist, nor does the Centar admit to any
F 157 483.10(h) 11y NOTIFY OF CHANGES F 157 statements, findings, facts, or conciusions that
S9=0 : {(INJURYIDECLINEROOM, ETC) _ forms the basis for the alleged deficlency. The
" Center resarves the right to challenge it legal
- A facility raust immediately inform the regidenl; regulatory or ggministratlve proceedings;
cohsult with the reﬁid‘enl'i; p?ysi(_:ian; an it Aeiiciency, statements, facts, and
k”"}wf‘- notify the regld ents legal repres _ﬂ . sions that form the bagis for the deficiency.”
- or aninterested famity member when thetg is
accident involving the resident which re n Gokrectiva action has been accomplished
_injury and hag the poteritial for requiring ?Q?’é}‘{smlan :  for e alleged deficient practice in regards to
_ intervention; a significant change intherditlent’s | Resident # 7 by providing and documenting
nhysical, mental, or psychesocial slalus {i.e. a . the responsible party has been notlfied of fall.
delericration in health, merttal, or psychosoclzl - No other residents wers identifled cunocesning
status in aither Hife threatening condilions or this lag. 7 )
clinical complications); a need o alter treatment 2. Fachily residenis thal have a fail nave
significartly (i.e., a need to disconlinue an - the potential to be affected by thl?@ame
existing form of irealment due to adverse alleged deficlent prﬁ?“‘;ﬁ? an Z‘Jd“ of
: {rhealmggl); ::;r @ d?ﬁ‘lsgon.;,g transfer 0: (j;gﬂharge to enisurs that all responsible partias have
L f resident from the Faclilly as speciiied In . been notified and documented. When
§483.12(a). | necessary, Director of Nursing and/ar
: - . : | Restorative Murse notified respansibile pasty
- The factlity must also promptiy natlfy the resident “andfor MD as needed,
and, if known, the resident's fegal representative ' Risk Management tab in our siectronic
Cor interasted family member when there is a : medication record system reviewed 2 xs/
" change in room or reonmmate asslgnment as week per Director of Nursing alydfor
specified in §483.158(e)(2), or a changg in Restorative _ '
resldent rights under Federal or State law or Nutf?eéamegsmde licensed brllurSlnr? _si?ff .
regulations as specified in paragraph {b)(1) of natiiie and responsibia party oF any
this section. - alls. The results den onsirated compliance.
- The facility must record and periodically update
" the address and phoneg number of the resident's
 tegal representalive or interested family member.
[ABGRATORY DIRECTORS R PHOVIDERSI [FFLIER REPRESENTATIVE'S SGNATURE TITLE (i DATE
” . o { oy Ur A
. 2 A cires 2ot o 5%/? 3

Any deficiency slalement ending with an asterisk () denotes g deficiency which the instiution may be axcused fram comracting providing itls delermined thal
olhar safeguards provide sufficient prolection o the patients, (See instruclions. ;) Except for nursing homas, the lindings statad above are disclosable 90 Cays
nllowirg e date of survey whether or not a plan of comection is providad. For nursing homes, the above flndings and plans of corechion are disclosable 14
days lollowing the dale these documents are made available to the fadlily. If deficencies are dled. an approved ptan of correclion s raguisite 0 conkinuad

priygram participation,
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X[ | SWAMARY STATEMENT OF DEFICIENCIES ! 1 : PROVIDER'S PLAN OF CORRECTION : x5
PREFIX | (EACH DEFICIENCY M1JST BE PRECEDED BY FULL © PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
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. ;3. Measures put into place 1o ensure alleged
F 167 : Continued From page 1 . F 15T;deﬂcienl practice does not recur include;
i Teaching Moment dene on July 11, 2013
Eeducating staff on F Tag 157, In-Service
for licensed nursing staff held on July 31,

- This REQUIREMENT is not met as avidenced 3
:2013 by the Director of Nursing regarding

C by
. Based on observation, inferview, record review, -F Tag 157 emphasizing on notifying
. and review of the facllity's policy, it was responsible party of all falls and documentirg
 determined the facility failed to notify the ‘netification. Director of Nursing, Quality
resident's legal representative of one {1) of fifteen
. ‘ -Assurance/Process Improvement Nurse
{15) sampled residents (Resident #7) after a fall ) . . .
andfor Nursing Supervisor will review 24 hour

experienced at the facility. The facility failed to
provide evidence indicating the resident's
responsible party was noltified after Resident #7's :

report and nurses notes daily to ensure any
-change in condition i.e.: fall that MD and

- fall on 07/08/13. ' responsible party were notified and dooumentedi
: . ‘4. The facility plans to monitor compliance 7
| The findings Include: 7 performance by the Quality Assurance/Process ;
Review of the facility's policy, “Fall Response™ .mprovemer?ut Nurse will complete daily audils
(Manday-Friday) X 4 weeks, then weekly X 4

: revised 05/30/12, revealed in section (b) the

: Physician, Director of Nursing, and Supervisor
and resident's family should be notifled following
a resident’s fall.

‘weeks and monthly X 3 months to ensure
notification of change in resident condilion
-has been completed and documented on QA
Audit toc!. Direcior of Nursing and/or Restorative

Review of Resident #7's medical record revealed Nurse to complete random chart audits (Menday

the facility admitted the resident on 06/06/13 with -Friday) X 2 weeks then weekly X 2 weeks then :

diagnoses which included Dementia, i Y i o :
imonthly X 3 months te ensure notification of

Dehydration, Pressure Ulcer, History of Falls, and |
many other medical concerns. Review of the :change in resident condition has been comp!eled

© 06/12/13 admission Minimum Data Set (MDS) .and documented on QA Audil tool,

; Assessment revealed the facilily assess the ‘Findings from QA audits will be presented in

; resident 10 have severe cogitative impairment. n | ‘monthly safety meeting.

- addition, the resident experjenced one {1) fall :

. within the last six (6) months which incurred

: fractures related to the fall, one (1) fall within the

i [ast two {2) to six {6) months, and one (fall} last

: month. Further review of the record revealed

| Resident #7 fell on 07/08/13 at 3:15 AM.

. Documentation, iocated within the fall report,
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TAG CROSS-REFERENCEQ TO THE APPROPRIATE DATE
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F 157! Continued From page 2
- revealed the resldent was eased to the floor.
Resident #7's vitals were taken, the Physician
was nolified, and a note was put on the
twenty-four (24) hour report which stated, "F’Iease
inform family™; however, staff could rot verify
family was notified.

Interview, with Registered Nurse (RN) #1, on
0711713 at 11:26 AM, revealed Resident #7 was
eased to the floor, it was not a complete fall. RN

RN #1 revealed she checked Resident # 7's

* vitals, guestioned the resident, checked for

: Range of Motion, and notified the resident's
Physician. RN#1 revealed she informed the

- morning shift about the incident that occurred and |

responded to the twenty-four (24) hour report,
which requested for family to be notified of the
incident. RN #1 revealed she was not certain if
family was notified.

Interview with Residant #7's son, on 07/11/13 at

1:30 PM, revealed he was not informed about

Resident #7's fall, which occurred on 07/08/13,
: unti the morning of 07/11/13.

. Interview, with Restorative Nurse, on 07/10/13 at
" approximately 4:35 PM, revealed that after a fall,
: residents vitals would be taken for a period of

* residents physician and family would be nolified,
' The Restorative Nurse stated she would then

* update the residents care plan. In the case of

. Resident #7, the Restorative Nurse revealed she
. did not know if a message was |eft for the

i following shift to contact Resident #7's family.

#1 reported the resident was assisted by an aide. ‘

would have expected the oncoming nurse to have -

: seventy-two {72) hours, She further revealed the :

' She added that since the fall occurred so early in '

F 157 Safety Commitlee consists of Administrator,
Infection Conlrol Nurse, Maintenance
Director and Housekeeping/Dietary
representative. lssues cencerning notification
of changes to
responsible party/MD will be reviewed at the
monthly safely meeting.

" The Quality Assurance/Process Improvement

“(QAP!) Committee, consisting of Director of

. Nursing, Physician and at least three other

members of the facility staff will review safety
committee findings X 3 months then quarterly
thereafter 10 determine the need for additional

aducation and/cr menitoring. 08/01113
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F 187 Continued From page 3 :
the morning, the procedure would be to notify the |
. farnily in the morning, if no mator injuries 7
- occurred, The Restorative Nurse revealed she
“was not certain if resident’s family was notified,
but added family should have been notified of
resident’s fall.

" Interview with the Assistant Director of Nursing
- {ADON), on 07/10/13 at 4110 PM, revealed
Resident #7's family was not notified when
: resident fell on 67/08/13. She stated the
i twenty-four (24) hour/change of condition report
- revealed Resident #7's family should have been
- notified the following morning; however, the
“ ADON could not locate any documented
- evidence the family was notified. The ADON
stated the family, “absolutely”, should have been
notified.
F 323 . 483.25{h) FREE OF ACCIDENT
58=D HAZARDS/SUPERVISION/DEVICES

The facilify must ensure that the resident
environment remains as free of accident hazards .
as is possible; and each resident receives

" adequate supervision and assistance devices 10
prevent accidents,

This REQUIREMENT is not met as evidenced

by:

Based on observation, interview and record

review, it was determined the facility failed to

ensure the resident environment remained free of :
- accident hazards. Observation of water

F157:

F 323

. On the day of survey any
resident who had used the sinks with
the temperature above 1100 degrees
had the potential to be affected. The
sinks that had temperatures higher
than 110 degrees were immediately
adjusted to get temperature at or
below 110 degrees.

. The residents who reside in the
affected rooms and any other resident |
or visitor had the potential to be
affected by the temperatures if their
exposure would have been for a
prolonged period.
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PREFIX

FAL
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DEFICIENCY |

(Xa!
COMPLETION
i DATE

F 323 Continued From page 4
temperatures in resident rooms on 07/11/13 :
revealed temperatures of 118 degrees Fahrenheit |
in two residant rooms, Room #1 and Room #7.

: The findings include:

Walter tamperatures observed during the :
environmenial walk-through with the Maintenance !
Director, on 07/11/13 between 10:35 AM and :
11:15 AM revealed water temperatures taken by

" the Maintenance Director in the sink of Resident

. Room #7 at 10:47 AM was 118 degrees

| Fahrenheil. A waler temperature taken in the

sink of Resident Room #1 at 10:51 AM was also

i 118 degrees Fahrenheit,

- A review of water temperature logs maintained
weekly by the Maintenance Director revealed no
recorded temperatures above 110 degrees
Fahrenhaeit.

Interview with the Maintenance Director, on
07/11/13 at 10:53 AM, revealed his goal was to
maintain temperatures around 110 degrees !
i Fahrenheit, 112 degrees Fahrenheit at most. He
| further revealed he had heard temperatures of
i 115 degrees Fahrenheit were safe. While the
 Maintenance Director did state temperalures of
| 118 degrees Fahrenheit were "a little high,“ he |
" believed they were not sufficient to cause burns.
The Maintenance Director revealed, in addition fo
waekly monitoring, he would adjust the water
temperatures based on informatjon provided by
staff indicating they were cold or hot. The
Maintenance Director revealed no one had
. reported 1o him water temperatures werg too hot, |

F 323j’he maintenance director has monilored

{he temperatures daily and will continue

io do so for the next month to insure the

water femperatures remain at or below

110 degrees. Safety committee will

monitor the maintenance temperature

feports for next three (3) months. The

GAPI committee will review Safety

committee minutes for the next three

quarters to insure continued compliance.

) In addilion the Safety committee which

is comprised of Administrator, Infection conirol
nurse, Maintenance, Housekeeping and dietary
representative ieam members, will be charged
ith the fallowing process each month at the meeting.
1. Audit and identify any environmental hazards
and residents at risk. 2. Evaluate and analyze any
risk, hazard, or potential accident. 3. Implement
appropriate interventions and or corrections,

(and where appropriate care plan(s).4. Monitor
and modify intervenlions and report findings to
the adrministrator and others to insure compliance.
All staff will be required te complete a course
which correspends to federal regulations: F323
én line course through Care2Learn University.
Staff will complete by August 30, 2013(See
Atftached course description)

. Corrected on Augusl 31, 2013

08/31113

FORM CRiS-2587({02-99) Previous Veisions Dbsolete

Event iQ:FHOV 11

Facilily 1D: 100362 If continuation sheet Page 5ol 8
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CFR: 42 CFR 483.70(a)
 BUILDING: 04
PLANAPPROVAL: 0315/72
|SURVEY UNDER NFPA 101 2000 Exoting ™~
FACILITY TYPE: SNFINF

- TYPE OF STRUCTURE: One (1) siory Type tit
- {200)

. SMOKE COMPARTMENTS: Three (3) smoke
comparlimenis

FIRE ALARM: Comptate tire alarm system

| SPRINKLER SYSTEM: Complete (wet) sprinkier
syslem

: GENERATOR: One {1} Type [f Diesel generator.

- A standard Life Safety Code SUrvay was
conducted on 07/10/13. River Valiay Nursing ‘
Home was found not 1o be in compliance with the
requirements for participation in Medicare and |

. Medicaid. The faciliity is licensed for sixty {(80)

: bads with a census of one fifty-nine (59) on ihe
day of the survey.

- The findings that follow demonsirate

i Noncoimptiance with Title 42, Code of Federal

- Reguiations, 483.70(a) et seq. (Life Safety from
| Fire}

i

Reficiencles were cited with the highest

STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERCLIA {XZEMILTIPLE CONSTRIFCTION {XH DATE SLiRyEY
AND PLAN OF CORRECTION IBENTIFICATION NURIBER;! A BUILDING 01 - MAIN BUILDING 01 COMPLETEL
185358 B WING 07/M10/2013
NAME GF PROVIDER OR SUPPLIER STREET ACDRESS, CITY, STATE, 2P COLE
! 308 TAYLOR STREET #402
RIVER VAILLEY NURSING HOME )
BUTLER, KY 41008
X44iD SIMMARY STATEMENT OF DEFICIENCHES : 0 PROVIDER'S PLAN OF CORRETTION §%5|
PREFIX LEACH NEFICIEMCY MIIST BE PRECEDED BY FILL © PREFIX {EACH CORRECTIVIE ACTION SHOIR.D RE §LGMPLETION
(AG REGHLATORY QR 1LSC IDENTIF ¥ ING iNF ORMATION} TAG CROSS-REFERENCED 1O TiiE APPROPRIATE Dalg
DEFICIENC Y|
5 ; is defici i affect |
K 000 INITIAL COMMENTS KGoo:* This deficient practice could affect ;

:ali residents due to this being a system for
Fire alarm which is designead to give
@gg%yone an early warning in case fire is
_ dptected, i
- 4] AliResidents, Staff, Visitors and
“glunteers can be affected ifthe Fire alarm’
) ;,,s‘;'stem is not functioning properly, due to i
1ot being properly and regiiiarty inspected.g
. The Maintenance Director and
: Administrators have marked each of their
. catendars for ihe dates that the inspections:
-of all systems ara due, to insure these
-inspections are not missed and are done

“limety.
e The Safety Gommitiee which is
chaired by the Restorative Nurse and has |
:members from each department wifl review
- and maintain a list of ali system inspections
*and the dates these are due. At the _'
“monthly meetings of the Safety Committee.
the inspection reports witl be documented |
- by the Maintenance Director and given to _
“the committee to verify timetiness and

completion.
Comptetion dale August 31,2013

*

TITLE 1XG ORTE

LABORATORY DIREC
5

y
WIDEWSI PLIER REPRESENTATIVE'S SIGMATURE
Vs M ;

Admcies frator 2 /2/13

Al

alher saleguards provide sulficen| profecliodtd the patianls, {Sea inslructions,

lalowing |he dale ol survay whellser or nol a plan ol colrection Is provided, For nursi
days lollowd g IHe date Ihese docuiments are made avaliabla & (he laciily. 11 deliciel

program participalion.

FORM CMS-2567|102-99) Pravious Versions Obsolsie

dalictency state%enl ending wilh an astepl]") denotes a dellciency which the instis

Evenl i FHEV21

ulion may bé excused Om correcling providing it is detéminéd thal
} Except lor nursing homes, the lindiigs slated above are disciosable 90 da ys
ng hemes, (e above lihdings and plans ol correction are disclosanla 14
icles are ciled, an approved pian of corecllen is requisita ip cellinued
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185355 B. WING 07/10/2013
NAME OF PROVIDER OR SLIPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

308 TAYLOR STREET #402

RIVER VALLEY NURSING HOME
BUTLER, KY 41006

Xajin SUMMARY STATEMENT GF DEFICIENCIES ? c PROVIOER'S PLAN OF CORRECTION I
PREFIX | (FACHOEFICIENCY MIST BE PRECEDED BY FULL © PREFIX {EACH CORRECTIVE ACTION SHOI LD BE { completion
TAG REGULATORY OR LSC [DENT IFYING (INFORMATION| | TAG CROSS-REFERENCED 1O THE APPROPRIATE | DATE
: DEFICIENC Y| ;
: } , :
K 000 © INITIAL COMMENTS & K 000 Lo This deficient practice could affect

galf residents due to this being a system for :
 Fire alarm which is designed to give :
; reveryone an early warning in case fire is

P BUILDING: 01 I detectad. ‘

. Ait Residents, Staff, Visitors and
-vofunteers can be affected if the Fire afarmf
_system is not functioning properly, due to
not being properly and requiarly inspectedx;

CFR: 42 CFR 483.70(a)

PLAN APRPROVAL: 03/15/72

- SURVEY UNDER: NFPA 101 2000 Existing

FACILITY TYPE: SNF/NF | i* The Maintenance Directorand |
: = - Administrat ftheir
TYPE OF STRUCTURE: One (1) story Type fli | (Administrators have marked each of thair
(200) | - calendars for the dates that the lnspect|ons§
| “of afl systems are due, to insure these !
: SMOKE COMPARTMENTS: Three (3} smoke | .inspections are not missed and are done
| compartments ' timely.
'FIRE ALARM: Complete fire alarm system " The Safety Committee which is
P _ - chaired by the Restorative Nurse and has :
- SPRINKLER SYSTEM: Complete (wet) sprinkier ~members from each department wifl review
system ; and maintain a list of afl system inspections
: ; ~ and the dates these are due. At the
GENERATOR: One (1) Type Ii Diesel generator, monthly meetings of the Safety Committee
A standard t.ife Safety Code survey was . the inspection reports will be documented
conducted on 07/10/13. River Vatley Nursing by the Maintenance Director and givento |
Home was found not to be in compfiance with the | ‘ the committee to verify timeliness and :
- requirements for participation in Medicare and : : compietion
- Medicaid. The facitity is licensed for sixty (60} ; ) . 2013 |
beds with a census of one fifty-nine (59) on the | - Compietion date August 25, 2013 o 08/25/13
. day of the survey. i
| |
' The findings that follow demonstrate g |
, nencompliance with Title 42, Code of Federai
- Regulations, 483.70(a) et seq. (Life Safety from |
| Fire)
i
. Deficiencles were cited with the highest : ?
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIE R REPRESENTATVE'S SIGNATURE TITLE R6( DATE

Any deliclency slalemenl ending wilh an aslerisk {(*} denotes a deficlency which the inslilution may be excused from cerrecling providing it s delermined thal
other saleguards provide sufficien! prolectlon lo the pallanis. {See Inslruclions.) Except lor nursing homes, (he lindings slaled above are disclosable 86 days
lollowing Ilhe date ol survey whelher or nol a plan ol correction is provided. For nursing homes, the above findings and plans ol eoreclion are disclosable 14
days lollowing the dale hese documents are made avaliabie (o he lacilily. 1 deliciencies ave clted, aiy approved plan ol carreclicn Is requislle 16 conlinuad

pregram paricipations.
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B. WING
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x4 | SUIMMARY STATEMENT OF DEFICIENCIES
! {EACH DEFICIENCY MUST BE PRECEDED BY FULL

PREFLX !
TAG | REGULATORY OR LSC MENTIFYING INFORMATION)

'

1
PREFIX

TAG
DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION : X8t
{EACH CORRECTIVE ACTION SHOULD RE D GORMPLETION
CROSS-RE FERENCED TO THE APPROPRIATE
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- deficiancy idenlified at "F" level.
K 052 NFPA101 LIFE SAFETY CODE STANDARD
S8=F .
! A fire alarm syslem required for life safety is
| inslalled, lested, and maintained in accordance

- 72, The system has an approved mainlenance
and lesting program complylng wilh applicabte
requirements of NFPA70and 72.  9.6.1.4

This STANDARD s not mel as evidenced by:
. Based on inlerview and fire atarm inspection

to lest and mainlain the fire alarm syslem per
NFPA standards. The deficiency had the

| (60) beds with a census of fifly-nine (58) on the
{ day of the survey.

* The findlngs include:

- al 11:15 AM, with the Mainlenance Direclor,

i reveated the facilily failed lo provide
 documentation lo show the fire atarm syslem

| with NFPA 70 Nallonal Eleclrical Code and NFPA |

. polential lo affec! all comparlmenls, alt residents
| staff, and visitors. The facitity is licensed for sixty |

Fire alarm inspection record review, on 07/10/13
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- record review, it was determined lhe facitily faited -
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inspeclion had been compteted the first quarter of |
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2013. Documentalion of Fire Alarm Guarlerly !
. inspeclions on 06/03/13, 11/28/12, and 09/07/12 |
revealed the system was in compliance and in

| work[ng order,

tnterview, on 07/10/13 at 11:15 AM, wilh the ;
Maintenance Diraclor revealed he was unaware
“ thal the contraclor had not compteted the
. quarlerly inspection. :

Interview, on 07/10/13 al 12:00 PM, with lhe
“Administrator revealed he was unaware of the
Fire Atarm inspection not compleled bul woutd ;
. starl monitoring the quarlerty required inspeclions |
far compliance.

. NFPA Slandard: NFPA 101, 9.6.1 4,

. Afire atarm system requlred for life safety shall
i be inslalted, lested, and malntained in
accordance wilh lhe applicable requiremenls of i
' NFPA 70, Nationat Electrical Code, and NFPA 72, ¢
. Nalional Fire Atarm Code. ;
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