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i legal representative or Interested family member.
C Comoliance:

l Tnls REQUIREMENT is not met as evidenced

Bsaed on obsonfahm interview, record review,

ang review pf the facilty’s policyiprocedure, it was

determined the teciiity falled to ensure the

I physician wiae notifted of changes In & wound for

one resldent (#6), In tha selecied sampla of
sevantaen (17) resldents.

Findings include:

A review of the facllity's palicy/procedure for
notification requirements, revisad 05/22/12,
ravealed if was the policy of the facillty to notify
the'residant, his or her attending physician, and
repressmtative of changes In the residant's
corndition.

Ardoond review revealed the facllity admitied
! Refldent #6 on 02/01/13 with diagnoses to
includa Muscle Weaknass, General
Oslacarthrosis, Lumbago, Occupationgl Theray
(01') Rohabllitation, Lumbar Pain, Anxlety,
‘ Dag-anerah‘va Arthrilts, and Status Post Fal,

A skm obaeryauon mmpleted by Licensed
: Praotical Nursa (LPN) #1 and LPN #2, on
l 021‘21!13 at 4:30 PM, revealed Resldeni #6 had a
pmwre sore above he coccyx area, which
f maéswred ona cantimater by one and two tenth's
! canfimetar, the area was reddensd and had a
supeniclal layer of skin missing.

I Areview of the nurse’s notes documented by LPN
#1 uatad 02!21!13 at6:17 AM and 8:25 PM™,

Nurses or Unit Manger on ajweakly basls for4
weeks for those resldents with any pew skin
condition ¢o validate the MDwas notlfied and !
gave ordens for the identified area, Findlngs will
be reported at the monthly Quality Assurance
and Assessment meeding for teview and fI
recommendations for a m of 6 months, I
any additional concerns are Igentified in the
ongoing daily review process for notificatlon of
changes ta the physician, the audits will be re-
implemented for further review and analysis in
the momhly Quallty Assurante and Assessment
Meetlng.

An sudit will be conducted !‘Ethe Director of '

[
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F 157 Coptinued From.page 2 F 157 o
g revealed ogw orders were received. .

A rgview of the physicien's order, daled 022913 I
{nd Ume indicated an order), signed by LPN #1,
roviraiad alaff should continue ta apply Pratective
: Olitment lo/the the red blanchable area and !
surounding skin of the cotcyx as a protective
{ 8vdry shift limes.ten days.

A phone Inlerview with Regldent #8's physiclan, ’
. on 022/13 at 9:30 AM, reveslaed no one from the
| taciity had contacted him on 02/21/13 to discuss '
Residant #8's wound on coccyx and revealed he l
i we? In a dagosition all day In Neshville. He siated
the staff must have spoken with his Nurse
, Praclitloner. l
Aphone Interview with Resident #8's Nurse l
i Pra:clﬁloner,-nn 02/22/13 at 11:00 AM, revaalad :
" shq spoke with tho staff at the faciiity on 02/21/13
regewrding the realdent’s lab work; but nothing was ' l
diséussed about the residant's wound on the
cocoyx. She etated she expected the facility 1o
! nolify har ¢f eny change In a wound.

" An Interview with LPN #1, on 02/22/13 at 3:45
PM,; revealed] sha spoke to Resident #6's

| physician several times on 02/24/13. The LPN

! statad she tdid told tha physician staff were going

* to continue the same treatment he/sha cumontly
had, and the phyaician sald, "OK, “Thanks®. The

i LPN revealed the current order we had was

{ running oul, s0 sha needed an order o continue

SR '

 An Interview with the Diractor of Nursing, on . ‘
02/22/13 8t 4:45 PM, reveslad i the nurse
documented she spoke fo the physician in the

N“W&?M?iﬁ-ﬁé}hﬁmwm Qbaciela Evort iy, GEGT11 Fadlity IO, 100049  continuation shaet Pege 3of 23
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B : * J l DEACHENCY) {
;e : [
F 1571 Continued From page 3 H F 157‘
. Nursg's nodes, than she bellaved the nurss did . '
| chatact thal physician, - !
F 253 483,18(h)2) HOUSEXEEPING & ' F 283
§s=E | MAINTENANCE SERVICES ' 4313
P
The faciitly must provide housekeaping and
j malnienance sdrvices neceseary to malnlain o it Is the praciice of Princeton Health and Rehals _
ssndlary, orderly. and camfortable interlor. to provide housekeeping and malotenance |
.- services necessdry to malntiin 2 sanilary,
orderly, and comfortahle inetior.

" This REQUIREMENT i nol met as svidenced

i by:

" Based on cbsarvation, Interview, and review of

| the facllity's pollcy/procadure, it was determined
thé fackity fefied fo provida housekesplng and

i miintenance services necessary to malnlal &
sanitary, orderly, and comioriabls Intardor related
to soamed, scraiched doors In thiteen residents*

’ ropma on the faciity’s 100 hall. Obseivations of

, the scarmed, scratched doors occurred through

i the duration of ths survey.

T TrEm mmmen L e e - e — ——

: Fmdings include: ,

Arsview of the faciltty's policy/procedure,
, "Environment Malntenance,” revisad 12/05M2,
| revenlad "t Ia the poilcy of this faciliy lo provide a
f safp clesn, well imalntained facity and grounds.
, Thé facllity wil be maintained and equipped to
; provide m ganitary, orderty and comiortabis
environment that protecis the health and safaty of

Room numbers

102,103,104,105,106,107,1
112,113,and 114 have had a
covers ocdered on 3/7/13
the backs of room doors, l
dloset doars a5 s00n as delivered, Andcipated |
delivery date is 3/25/13, .

,108,110,1)1,

dowrs, and tloset

onal vinyl

will be added 10
rocan doors, and

reskdent room

m L
The facllity malntenance seryice will add (he
viny] covers 10 10 realdent rioms per month l

: resjdents, péreonnal and the public.” uni] all restdera doors, barhmom doors and
| o closed doars have had the added vinyd covers
 Observation on the 100 hali, on 02/16/13 el 9:00 placed. !
1 AM, on 02/20/43 at 8:50 AM, on 02/21/13 at 8:00 !
I AM, and on 0222113 m B:00 AM, revesaled there '
, wers thirtasn residonts’ bathroom doarsfdoar ‘
i trames, closel doors, and doore 1o realdents’
: : j
rmmmpu@mmmmu Evindl I GEGTIH Facly I 100040 K comaustion shoel Pege d of 23
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F 253 | Cofinued From page 4
. Feome which wera severaly scamred and
j scritched. These Included room numbers #102,
#103, #1104, #4105, #108 {unoccupled), #107,
 #108, #1009 {unoccupied), #110, #1141, #112, #113,
L and #114.

. intarview wilh tha Pla Services Director, on
| 02/22/13 at 2:16 PM, tovealed ha was
* raaponsibie for the faclity's mainienance/sepalrs.
Hostated ho was aware of tha condition of {he
dodrs whichwas refated to whaeichalrs and other
! aquipment "bumping” theae eress, causing the
damage. He stated he had placed a viny! cover
- on fhe residants’ doors awhile back; however, It
| might requira replacing the doors.
F 314 483.25(c) TREATMENT/SVCS TO
§5=D | PREVENT/HEAL PRESSURE SORES

Baded on the comprehensive assesament of a

| resident, the facility must ensure thal a resident

, whié enters the facllity without pressurs sores

} does not develop pressura sores unless ihe
IndividuaX s clinicet conditon demonstrates that

I they were unavaidabie; and a resldent having

' Preyisure scres receives necessary treatment and
services to promole haaling, prevent Infaction and

! pravent new sores from devaloping.

: This REQUIREMENT is nat met as evidenced
by: | :
Bapad upon observation, intarview, record review

; and review of the faclity's palicy/procedure, H was

1 Gatermined the faclity falled o ensura a resident
having a pressure sore mcsived necessary

: treqlment any sefvices fo promote healing,

I pravent infection End prevent new sores from

' devaloping for on resident (#8), in the selecied

F 314

ongolng audit tool to report progress om the
addition of the vinyl covers fo the doors and
establish the priority Jevel of the 10 moms to be
selected each month untll all residant rooms
have been completed. This Ebe reported at

|
l
!

and Assessment:
endations, j

the monthly Quality Assura
meeting for review and reco

|
|

F3l4
483.25(c) Treatment ! SVCS 10 prevent fieal * 04/03/13

Pressore Ulcers
It is the practice of Princetor; Health and Rehab[

to provide care and services bo prevent avoldab}
pressure ulcers from develaping, provide
{reatment to promote heail

{nfectlon.

and prevent

Resldent #6 physician was ¢
and 2/22/13 regarding the residents skin
condltlon and orders were received and signed |
by the Physiclan for new 1
ered, An analysis of the wound was completed
by the licensed nurse that IncludLng the stage a
measurements of the area on 2/25/13. “T

resident by the unlt managers or floor nurse to ,
valldate any present skin conflitions were
reported 10 and being treated by the resident's I

FORM cus-zwﬂm-o:s) Proviows \etudong Obsclote

Evit 1D:GEGTHH

Fadily I0: 100049
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(X4) D SULMARY STATEMENT OF DEFICIEHCIES T 0 ! PROVIDERE FLAN OF CORRECTION s
FREFIX | |  {EACHDEFICIENCY NUSY BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE } CONPLETION
TAD ! REGULATORY ORLSC IDENTIFYNG INFORMATION) TAG cnoas.nsssnegg;g g‘ APPROFHIATE DAre
[ " |
T - i ’
: F314 (zont) i
€314 Continued From page 5 F314 ' :
: sanple of seventeen (17} residents, The facility physician. Any identified pressure areas had 2
falled ta endure physician notffication polides wournd analysis completed by the unit manger
! were followad related to a resident's worsening that includes the appearance] measurements, 2n ‘
pressure sore and lo accuralely assess the staglng of the pressure area|
| Prgssura sone Lo the coceyx area, on D2/21/13. !
I Prevent Re-occurence:
* Firidings Include: All Ficensed nurses were re-¢ducated by Ihe
. f Staff Develapment Coordinates/ Divector of
A reviaw of the facility's Preventive Skin Care Nurses starting on 2/22/13 ¢imtinuing until all
Program policy, revised 1427110, reveated based i licensed siaff have received the training
* on'skin review findings, appropriate proventive regarding the facility policy for pressure ulcers |
medasures will be impiemented and the resident's to include prevention, measuring, treatments,
I mdponsa 1D. pmvmlwa measures wiil ba Chal'lgﬂ of condition and ph {cian nollfication !
! mdnitored and altered 1o meet resident's nasds, A ;I::;TE:; ﬂl;:?:ri?:xl;:?m Pl‘l}statt:“ was
_ significant d:mng.e in the regident's skin condillon understanding of the educatipn provided. Any
will be communlcated to the physician, resident newly ide 5
] , y identified pressure uiter will be reviewed
- andf or responsible parly. Further review of the by the Clinical Care Coordinater /Director of
facility's AdmissionAWeskly Wound Analysia Nurses on the next business flay to validxe the
| Guidalines, dated 07/26/12, revealed a Staga Il staging of the wound, physidiat noUfication of
wag e partial thigkness loss of dermis presenting the area and that & current tréatmtent order isin
i as a shallow open uicer with 8 wound bed, place on the area, |
* without slough, May aleo present as an intact of |
. opénfruplured serumHitied blister.
Vo Complanes;
fa record review reveated the facity edmitted 11’: ?"‘rﬁ‘l’f of Nm]“’m review le:;mba
* Rehident #§ on 02/0%/13 with diagnosls to indlude sampre of al pressura ulcers an a weekly basls
; : ; to valldale accuracy of the upit manager ~
Muscle Wedkneés, Ccoupatlonal Therapy (OT) ducumentation regarding thej origaing
! Rehabiliiaticn, Lumbago, General Osteoarthrosls, appearance of the wound, udates to the
| Deganerstiva Arthritis, and Status Posi Fail. A physlcian for any changes in'the wound, and tha
: review of the Comprehensive Residant 2 curvent trealment order appropeiate o the
Assessment dafed 02/01/13, revasied a dried visualized factors of the wound is in place onth
s spdt 1o coctyx, pink and blanching, area weekly imes B-weeks, Flndings will be
. . reported to the monthly Quallty Assessment and,
} Ateview of the inilial Minimum Data Set (MDS) Assurance committee for review and ;
* asgessment, daied 02/01/13, rovoaled the fackity phi ey ’m'ﬂmc’fmm' y '“};‘;?h““‘ pfGmonths |
! vy ce™s are No e frequency may] -
,ﬁns;:mdwd' Reeldont #6 cognition as seversly be decreased at the discretios of committes, ’]
L — l ! |
FORM CM-2857(02 43) Pravious Yecskes Obaaleta Event [0; GEGTH1 Facdty ID: 100049 if continuation sheat Page € of 23
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E 314 ' c-ohunuad From page 6

A rhv‘law of the Pressure Ulcer Risk analysls/Cara
Plan for Pressure Uicers, dated 02/01/13,

revesled the facility axsessad Resident #8 ag at f

tisk for developing pressure ulcers and devsloped
! interventions (o provida treatments as ardsred by

lhd physician, apply protedtive ointment to cocayx
f avery shift for tan days and abserve for skin

vondition chisnges, redness andicr break In ekin

intagrity.

| Anjobservation of a skin assessmeni, completed
byl Licanaed Practical Nuraa (LPN) #1 and LPN
#2,.on 02/21/43 & 4:30 PM, ravealed Resident #5
had a prassure sora above the coccyx area,

f which measured ane cenlimetar by ona and two
tenth's contimeter and the aroa was reddened
anc\ had & eupariclal layer of skin missing.

' A raview of a physictan's order, dated 02/21/13
(no thme indlcated on order) aigned by LPN #1,

{ revbaled slaff should continue to apply Protective
Olntmant to the red blanchable area end
surounding skin of the cocoyx as a proteclive

.' avery ahift Umes ton days,

A p ne Interview with Reskient #8's physician,

| on 0212213 'at 9:30 AM, revealad no one from the
facimy hed contacted him on 02/24/13 {o discuss

{ Raéidant #8's wound on coccyx.

A phona intatview wilh Residenl #6's Nurse

l Pragiitioner, on 02/22/13 at 11:00 AM, revealed
! 5he spoke with the etaff al the facitity on 02/21/13

prding tha resident’s lab work; but nothing was

dis¢umsd about Jhe residant's wound on the
mccyx Shairavaaled protective ointment would

i havee been ardered for a stage ! or rednass, but
, tha nrdar would Heve bean changed to PolyMam

FORM GIMS-2567102-90) Previous Vorwions Chiscisie Evord b GEGT$1

Facily iD: 100049

¥ continualion sheet Page 7 of 23
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F 314 | Contlnued From pago 7 Fa '

if !bewuund waa identified as u alage Ii, She
I'urlher rovealed 8 wound missing a superficial
! laynr of aiur) should be identifiad as a stage i
wuhnd in her opinion. She statsd she would
ot the facdlity to nolify her of any change ins
und,

antervi'aw wﬂh LPN #1, on 02/22/13 al 3:45

i Fk?. reveglad she spoke to Resident #6's

* phiyalclan severd! times on 02/21/13. Tha LPN
steted she told the physicien slall ware golng la
contlnue the same treatment havshe currently
hatl, and tha physician seld, “OK, thanks®, The

i LPN revaalad the current order we had was
rurining oul; so she needed an order 1o continue
i

 Afaview of the documantalian of the skin
_assessment, dated 02/21/13, revealed there was
i a ftanchable red aren lo the cocoyx.

An interview with Registered Nursa (RN) #1, RN
#3 RN #5, LPN #1, on 02/22/13 at 10:30 AM,
! 1:0 PM, 2:00 PM mnd at 2:15 PM revealed
red’fdants' skin assassments am compiated every
wesk. The floor hurses compiets the skin

i assessmnts bul do not measure or alage the
wounds. The Unit Charge Nuraes measum and
stage the Ideniifisd wounds. The ficensed staff

i stated I they identify something abnomatl during
a sidn aasa*amam thay would report it to the Unit
Manager and the Unil Manager maasures and

] sta_ges the wound.

Aninterviews with LPN #2, on 02/22/13 at 11:30
- AM and 3:30 PM , revealed her role during a skin
assassment was {o 883956 and measure the
wobnd weeokly and she would have charted tha

FOR wseserm-ée] Proviaus Veiskons Olbsoiata Evend 10: GEGTH1

Faclty(D: 10009

¥ contfinuatipn sheat Page 80729
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F 314 | Continued From page 8 ‘ F 314 3

| arda on Resident #6's cocoyx as & red,
blznchable area. Furher interview, revasled the
staging of the wound is done by the Director of

l Nupsing. The LPN etated she had no training on
staging of a waund and she had not sean the

; arga on Resldent #6's coccyx until D2/21/13.

] Shi staled she would havg considersd it an opan

' arga untll the DON staped K, She further revealed
there was no weekly wound analysis sheet on

i Regident #6's cocoyx area.

Aniinterview with RN #4, on 02/22/13 at 2:30 PM,
reverled sho was supposad to assess and

! mgaswre the wounds waekly, and stags when

t npeded, She revealed whan tha flaor nurees find
an'area of cancem thay let me know. She stated

| she sometimea would discusa the staging of the

" wound with the DON. She revealed a Staga il

j was a blister, ebrasion, and/or shearing If

* affects the firs! layer of the skin. She slaled she -

; wobld stage gn area missing o superficia! layar of

l'skinesa Siape )|, becausa it sffocts the first tayer

_ offhe skin,

] i .

* Anisecond $kin observation of Resldent #6's
coceyx ared, on 0/22/13 at 2:55 PM, was
complaied per the DON's request. The cactyx
! arda efilf had suparcial skin kss, was red in
color, and thar was a slight whita ring
sutrounding the aree from the cream appiled ta
the area,

- intérviaw with the DON, on 02/22/13 al 4:45 PM,
! reveraled she somstimes goes o some of the skin
asgesaments, bi not afl the time. She atated
sometimes the clinical cara coordinator will go.

- Shb revaaled LPN #2 usually comes and gats her
I or another nurss to go with her to complets a ekin

]

FORM GMS-2667(02-4) Previous Versions Dbecletn
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
S FOR MEDICARE & CAID SERVICES OMB NO. 08380381
STATEMENT OF DEFICENCIES {#t) FROVICERISUFRLIER/CLA [#2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF N IDENTIFICATION HUMBER: A. BUILDING GOMPLETED
L 185318 B.YWING 92/22/2013
HAME ormom‘en OR SUPPLIER SYREET ADDRERS, GITY, STATE, ZP CODE
1X33 WENT AN BT.
FRINGETON ﬁznun-l & REHAB CENTER, ING PRINCETON, KV i
i MAARY STATEMENT OF uemusncgs D PROVIDER'S PLAN OF CORRECTION D
é’,:g';& :o (x-:ausau DEFIGIENCY MUST AE PRECEDED BY FLLL PREFIX I [EAGH CORRECTIVE ACTICN SHOULD BE COMBLETICN
TAG |} : HEGUWOR‘!OH LBC {DENTIFYING INFORMATION) TAG CROSJ-REFERENCED TO THE APPROPRIATE i
Py | DEFICIENCY
F 314, Conﬂnuad Frum page B F 314 :
aséessment The DON stated she would expect l
thq nursas to document any change &f the area .
and whet the araa looks lke. .
F 332 l .25{m){1) FREE OF MEDICATION ERROR _ F 332 [
Ss5=E RATES OF 5% OR MORE i
l Thé facilty must ensure that i Is frea of !
medigation error rates of five percant or greater, ,
Lo ‘ E332 .
i FOF 4/03/13
pf 5% or More . ,
This REQUIREMENT 18 not mel as evidenced : i P - : entificd
by. In the deficlency;
Based on agbearvation, ntarviaw, recond reviow, i Regident # 4,19, 20,21 bave had thelr

and raview of tha facllity's policy/procedure, it was
eiarrnlned the faclilty falled to ensure { was free

of & medicallon esror rate of five {5) percont or

i greater. Observatlon of medication passes

ravaalad the lacliity had elght (8} medicatlon

erprs out of forly three {43} opporiuntiies to egqual

a medication arroc rete of eightesn (18) percant,

| Firings Include:

N
Arpview of the poilcy/procedura “Meadication
Administration General Guideiines™, detad 09/10,
ravBalad medications were admlnisterend in
accordance with:written orders of the preacdber,

» Madications ware adminiaterad within shty (B0}

] minutes of the schaduled tima, axcept before or

¢ aftér meal orders, which were based on meal
llm‘oa

F 1. An observation of a medicallen pass, on

| 02420113 at §:00'AM, revesled Kentucky
Maplmﬂon Alda (KMA} #2 adminlstered Lisinopri

: - 107 mi iligrams (mp) to Resident #19 al 5:00 AM.

medications delivered In the ppropriste time
frame and administered med cauon.s with meals
ag required,

An audlt was compleled ofa medlcallon passes
to validate that medications were administered

nurses will be in-serviced orymedication pase
compliance times and delivering

of the medlcation pass ume as completed
bythe Director of Nursas and the medleation

physidan to valldate that medications were
pagsed within the acceptable Hme frame for BID,
TiD, with meals or food as applicable,

FORM CMS-2557(0249) Praious Versians Obesieto

Evorl J0: GEQT 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
FOR [CAID SERVIC OMB. 391
STATEMENT OF D X3 PROVIDER/BIPPLIERICLIA (%3) MULTIPLE CONSTRUGTION (x1) DATE SURVEY
AKD BLAN OF GO IPENTIFICATION NUMBER: A BUALDMNO COMPLETED
! 185316 8.WNJ 02/22/2013
NAME OF PROVIER OR BUPLIER SYREETADDRESS, CITY, STATE. ZIP CODR
S 1333 WEST MAIN 5T,
PRINCETON H}EALTH &REHAB CENTER, INC PRINCETON, KY 42448
PROVIDER'S PLAN OF CORRECTION 5
FREFX ; DerALENGY MRIET! ;l? ;J?:gglg?‘fiun PREFX (EACH GORRECTIVE AGTION BHOULD BE ol
TAG | REGULATORY OR L5G IDENTIFYING INFORMATION) ™o cms&aeﬁmggg&g APPROPRIATE
: |
1 v
Faaz. Gonltnuad From page 10 F 332 232 (Cont)
l A re\dew of the Physlcian‘a Crders and t Audits will be conducted by|the Director of
| Madication Administration Record (MAR) for Nurses, Unit Mangers ot Staff Development
Realdent #19, dated February 2013, revealed an Coordinator thrte ﬂmp:; pee ;f;‘f;'df:i‘:'::;::;
[ gfnq;;'gé I;:Lnoprﬂ 10 mg twice dally at 7:00 AM that medications ordered with meals/ food were
administered as ordered. Fl will be
2.:An observalion of a madication pass, on gﬁg;ﬂﬂﬁ;’;}‘rﬂygf . Ji};ﬁ?:f e and |
: 02!20!13 al9:10 AM, revenled KMA #2 recommendations for a mintum of 6 months
admlnlatered Patasslum Chiloride (CL} liquid 20 and if no concerns are notedithen frequency m.ay
. mi hequivilents (moaq) and Namenda 10 be decreased at the discretion of commiitee,
milligrams (mg) fo Residant #4 at 9:10 AM, The !
resident was not saling a mesl dusing the
. absesvation, Additionally, KMA #2 obtalned ;
Batopic S 0.25 percant {%) aye draps from the |
tejident's medication drawer; however, the eyo
! dmpa wem not administered during the |
obaervallorl
A qevlaw of the Physlclan's Orders and MAR, |
daled Febryary 2013, revealad the following
orgers for Realdent #4: Polaseium CL 20 meq
ilqtsid twica da'ly with meals al 7:00 AM and 4:30
PM Namenda 10 mg twice daily at 7:00 AM and i
' 7:00 PM, ana Bélopit § 0.25% eye dropa, one
dmp to the right'eya dully at 7:00 AM. The MAR
i reyaated KMA #2 initialed all three medications
givan at 7:00 AM.
A phona rntarvla-.v with KMA #2, on 02/22/13 af
1&00 PM, revealed sha had an hour hsfora or
l aﬂer the scheduled time to give a medication.
She wasg not sure whal happaned on 02/20/13 as | !
sha *usually” had encugh time to pass .
| médicalions within commliance. She revealed she ’
* shpuld have ensured the Palessium was
admln!msmd to Resident #4 dudng breakiast. '
' SHa etatad the ayp drops wera given to Residant '
- #4; ofter the obeervation; however, she did not l
FaRM wa‘mnoz{m) Pravicus Venwdns Obenkila Eveet [D; GEGTHt Fatifty ID; {00048 If contnuation sheol Page 1f ol 23
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FORM APPRQVED
MEB N 1

(%1} PROVIDERBSUPPLICRICLIA
IOENTHIGATION NUMBER:

185316

PH2) MULTIPLE COHSTRUCTION
A, BUALDING

B. WING

(43} DATE EURVEY
COMPLETED

02i2212013

NAME OF PROVIDER OR GUPPLIER
- PRINCETON HEALTH & REHAB CENTER, ING

STREETADDRESS, CITY, STATE, 2 CODE
1333 WEST MAIN AT,
PRINCETON, KXY 42445

BUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY NUST BE PRECEDED BY FULL
REGULATORY OR LSC IOENTIFYING INFORMATION)

Py -
PREFRIX
TAG

0 [ PROVIDER'S PLAN OF ¢
PREFIX {EACH CORRECTIVE ACTIO)
Y. £ROSS-REFERENCED TO TH

i DEFICIENCY]

£CTON £8)
SHOULD BE
APPROPRIATE i

Cohtinuad From paga 11
an;ure the surveyor observad 1he adminisiration.

F 332’

obeetvation of a madication pags, on
E 0221113 et 9:20 AM, reveeled KMA #1
ndihmfslsred Potassium CL 20 meq {iwo {abists),
Docuaate Sodium 100 mg, and Peraclin 4 mg to
Repldanl #20 af ©:20 AM.

' Aréview of the Physician's Orders and MAR,
1 dated February 2013, reveslad the following
1 orders for Residant #20: Potassium CL 20 meg
i table! (2 tablete) three times daily with meals at
[ 7:00 AM, 11:00 AM, and 5:00 PM; Docusata
" Sodium 100 mg {2 cepsules) twice dally at 7:00
AM and 7:00 PM; Perlactin 4 my twite dally at
70DAManu700 PM.

} 4 An observaﬂon of 8 medication pass, on

g 02!21!13 at 9:45 AM, revaaled KMA #1
administered Docusate Sedium 100 mg to
Resitont #21 at 945 AM.

| A revisw of the Physlclan's Orderg and MAR,

! datea February 2013, revealed an orger for
Docusate Stdlum 100 mg threa times dally at
7ODAM 1:00 PM, and 7:00 PM.

An mtarvlawwilh KMA #1, on 02722/13 at 10:45
1 AM, revealgd sho could give madications one

¢ hour bafore or afiér the scheduled time, Sha was
aware the madications were glven late 1o
Roaldanl #20 and #21; howaver, she did rial have
an b:q:lanahon. She revealed the Patassium for
Regktont #20 should have been administared
walh breakfaat,

. An lniandaw with tha Director of Nursing (DON),
. on bmm ‘at 4; zo PM, revaalad staff should

I

{
F 332

FORM WS-!EB?(M-@} Pravious Yarsions Obaclata

Evorti; GEGTH
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DEPARTMEN‘!' OF HEALTH AND HUMAN SERVICES FORM APPROVED
S RE & MEDICAID SERVICES : OMB } 0838-0391
OF DEFICIENGIES' (%1} PROVIDER/SUFPLIERICUA (22) MULTIPLE GONBTRUGTION P43} DATE BURVEY
i:g MF ECTIOH ' SENTIFICATION HUMBER: A BULDING COMPLETED
i i
i : 185316 5. VNG 02/22/2013
NAME OF Pnowufn OH SUPPLIER STREET ADDRESS, CITY, STATE, 2If CODE
! L 333 WEST MAIN 8T.
PRIRCETOR H!EALTH & REHAB CENTER, INC PRING K
] SUMUARY STATEMENT OF DEFICIENCIES 1 0 ) FROVIDER'S PLAR OF CORRECTION X8
g‘s’v‘& || (EACH DERCIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOUWLD BE w:tﬂnm
™G ! REGULATORY OR LSC IDENTATYING [HFCRMATION) TAD CROSS-REFERENCED YO THE APPROPRIATE
) S DEFIGIENCYY o
F 332 Co(\linued From page 12 F 332 '

pags medications ons hour before or afler the :
scheduled Ume. if the KMA was unable 1o give

! thei madication within comphiance, she expected ! [
the'nurss to'notlfy ihe physiclan to verfiy if the
meﬂleailnn should still be administered, She

expacted staff to follow the policy for madication ! lwm
: adminlstration, E3z2
F 372, 483,35(1)(3) DISPOSE GARBAGE & REFUSE F 372 wfmm
sg=F | PROPERLY Properly . ]
T [ t dlapoge of garbaga and refuse I is the practice of Princetm} Health and Rebab |
p:?p?:;iw must clapose oTgarbag Center to dispose of garbage/and refuse
properly.

E This REQUIREMENT is not met as evidonced I I the deficency:
! bys i ! No residents were identified in thls deficlency.
" Bdaed on obaervallon, interview, and raview of
the Faclity's policy/procedute, it was determined
tha facility falled ta ensura the proper disposal of
] garbaga as the facility's dumpsters wera not '

Ioc-ated on 8 washable surface.

1
Flridlnga include; i

E A mview of the Environmant Maintenanca )

_ polcylprocedure, revised 12/05/12, revaaled the Rubber matting is belng placed under the four
f facillty would be equippsd to provide a sanltary, dumnpsters secured with stea] rods by the
} orderty, and comiforiable snvironment that Environmental Services Dirdetor tn create a
p!dtecled Ihe hedlth and safety of restdents, washable surface under the containers by 4//12!

j pecsonnel, and the public,
i H

An.obearvation, on 02/20/13 at 1:45 PM, revealsd MMWW l
d
il’oﬂrdumpa\evs (3 for trash, 1 for racycle I The imental Services|Directar will au d.lt

ca rd) paar the back of the faclty on @ the new rubber matling system under the four

gravel surface. - dumpuersf for placement and cleantiness 3 titrlr::s
- per week for 8 weeks and report findings to
An intarview with the Administralor, on 02/22/13 l?nomht]; Qualir;ffsurmc? d Asse:;ﬁent
at d 100 PM, reveaiad 1he facillly had planned to meeting for review and recommendations,
i : .

FORM M&M(Q%S)WYIW Cinclster Eveed 10; GEGT1Y Fadlity ID: 100049 If condinuation sheat Page 13 of 23
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DEPARTMEN‘K‘ OF HEALTH AND HUMAN SERVICES FORM ARPPROVED
NTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0§38-0391
STATEMENT OF DEFISENS(ES | (%1} PROVIDER/SUPPLIERICLIA 02 MULTELE GONSTRUCTION [43) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION HUMBER: A BUILDNG COMPLETED
I
i : 185316 B.WINO 021222013
NAME DF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, 2P CODE
! iEH B CENTER, ING 13X3 WESY MAIN 8T,
PRINCETON "5““" & REHAD R PRINGETON, KY 42443
(K4}, BUMMARY BTATEMENT OF DEFICIENCIES ! o . FROVIDER'S PLAN OF CORREGHION I om
pReF | ¢ (EACH DEFICIENGY MUIT BE PRECEDED BY FUiLL PREFIX {(EACH CORRECTIVE ACTIONSHOULD BE | COMPLETICN
we ; RESLH.ATORYOR LG DENTIFYING INFORMATION) TAG GROEH-REFFRENCED TO THE APPROPRIATE DATZ
| i N DEFIGIENCY) I
1 ] :
£ 372 Continued Frum page 13 Far2 l
‘b?abk lop® the par!dng lot and dumpster area last
| yest; howaver, it was nol completed. 3 |
F 431 483)8040), (d), (¢) DRUG REGORDS, Faaq| 483.60()(d).(«) Drug Records LohelSitore .
§5=F ; LAEEUSTORE DRUGS & BIOLOGICALS Tt Is the practice of Princeton Health and Rehab
l : o ensure an account of all controlled drugs is
The/facllity must employ or oblain tha sarvices of malntained and perlodically reconclled, and to
e liconsed pharmadiat who estabishes a syster . properly store controlled drugs in the
, of récords of recelpt and disposition of all : refrigerator and keep updated(supplies avallable
! i controlled drygs Ih sufficient detall to enable an in the emergency cart.
" accarate reconclilation; and determinea that drug g
racords are i arder and thal an account of all

! confrofied drugs ks maintained and periodicaly
reoqncued. ! i

Slx oux of six medlc.mon art}, @
] Drups and biologlcals usad in the facility must be contalning narcatic EDK :nd

!abﬂled in accordunca with currently accepled presentin the fncll!ty 10 valldl
professiona! pringiples, and include the
Bppropriate accassory and cautionary

" Instiuctions, end tha explration date when
| app!luable. :

L, one refrlgtrator
one code carl are

tn npcordam:a wilh State and Federal laws, the
I faciity must store all drugs and blologleals In
Iackad companmenu undar proper ten'perature N
in-serviced 1o al
| ccnlmls. and pamil only authorized personnel to i {lcensed nurses and Centified Medicadon Techs |

| hisve accans ta the keys. i and lmplemented on 3/2/12 by the Director of
Nurses and Staff Development Coordinater that
The faclity muat provide separately tacked, exteads the tracking system 1¢ count the number ;

: permanently affixed compartments for storage of of sheets present In the care. The code caret was

conirolied drugs isted in Schedute 1l of the j andited by the Director of Nug
Comprehensive Brug Abuse Prevention and acceptsble explratlon dates o
Conrol Act of 1976 &nd othor drugs aubjsct to
abqsa. axcapt whan the fachity uses single unit
packaga drug dlalnbution systema In which the Compliance;
quantity stored is minimal and a miasing dose can A“d{“s will be completed by the Unit Manager/ .
 bs ha iy dotected., Staft Development Coordinator three times pec |
week for B weeks (o validate the narcotic count
sheet correcily reflects the number of cands In,
i the cart and that the refrigersior coraining the
narcatic Eokitnn 100 ball 15|

i L
] T -
FORM CMS-2581(02.09) Provious Varsions Dbaokets Kveri 1D: GEGTY Facilty ID: 100049 IF eontinualion shea! Paga 4 of 21
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" Baged o0 obearvation, interview, and revigw of

thd facility's policy/procedura, it was determined
} ihg Fecllity feled {0 ansure an eccount of all
coftrolled drugs was maintalned and parodically
redoncl!ad and to ensure tha proper storage of
wntrol!ad druge in the refrigeraler. AddHionally,
the Facllity faled to ensure medical supplies
' avéilable for uss in 1he emergency cart wera not

expirad.

! Findings inciude:

1. A review of the Controlled Substance Dispoasl
]1 Pritocol, undated, revealed at regular intarvals,
i avolding a targe bulld up of madications,
' medication should be disposed of in @ manner

, apprapriate for the medicailor lype.

'Anobsewauon on 02/20/13 at 4:20 PM, revesisd
, thifty four (34) narcotic medications were stored

| in the medigetlon carts; howover, the medications
were not in use, The medications were abserved
i in :_ha carts with the narcotic coimt shest wrappad
ardund the medlcatlon

An interview with the Direstor of Nursing (DON),

1 on /0212013 at 4:20 PM, revaaled the majority of
thd narcotics were from discharged residents
betwean 011013 and 02/42/13. She revealod

; saff wero s{ippassd to bring the narcotlcs to her

| (lo'be raconciled) when a resident discherged or

! it 8 madicatlon order changsd/expired, She
rwaa!ed whiar lefl in the medication cart, the ataRf

l ware auppokad lo "count” them; however, it was
noldnmmantada Thera was no tracking system

review and recommendati
& months and i€ no concerns

committee,

frequency may be decreased

expiration dates are acceptable, Findings ;
wiil be reported to the monthly Quallty l
Assurance and Assessment ¢ommittee for

are noted then

FORM APPROVED
CES OMB NO. 0838:0
ETATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA {2) MULTIFLE CONSTRUGTION (43} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
: .: 183316 8. Wiko 1212272013
HAME OF pnov:rian oRt suépuefa STREET ADDRESS, GITY, STATE. 2P cooaf
PRINCETON HEALTH &REHAB CENTER, INC $333WEST MAN 81. i
PRINGETON, KY 42445 |
oapn ; slmu-\nv STATEMENT OF DEFIGIENGIES 10 PROVIDER'S PLAN OF CORRECTION [ o
PREFN : JEAGH DEPCENCY NUST BE PRECEDED SY FULL PREFIX {EACH CORREGT IVE AGTION SHOULD BE coumETIoN
TAG | | REQULATORY OR LG IDENTIFYING INFORMATION) na i ¢aos.s-w€na;gfl2 é?! APPROPRWTE
b ; '
[ | ‘ ) | E
; L Fal (cont)
F 431 ‘ Gdnlinugd From pags 14 P Faat -
cart will be audited on a quanetly basls by the ,
Thfs REQUIREMENT ks nol met as evidenced Director of Nurses / Unit er to validate

for a miniraum of

at the discretion of'

FORM CMB-. Sﬂ(oaﬂ)wmmh Even| ID; GEGT {4

Fac@tyilr 100043
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{X1) PROVIDGR/BUPPLIERICLIA

STATEMENT OF DEFIGIENCIES
IDENTIFIGATION WUMBER:

AND PLAN OF CORRECTION

5 488316

{%2) MULTIPLE CONSTRUGTION
A BUILDING

8. MING

PRINTED: 02/09/2013
FORM APPROVED
B NO,

{43} DATE BURVEY
COMPLETED

083 i

p2fear013

HAME OF mo\m'fn OR SUPPLER'

] .
PRINCETON HEALTH & REHAR CENTER, fHC

STREET ADDRESS, CITY, STATE, UF CODE
1337 WEST MAIM 8T,
PRINCETON, KY 42845

puyD . SLMMARY STATEMENT OF DEFICIERCIES
PREFIX : | (EACH DEFIIIENCY MUST B PRECEDET BY FULL
THG | Rseuurorw OR LEC IDENTIFYWHG INFORMATION)

D FROVIDER'S PLAR OF
PREFIX {EACH CORRECTIVE ACTI
TAG CROSY-REFERENCED TO TH

DEFICIENGY)

RECTION
SHOWLD BE
APPROPRIATE

)
DATE

F 434 Contlnusd From page 16
i iln plaoa to ensure an accurate account of the
i : nansotica {notin usge),

An Iniervlew wﬂh the Administrator, on 02/20/13

1 at 4:40 PM, rovealad the Clinlcal Care
cwrdlnalur.was rasponsibie for monthly awiits of
lhq madk;atlon carls; however, the ast audit was

| complated on 01/02/13.

I 2. A review of the Controtied Medivations

| Adminialration policy/procedure, revised
10J01/13, reveatad Schadule i controllad

[ médleallons subject to the Comprehensive Drug
Ahusa Preventian and Control Act ware slored in
' a dabinat of subalanlial construction under a
dojtble-lock system, or as otharwise required by

; sldte regulationg.

P ‘

obsarvation of the 100 hal! medicallon room,

on; 02!19113 at 10:10 AM, revealed an emeargency
nateatic kit of mudioations In the relrigoralor,

" unloekad, The Glinkcal Care. Coordinetor (GCC)

| wes pregent during the observation. The kit

" ingludad he following narcotics:

-1, Morghine 20 milligrams {mgymiilitar {ml)
{ (30 ml vial) ‘

-2. Marphine 10 mg/ml (G vials)

3. Fenlanyl patch 25 microgram {mog) {6
l pnlchas) _

4. Lorazspam 0.5 mg {6 lablats)

.5, Lorazepam 2 mg/imi (2 vials)

i 6 Hydrocodénempap 5/500 mg {6 tablels)

i All intendew with the GGG, on 02/22/13 el 2:15
Pht, revealid the nurse should hava ensured the
refrigaratorwas locked befora leaving the

| n@Munirmm.

[

F 431

+

FORM CNS-255H{02109) Pravious Vorzons Ohzakita Evert I:GEGTS)
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DEPAR’I’MENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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AND PLAN OF EGTION - IDENTIFICATION NUMBER: A BUILDING
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) ;
P 185316 B.WING 0242212013
NAME OF PROVIDER OR SURPLIER, STREET ADDRESS, CITY, STATE, 2P CODE
! - 4333 WEST MAIN BT,
BRIMCETON HFALTH A REHAB CENTER, INC PRINGETON, KY 42445
A SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORREGTION | o
,?;‘24& | (EACHDEFIGENCY MUST BE PREGEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE " coMPLETON
TAG . | REGULATORY OR LSCIGENTIFYING INFORMATION) TG cmws&sgﬁcggg‘ APPROPRIATE [
i - ‘
T ; T +
b c }

F 431 Cohtinued me page 16 F434

' AN Intewiew with Reglstered Nurge (RN) #4, on

| 02/20/13 at 1:00-PM, revealed she was suppossd

1o éneure tha reffigerator In the medication room
_wag locked at all imes.

1 N

| Aniintsrview with the DON, on 0222113 at 4:20
PM, revealed whian nercotice were prasent in the
telﬂgarator It should ba lncked at alt Umos,

‘ 3. An cbservation of the smergency car, on
021 W43 al 10:10- AM. revaaled tha foliowing
l sui:-plles with an explred date, available for use:

1. {hree aterlie saline bollles, expired i
| Dacembar 2010 :
12, three packs of lubrcating jally, expired June .
2010 l
i ‘3. two packs of lubricating Jelly, expired June
! 2008 .
‘8. muitipie alcohal prep wipes, expired |
I N bet 2010
;5. one botile of hand sanlizer, expired
February 2010

: A tevlew of tha Emargency Cart Checklis!, dated

5 02/17/13 end 02119/13, revealed staf had
dacumented the emergency car was locked on
thé listed days.

l An Itanilew with the CCC, on 0/22/13 at 2:15

' PM revealpd (hird shift staff had documented the
amorgancy cart was locked; however, they shoukd
haya opanéd 1ha cart to ensura the supplies were

-’ nat axpired.

F * .
- An interdow with the DON, on 02/22/13 st 4:20
. PP:!. revealed ehe expected third shifl staff (o

]
FORM GMB-2507(0%-69) Fravious Versions Obeolste Evant 10 GEGTH Facitty iD: 400040 ¥ coninston sheat Pags 17 of 23




{a) Infection Controd Program

The fecliity must establish an Infaction Gonlrol
i ngmrn under which i -
§ (1) investipates, controls, and prevents infactions
Hnthe facliity;
{2) Decides what procedures, such as lsotation,
ghdutd ba applled to an Individuai resident; and
(3)Mnlnmlns arcard of incidents and corrgotive
actlom ralaied td infections.

(b)'Pramﬂng Spread of Infection

(1)'When the Infection Condro! Program

' detarmines thal a residant neads Isalation to
| prevent iha apread of Infection, tha factlity must
Isolate the resldant,

(2) Tha taclity must prohiblt amployeas with a

| communicable dlseasa or infectsd skin lesions

- from direct contact with residents or thelr food, 1
 dirgct conlact wiil transmit the disesse.

{3) The facility miust raquire atalf to wash thelr
hands after each direct reskdent cantact tor which
haid washing ls Indicated by accepted
prdfesalonal practice.

{cyLinens ‘
Psfeonnal must handla, store, process and
trahspont inens ao as to prevent the epreed of
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F 431 Continued From page 17 F 431
check the cantents of the emergenay cart at lesast
moﬁlhly ’
Fadt 483.55 1NFECTION CONTROL, PREVENT F 441 EMl nfectlan Co 1 bato3/13
§8=E | SPREAD LINENS Tlimens ‘eveint Spread.
i Thé faciity must establish and malntan an Rtls ‘tba,‘f:ﬂ“ﬁ' ;Lﬁﬁ;ﬂ“&::g:ﬂﬁ?b
10 eata Bl
! Infestion Controf Program designed {o provide a program designed to provide 8 safe, sanitary and
_ sale, sanftary end comfortable environment and comfortable environment and to help prevent the
10 help prevent the development end transmisslon development ang tiansmlssloh of disesse and
o diseare and Infection. Infection,

according to standard comactprecautions with

in the deficiency;

Resident # 1,2,3 are being provided care and
services using hand hygiex;gn glove use
emphasis placed on Incon

t care, skin

! evaluations, wound measuremenis and hangling
food at resldent bedatde,

Audil;s have been completed n llcensed nurses
and certified musing assistanis by the Directer
of Nurses, Unit Managers and Staff
Developmem Coardinator to valldate residents
are being provided care and services using hand

Prevent Be-occurrence;

All licensed nurses and certified numing
asslstants have been in-serviced by the Divector
of Nurses / Staff Development Coordinator on
Infection contro] standard precauilons ta fnclude
hand washing and glove use while performing
Incontinent care, skin evaluations and fand
handling at the mldmt bedslde, All licensed
rof
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TAG ' -REGULATCRY ORLSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPARIATE OATE
: . DEFICIENG
N |
F 441 Coinilnued me page {B F 341, |
} infaction,
i Fadlcont)
) Nurses / Staff Development Caordinator on
: . mainalning standard precaugtons durlng wound
::;!s REQUIREMENT is nol met as evidenced Messurements. The dn-servide was Lnitiated on
;o ‘ 222413 and will cortinue uijil all ltcensed staff
| Based on obeervation, record review, Interview, and certifled nursing assistamts have received the
¢ and review of the fadlity’s policy/procedure,  was education.
. delemined the feciiity fallad to establish and
| malntaln an infection Control Program dasigred .
I’ to provide & safe, sanftary and comforiable Compliance:
" anvironman and 1o help prevent the developmant : !
. and tansmission of diseass and Infection for Audits wlll be completed by the Directorof |
I three rasidants (1, #2, and #3), In tha sslected Nurses/ Unit Mangers/ Staff Development
| aainple of 17 residents Coordinator 5 times per weeks for 8 weels to
P ' valldate resldants are belng provided care end
; . ! services using band hyglene and glove use
‘; Certified Nurse Aide #6 failed to change her according to standard p ons while
glavea after providing Incontinent cara to . performing incontinent care,skin evaluatlons,
Repident #2, ang proceeded to bathe he resident wound measurements and fopd handling st the
using Lhe same dirty gloves. |n addition, CNA #B restdent bedside. Findings
: hahdled & package of cookdes balonging to will be reported to the mountjly Guality
'Resldent #2 with her dirty glove, and then Assurance and Assessment committee for
| continued 16 provide care for the resident, , review and recommendation; for a minimum of
P ' : & momhs and if no concerns are noted then
! Licensed Praciical Nurse {LPN) 81 failed to | “‘q“ﬁ"c’ may bie decteased st the diseretion of
' chpnge her contaminated gloves and wesh her commitee.
hands aftar completing per-care for Rasldent #3,
and cenlinued 1he resident's skin asseasment.
| Additionally, Reglsterad Nurse #3 measured the
I depth of @ coccyx wound using her gloved "pinky
* finfer” during @ skin assessmeni for Realdent #1.
 Findinge induda;
l I H .
| Arpview of the faciilty's protoco), "Hand Hygiene
| and Medical Glove Uss,” undated, reveated the
- us¢ of gloves dogs nol raplace the need for '
FORM GMS-2567(0290) Provious Versions Obscisin Event 10:GEGTH1 Ficlity 10; 100048 tt cominvaiion thea'l Page 190123
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4D ! SOVMARY STATEMENT OF DEFICIENGIES ©
PREFDX ¢ (EAGH DEFICIENCY MUST BE PRECEQED BY FULL PREFIX
YAD  ;  REGULATORY ORLSC IDENTIFYING IFORMATION) e

DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION P
{(EAGCH CONREGTIVE ACTIGN SHCULD BE | COWPLETION
CROSS-REFERENCEG TO THE APPROPRIATE aTE

|- i
: : |
F 441 | Gontinued From page 18 . Fad4
! ciganing your hands. Hand hygisne should be
. comnpleled when appropriate regendless of the
. indleations for glove use. Staff should remove his
or her glovés o perform hand hygiens, when an
indication occurs while wearing glaves. Digcard
glovos afler each task and clean your hands,
grovea may.carry germs. Wear gloves when
_indicated according to $tandard and Contact
: Précautions, otherwise they may become a major
l rlsk for germ transmission.

l 1. 'Arecord review the faclity admiited Resident
{ #2'on 01/18/13 with dlagnoses o include
Dlabe!es Uncomplicated Type II, Dlabates
Glrculetory Disordsr Type H, OT Rehab, and OT
MelaiseJFaﬁgue

I Oliservation of g bad balh for Resident #2, on

" 0212013 8t 8:50 AM, revealod CNA #§ used soap
and watar, washed head to los, and used 3

. soparate washcloth for the peri-area; however,
thg regident wag ircontinent of bowel/bladdar,

| and CNA#§ did ot chanige her gioves af this

: timie. She proceedad o put har dirty gioved hand
inthe same water usad for bathing the resident,
Shwr then washed the resldeni’s back and
buftoeks. Tha CNA changed the rasident's bed
and again used the same gloves and used the
same washcioih.to ceanse the other side of the

. rea!denl CNA #6 ansisted the resident to get
drédsesd, as weil'as change his/her bad lingns
wilhout ever changing her gloves or washing her
hands. It whs not unth she was compleisly
thrdugh with the resident’s bathfincontinert
care/bad lingn change, that the CNA disposed of .

" hef gloves and washed her handa with sosp and

er,

1

e
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APPROPRIAYE dare

F 441

Cénllnuad From page 20

Addiionaily, on 02/20/13 al 12:48 PM, an

| observalion during provision of Reaideni #2's
indonlinent care revealed CNA #8 pulled a
pankaga of cookies out of tha resident's
nlqhtstand rewver with her dinty gloves on, and
lald the packaged cookies on top of the'
nightstand. She then went directly back to
asshsting with the proviston of tha resident's care.

intendew with CINA #6, on 02/20/13 at 2:00
PM, revealdd eha recelved tralringfinservice
. regarding proper ghove use and handwashing
. prolocal; howsver, she could not recall a dats.
Durhg the Intervlaw proacass, she reallzed her
eriors <uring the “on hands" resident care, as
wall as handiing the resident's cookies
indppmpﬂnlely She stated " was narvous, not
thlhk.lng clearly.®

2. A racord review ravealad the faciity admitied
i Resident #3 on OR26/12 with disgnoaes lo
| Induda Alzheimer's Dlsease, Lung Cancer,
Deprasslon Anxlety, Ostecarthiilis, B Complex
Deﬁclency. and Canstipation.

Obaervation of a skin assessmant by LPN#i, an
02/20/13 at 2:00 PM, revealad LPN #1 opened
" Rebldent #3's trcontinent brief, observed hisher
pefinea! area and performed parineal care. Afier
parfom-ﬂng the perineal care, the nume diapesed
of tha dirty wWiped In the garbage snd continuad
with the aidn assessment wihout removing her
ooqlaminatad gbvea. washing har handg, or

F 441
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| naapphrmg hew gloves. The nurse confinued to
' patfanm the BKin assessmant wearing a
" cohtaminatad pair of gloves, touched the
msidant’a bilateral lower extramilles, rapositionad
; himver In the béd and pullad up histher sheat
l andl blanket, bafore removing the contaminated
! glovea, and washing her handa, LPN #1 did not
remava her gloves, wash har hands, or egply
clann glovas eftér contact with Resident #3's
porineal area and prior to the examination ¢f the
' reéldenrs bilateral lower extremitias, rpostionkapg
him/her In Bed, and pulling up hisfher sheet and ’
bldnkst. -

Arl intarview, cohducted on 02/21/13 et 10:10 AM
wilh LPN #1, revealed she was knowledgeable

| about the facitity’s policy releted to proper hand

| wdshing hyglene and gloving tachnique. LPN #1

| stdtad sha doas not know why she did not follow
theé proper hand hygiene and gloving lechniques.
Shie statad she was "nervous” during the

) pn’gcedum due ta being obaarved by surveyors.

i 3, Aragord reviaw revealed the facility admitted
! Hdsldent #1 to the facliity on 08/14/12 with !
" diggnosas o Include Congested Heart Falfure, |
Exploaive Peracnality, Aggression,
Atlial-Fibrilation, Hypsdension, Anxiely,
Dﬂprosslnn Insbmnla, Alzhelmers, Dementia OT ' g
i whBehavioiel Disturbance, Old Myggcardial : !
* Infarclion, dand Gastroesophagee! Reflux
Digmfdar

Obmnrauon of & skin assaessment, on 02/21/13 e!
10’16 AM, complated by RN #3 and assisted by

! CNA 18, revoalad Resldent #1 with a Slage IH
pﬂ?ssuro ulcer to hisfher coccyx erea measuring

Fomcw‘wr(o::mwmbuiwm Oinokte Event ID; QEQT 11 Fadity iy, {00040 il contiouatian shasl Page 22 of 23
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3.0 centimeters {om) x 1.6 ¢m x 0.6 om. During '
the skin asasssment and measuremant of the

wolind, RN #3, with gloved hands, maasured the
: lanpth and widih of the wound using a lape
measure; however, she used her gioved “pinky
fingar' to measuie the depth of the wound.

Aniinterview with RN #3, on 02/22/13 at 11:23

AM, revealed she measured tha wound's length x

width In centimelers using a tape measure,

: Whan questioned about the meaguremant of the

| depth of tha wound she repliad, ™l used my pinky
ﬁn jer.” Further Interview with RN #3 revealed the

fagitity protocod for measuring wound depth

Invplved the use!of & Q-Tip and not "a finger.”

| Shé reportat tha cuteame from Lhis Incldent
coyld be an.infac¢tion dua te "sticking her gloved
finger in thé resident's wound, and stated she !

' rorgot tha G-Tip for measuring the depth of the

wo‘und

[ An ‘interview with tha Director of Nursing (DON),
on 021’.':‘2!13 al 2:45 FM, revealed shy wes
unaware the otaff did not yes appropriate
hahdwashing technlque nor proper glove use
relsted to Infection control, and she was also

; unawars of the inappropriate handling of
Regident #2's cookles; however, she expected
i the stafl to usa proper protocol during provision of
! rogident care. She staled that afl nursing slaft
wete Inslrucied on the facliity's policies related 1o

* inféction control, hand washing/gloving
- techniques durinig thelr orlentaticn, as well as
! throughout the yaar at monthly Inservices.

l . . f
FD!'UJ ms‘mr(uz»i;w Pmn.-w-rdqu Obactele Event 10: GEGT 1 Facdity H); 100049 i confinuston shoel Page 23 of 23
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: DEFICIENCY}
; ) Submission of this Plan of Correction does not
K000} Continued From page 1 KO00|  constitute admission or agreement by the
. Regutations, 483.70{a) et seq. {Life Safaty from provider of the truth or the facts alleged or
Fira). :  conclusions set forth in the Statement of
. i Defictencies. The Plan of Comection is
f Deficiancies were cited with the highast subn:litted solely because it is required by the
! deficiency identified at "F* level. provision of federal and state faw.
K025 NFPA 101 LIFE SAFETY CODE STANDARD K 0251 K025 413
58=E ! ,
; Smoke barriers are constructed to provide at : | Itis the normal practice of Princeton Health and
: least a one helf hour fire resistance rating in : Rehab to mainiain smoke barriers that will resis
| accordance with 8.3. Smoke barders may i the passage of smoke between smoke
i tarminate at an atrium wall. Windows arg compartments in accordance with NFPA
| protected by fire-rated glazing or by wired glass standards, |
' panels and steel framas. A minimum of two ;
separate compartments are provided on each Corrective Measures for 1 Sydents
floor. Dampers ara not raquired in duct ! ed § L _
pam?tratlons ,Of §moke barriers 'n_ f“"Y ducted - Na residents were identified in this defictency. i
heating, ventilating, and air conditioning systems. .
. 19.3.7.3,19.3.7.5, 19.1.8.3, 19.1.6.4 i Ho er 0 may have

affected by this practice were fdentified:

! Residents in 3 of 5 smoke compartments have
the potential to be affected by the practice.

This STANDARD s not met as evidenced by:

. Basad on observalions and inlerview, it was | Al asures Im u 1
| determined ha facility failed to maintain smoke ‘ ] uﬂsﬂi@ﬂm
barriers that would rasist the pa:s'.sage of smoke The smoke partitions penetrated by pipes and
- between smoke compariments in accordance conduit on hail 2 and 3 were reseated with
with NFPA standards, The deficiency had the i cement on 2/21/13 by the Maintenance
; potential o affact three (3} of five (5} smoke Directar.
| compariments, seventy-two {72) residents, staff i All remaining smoke barriers were checked |
| and visitors. The facility is carlified for ' on 2/21/13 by the Maintenance Directorand |
! One-Hundred Four (104) beds with a census of 10 jssues were identified.

The Maintenance Director was re-educated
by the administrator on 3/11/13 on utilizing
the proper sealer and no areas of penetration
can be present.

Eighty-Two (82) on the day of the survey. The

. facility failed {0 ensure two (2} smoke barriers
were sealed around pipas and wires to resist the
passage of smoke. This deficiency was cited on
the pravious survay, on 12/20/11.
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K 025 Continved From page 2 K025,
The findings include: K-025 {cont)
: . . N
| Observations, on 02/21/13 between 9:10 AM and ! Monitoring Measures to Maintain Oa-
[ 10:00 AM with the Maintenance Supervisor, going Compliance:

- revealed the smoke partitions, extending above
- the ceiling located at the front of half 2 and 3,

; ware penetrated by pipes and conduit. Further

: abservation revealed quick foam was used on @
! concreted black wall,

- Interview, on 02/21/13 belween 9:10 AM and

! 10:00 AM wilh the Maintenance Supervisor,
tevealed he was unaware of the penetrations in
the smoke barriers as they had been inspected

; several times since the last survey. Further

I interview revealed he was unaware the quick

! foam was not suitable to seal & 2 hour wall.

. Interview, on 02/21/13 al 2:36 PM with the

! Administrator, revealed the facility followed Lhe
plan of correction submitted from the previous
survey. The Maintenance Supervisor is the anly

i individual that inspects the smoke barriers at the

! facility and he must have just missed the two (2)

" penetrations in the barriers.

: This is a repeal deficiency.
i
1 Reference: NFPA 101 (2000 Edition).

~ 8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
alr ducts, pneumatic tubes and ducts, and simitar
building service equipment that pass through

* fioors and smoke barriers shall be protected as

: foliows:

! (a) The space between the penetrating item and

" tha smoke barrier shall

. 1. Be filled with a material capable of maintaining
i |

The smoke barriers will be audited monthly
by the Maintenance Director and/or the
Maintenance employee to validate ongoing
compliance that proper caulking/sealant is
being utilized and no areas of penetration are
present, The results will be reported to the
Quality Assessment and Assurance
commitiee on a monthly basis for review x :
ane year to verify ongoing compliance. :
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K 025 s Continued From page 3

' the smoke resislance of the smoke barrier, or
. 2. Be protacted by an approved device designed
" for the spegcific purpose.

{b) Where the penetrating item uses a sieeve to

penetrate the smoke barrier, the sleeve shall be

solidly set in the smoke barrier, and the space
. between the lkem and the sfeeve shall

1. Be filled with & material capable of maintaining
* the smoke resistance of the smoke barrier, or
; 2. Be protected by an approved device designed
; for the specific purpose.

{c) Where designs fake transmission of vibration
| into consideration, any vibration isolation shalt
{1, Ba made on either side of the smoke barrier, or
| 2. Be made by an approved device designed for
- the specific purpose.

8.3.6.2 Openings occurring at points where floors
. or smoke
. barriers meet the outside walls, other smoke
 barriers, of fire
: barriers of a building shall meet one of the
. following conditions:
[ {1) it shall be filled with a material that is capable
of maintaining
the smoke resistance of the floor or smoke
barsrier.
{2} It shalf be protected by an approved device
that is
designed for the spacific purpose.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD
SS=E;
. One hour fire rated construction (with % hour
fire-rated doars) or an approved automatic fire
exlinguishing system In accordance with 8.4.1
andfor 19.3.5.4 protects hazardous ereas. When
the approved automalic fire extinguishing system
opiion is used, the areas are separated from

i

K 025

K 028

K-029 4/3/13
It is the normal practice of Princetpn Health and
Rehab to meet hazards in accordance with NFPA
Standards,

Corrective Measures for
identified in the deficiency;

No residents were identified inthis deficlency

ose Residents '
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K-029 (cont) I
K 029 | Continued From page 4 K 029| }
other spaces by smoke resisting partitions and |
doors, Doors are self-closing and non-rated or . How other residents who n

field-applied protective plates thal do not exceed
48 inches from the bottom of the docr are

. permitted.  19.3.2.1

This STANDARD is not mst as evidenced by:
Based on observation and interview, it was
determined the facility failled to mest the
requirements of Protection of Hazards in
accordance with NFPA Standards. Tha
deficiency had the potential to affect two (2) of
five {5) smoke compartments, thirty-four (34}
residents, staff and visilors, The facllity is
certified for One-Hundred Four (104) beds with a

- census of Eighty-Two (82} on the day of the
" survey. The facility falled to ensure two {2) rooms

were properly protecied due to the storage in the
rooms,

The findings include;

Observation, on 02/21/13 betwesn 10;00 AM and
3:30 PM with the Maintenance Supervisor,
revealed the storage room at the back of hall 2
did not have a door closure instalied on the door
and the door for the pantry room was vented to

- the corridor.

" Interview, on 02/21/13 between 10:00 AM and

L

3:30 PM with the Maintenance Supervisor,
rovealed he was unaware the storage in a room
determined whether the room was a hazardous
storage area or not.

ffected w8 practice were Idendfied:

Residents in 2 of 5 smoke compartments have
;  the patential to be affected by the practice.

A self closing device was installed on the
storage room door at the back of hall 2 on
2/28/13 by the Maintenance Direcior,

A new ventless door ta the corridor was ordere
for the pantry room on 3/7/13 by the
Maintenance Director.

The Maintenance Directar was re-educated

on the requirement for self-closers for rooms
protecting hazardous combustibles on

3/11/13 by the Administrator.

Mondtordng Measures to Iaintain On-

oing Compliance:

:  Rooms that contain hazardous combustibles

| will be monitored to verify that self closures
are present on the doors. This will be
conducted quarterly by the Maintenance
Director and/or the Maintenance assistant.
The results of the findings will be reported 1o
the Quality Assessment and Assurance
commiltee on a quarterly basis for a
minimum of one year to validate ongoing
compliance.

il
i
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D ! PROVIDER'S PLAN OF CORREGTION
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TAG . CROSS-REFERENCED TC THE APPROPRIATE
3 DEFICIENGY)

s
COMPLETHIN
DATE

K029 Continued From page

Reference: NFPA 101

accordance with 8.4.1
_extinguishing shall be
" aceordance with 19.3.

. and doors. The doors

following:

{9.3m2)

(3} Paint shops

{4} Repair shops

{5) Soiled linen rooms

' combustible supplies

combustibio materals

* field-applied
proteclive plates exie

. 19.3.2 Proleclion from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
j shall be safeguarded by a fire barrier having a
i 1-hour fire resistance rating or shali be provided !
" with an automatic extinguishing system in

, option is used, the areas shall be separated
; from other spaces by smoke-resisting partitions

automatic-closing. Hazerdous areas shall
include, but shall not be restricted to, the

(1) Boiler and fuel-fired heater rooms
(2) Central/bulk taundries larger than 100 ft2

. and equipment in quantities deemed hazardous
by the authority having jurisdiction
{8} Laboratories employing flammable or

. those lhat would be considered a severe hazard.
| Exception: Doors in rated enclosures shall be ;
1 permitted to have nonrated, factory or

5

(2000 Edition).

. The automatic
permitted {o be in
5.4. Where lhe sprinkier

shall be self-closing or

{6) Trash collection rooms
{7) Rooms or spaces larger than 50 (12 (4.6 m2),
including repair shops, used for storage of

irt quantities less than

nding not more than

K029
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K 029 Continued From page 6 K029
48 in, {122 c¢m) abova the botlom of the door. ; :
K 045 NFPA 101 LIFE SAFETY CODE STANDARD K 045
= K-45
SS°E - 4/0313
llumination of means of egress, including exit It is th ! tice of Princeton Health and
discharge, Is arranged so that failure of any single s (1€ normal practice of Princeton Health an
tighting fixture (bulb} will not i th : Rehal Center to ensure exits were equipped with
Ighting Tix uref ufb} will not leave the area in lighting in accordance with NFPA standards.
darkness. (This doss not refer to emergency
lighting in accordance with seclion 7.8.) 19.2.8 C esi

! Corrective Measures for these Residents
; identified I the defictency: i

No residents were identified in this deficiency,

 This STANDARD Is not mat as evidenced by: - . How other residents who ma haveb
Based on observetion and interview, it was : L re dentifled:

determined the facility failed to ensure exils ware Residents in 2 of 5 smoke compartments have

! equipped with ilighting in accordance with NFPA the patential to be effected.
- slandards. The deficlency had the potential to
* affect two (2} of five {5) smoke compartments, Measures Implemented or Systems

sevanty {70} residents, staff and visitors. The : Altered 19 Prevent Re-gccurrence:
facilily is certified for One-Hundred Four {104) ,

i beds with a cansus of Eighty-Two (82) on the day The exterior exit at the smoking exit had a
of the survey. The facility failed o ensure the dual light installed on 3/12/13 by the
emergency lights had two {2) bulbs at two {2) Maintenance Director. On the back of hatl 3 a
exis. i dual light was installed on 3/12/13 by the

: 't Maintenance Director.

i , . The Maintenance Director was re-educated

: The findings include: ; by the Adminjstrator on 3/11/13 on the

: . . - requirement for illumination of means of

I Observation, on 02/21/13 at 11:15 AM with the - egress is arranged so that failure of a single
Maintenance Supenisor, revealod the exterior light will nat leave the area in darkness.

exits at the smoking exit only had a single fight for i
| ilumination of the outside of the exit and the back '
: of the hall 3 did not have any exterior lighting.

Interview, on 02/21/13 at 11:15 AM with the
. Maintenance Supervisor, revealed he was
: unaware the lighting fixtures serving the exterior
| exits must include more than one bulb for
"illumination of the egress path.
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. ! K-45 (cont) !
K 045 | Continued From page 7 K 045 Monitoring Meagures to Maintain On- i
going Complance; 3
! Reference: NFPA 101 (2000 edition) All lighting by the exits for egress will be [
; 7.8.1.4* Required ilumination shall be arranged monitored quarterly by the Maintenance |
so that the Director or Maintenance employee to verify
fail f ingle fiahti td ti ongoing compliance. The audit results will be
: ai E:re o_ an.y singtle lighting unit does not result in reported 1o the Quality Assessment and
i an {llumination Assurance Committee quarterly x 1 year. |
I fovel of less than 0.2 ft-candle (2 lux) in any .
designated
i area, i f
K 056  NFPA 101 LIFE SAFETY CODE STANDARD K 056! 1
SS=F. K-56 1/03/13

; Wf there Is an automatic sprinkfer system, il 1s

" Installsd in accordance with NFPA 13, Standard

¢ for the Installation of Sprinkler Systems, to

: provide complate coverage for alt portions of the

; building. The system Is properly maintained in

? accordance with NFPA 25, Standard for the

_Inspection, Tesling, and Maintenance of

| Water-Based Fire Protection Systems. It is fully

' supervised. Thete is a refiable, adequate water

i supply for the system. Required sprinkler
systems are equipped with water low and tamper

" switches, which are elaclricaliy connected to the

: bullding fire alarm system. 19.3.5

" This STANDARD is not met as evidenced by:

. Based on cbservations and Interviow, it was

determined the facility falled lo ensure complete

' sprinkler coverage i accordance with NFPA

' standards, The deficiency had the potential to

i affect five (5) of five (5} smoke compartments, all
residents, staff and visitors, The facilily is

i certified for One-Hundred Four (104) beds with a
census of Eighty-Two (82) on the day of the

|

|
|

It is the normal practice of Princeton Health and
Rehab to ensure the building has a complete
sprinkler system installed in accordance with ’
NFPA standards.

;
riec I r ¢ Residen l

identified in the deficiency:

No residents were identified in this deficiency. ;

H ther residenis who ma

ave been
rei

fied:

Residents in 5 of 5 smoke compariments have
the potential to be affected by the practice. l

Measures Implemented or Systems Altered to
Prevent Re-occurrence:

The lights in rooms # 204, #207, # 211, # 213, &'
215, # 218 were moved $o as to not biock the |
sprinkler heads. This was completed by the

FORM CMS-2567(02-89) Provious Verskns Obsolate
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Facifity ID: 100049

If continuallon sheel Page 8 of 20




PRINTED: 03/08/2013

DEPARTMENT OF HEALTH AND HUMARN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0938-0381
STATEMENT OF DEFICIENCIES (1) PROVIOERUSUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN GF CORRECTION IOENTIFICANON NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
186318 B.WING 02/21/2013
NAME QOF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ON HEALTH & REHAB CENTER, INC 1333 WEST MAIN 8T.
PRINGET ™ ! PRINCETON, KY 42445
(X4}D SUMMARY STATEMENT OF DEF{CIENCIES D PROVIDER'S PLAN OF CORRECTION 1%5}
PREFIX [ {EACH DEFiCIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSG IDENTIFYING INFORMATION} TAG H CROSS-REFERENGED TO THE APPROPRIATE DATE
) ' DEFICIENCY)
. }
. i | K-56 (cont)
K056 Continued From page 8 K 056°

| survey. The facility failed ensure the sprinklor

| heads were not blocked by light fixtures in

| twenty-four (24) areas, located at least 4 inches

' from a wall in two (2) areas, two (2) rooms had
sprinkler coverage.

' The findings include;

| Observations, on 02/21/13 between 10:00 AM
and 3:30 PM wilh the Maintenance Supervisor,
rovealed the sprinkler heads located in resident

! rooms #116, #115, #113, #112, #106, #204, #207,
#2141, #213, #215, #218, #319, #317, #315, #316,
#313, #314, #307, #306, #304, and #303 were
blocked by light fixtures, within 1 foot of the
sprinkler head, extending below the sprinkler
heads. Further observation reveated the
sprinklers were biocked by light fixiures in the
clean linen room, copier room, and the front sun

+ FO0m,

interview, on 02/21/13 between 10:00 AM and

© 3:30 PM with the Maintenance Suparvisor,
revealed he was unaware that the light fixtures

; could block the sprey pattern of the sprinkler

! head.

* Observation, on 02/21/13 between 10:00 AM and
© 3:30 PM with the Maintenance Suparvisor,
revealed sprinkler heads in the in resident ciosels
of rooms #109 and #215 were located within 4
“inches of the wall.

Interview, on 02/21/13 between 10:00 AM and
3:30 PM with the Maintenance Supervisor,
_revealed he was unaware of the requirement that
* a sprinkler head must be installed at a minimum
- of 4 inches from any wall.

t
i

Maintenance Director on 3/5/13. The lights in
rooms # 116, # 115, # 113, #112, # 106G were
moved so as not to block the sprinkler heads.
This was completed by the Maintenance ;
Director on 2/29/13.

The lights in rooms # 319, # 317, # 315, # 316, '{
313, # 314, # 307, # 306, # 304 and #303 were |
moved so as not to block to the sprinkler heads :
on 3/11/13 by the Malntenance Director.

The Hght fixtures in the clean linen room and

the copier room were moved so as not to '
block the sprinkler heads on 2/29/13. This
was conducted by the Maintenance Director
on 2{29/13.

The sprinklers In the front sun room, resident
closets in room # 109, and #205 will be
relocated by the Fire Sprinkler Company on
3/18/13 so as not to be blocked by the light
fixtures.

Al sprinklers in the facility were audited by
the Maintenance Director on 2/21/13 to
verify that other sprinkler heads were not
blocked by lighting fixtures.

going Compliance:

All sprinklers in the facility will be audited
monthly on an ongoing basis by the
Maintenance Director and/or Maintenance |
employee to verify sprinklers are free from |
i
i

blockage.

The findings will be reported to the Quality
and Assessment and Assurance Commiliee
on a quarterly basis for 1 year to validate
engoing compliance.
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Observation, on 02/21/13 at 12:00 PM with the ‘
Maintenance Supervisor, revealed the resident
: closet and bathroom in room #302 did not have
" sprinkler protection.

i Interview, on 02/21/13 at 12:00 PM with the
Maintenance Supervisor, revealed ha was not
aware thal the areas listed did not have proper
sprinkier protection.

I Reference: NFPA 13 (1999 ed.)
5-5.5.2.2 Sprinklers shall be positioned in
accordance with
’ the minimum distances and special exceptions of
Sections 5-6
| through 6-11 so that they are located sufficlently
i away from
" obstructions such as truss webs and chords,
| pipes, columns,
tand fixiures.
Table 5-6.5.1.2 Positicning of Sprinklers to Avoid
- Obstructions to Discharge (SSW/SSP)

i

: Maximum Allowable Dislance
Distance from Sprinklers to of Deflector
above Bottomn of

| Side of Obstruction (A} Obstruction (in.)

[ (B

!'Less than 1 ft -0
tftolessthan 1 ft 6in, 2142

i 1f6in. to less than 2 f 32

l2fttoless than2 6 in. 51/2
2ft6in. toless than 3 f 712

i 3 fito less than 3 ft 6in. 9172
I NGin, toless than 4 f 12
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K 056 - Continued From page 10 K 056
:4 ftiolessthan 4 ft 6in. 14
4ft6in. toless than 5 ft 161/2
5 i and greater 18

For St units, 1 in. = 25.4 mm; 1 L= 0,3048 m,
Note: For {A} and (B}, refer to Figure 5-6.5.1.2{a). !

- Reference: NFPA 13 (1989 ed.)

i 5-6.3.3 Minimum Distance from Walls. Sprinklers

shall be located a minimum of 4 in, (102 mm)

from a wall, :

Reference: NFPA 101 {2000 ed.)

S&C letter detalling alf long term care facllities

: must me fully sprinkled by 2013. ‘

K 0621 NFPA 101 LIFE SAFETY CODE STANDARD : K 062
S8=F
Requirad automatic sprinkler systems are '

continupusly maintained in refiable operating

condition and are inspecied and lested . K-62 4/3/13
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,

1 9.7.5 . It is the normal practice of Princeton Health and
: Rehab Center to maintain the sprinkler system in
! : accordance with NFPA standards.

3

! This STANDARD is not met as evidenced by: c ive Mea for those Residents

- Based on observation, interview, and sprinkler identified in the deficiency:

" tesling record review it was determined the facliily
failed to maintain the sprinkier system In No residents were identified In this deficiency.
accordance with NFPA standards. The deficiency
had the polential to affect live {5) of five {5) How other residents who may have been
smoke compartments, ali residents, staff and affected by this practice were identified:

- visitors. The facilily is certified for One-Hundred
Four (104} beds with & census of Eighly-Two (82) Residents in 5 of 5 smoke compariments have

on the day of the survey. The faclity failed to the potential to be affected by the practice. -

ensure the gauges on the sprinkler riser had bean
replaced or recalibrated since 2004,

The findings include: :

FORM CMS-2567{02-99) Previcus Versions Obsolele Event ID: GEGTH Facdity iD: 100049 ¥ conlinuatien sheet Page 11 of 20
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K 062 | Continued From page 11

i Record review, on 02/21/13 at 11:50 AM with the

" Maintenance Supervisor, revealed the facility

; failed to provide documentation that the gauges

! on the sprinkler riser and in the MDS room had

" been calibrated or replaced within the tast 5

: years. Further obsarvation revealed the gauges

! had a date of 2004 on the ones on the sprinkler
riser,

» Interview, on 02/21/13 at $1:50 AM with the

! Maintenance Supervisor, revealed he was not
aware {he gauges on the sprinkier riser and in the

i MD3 room had not been changed recantly and

| relied on his contractors to keep the facility in

i compliance.

- Reference: NFPA 25 (1988 Edition).

. 10-2.2* Obstruction Prevention.

- Systems shall be examined intarnally for
obstructions where conditions exist that could

| cause obstructed plping. ifthe condition has not

* been corrected or the candilion is one that could

i resultin obstruction of plping despite any

! previous flushing procedures that have been
performed, the system shall be examined

, internally for obstructions avery 5 years. This

" investigation shall be accomplished by examining

_the interior of a dry valve or preaction valve and

_ 10-2,3" Flushing Procedure,

L If an obstruclion investigation carried out in
“accordance with 10-2.1 indicates the presence of
. sufficient materiai to obstruct sprinklers, a

i complete flushing program shall be cenducted.

' The work shall be done by qualified personnel.

i by removing two ¢ross main flushing connections.

Measures Implemented or Systems
Altered to Prevent Re-occurrence:

‘The gauges on the sprinkler riser were
replaced by the Fire and Sprinkler Company
~on 2/22/13.

] The gauge in the MDS room will be replaced
on 3/18/122 by the Fire and Sprinkler
Company.

All sprinkler gauges in the facility were
checked by the Maintenance Director on
2721713 1o verify no cther gauges were in
need of replacement or calibration.

An audit tool for monthly monjtoring of the
gauges has been developed and added to the
Maintenance Directors Audit schedufe,

The Maintenance Director was re-educated
on 3/11/13 by the Administrator that
sprinkler gauges are to be monitored to verify
that sprinkler gauges are calibrated or
replaced every 5 years,

K (62

Moniterin asures to intain On-got

Compliance;

All sprinklers in the factlity will be audited
on a quatterly hasis by the Maintenance
Director and/or Maintenance employee to
verify sprinkler gauges are caltbrared and/or
replaced in according to NFPA standards.
The findings will be reported to the Quality
and Assessment and Assurance Commitiee
on a monthly basis for 1 year by the
Maintenance Director to validate ongoing
compliance.

|
|
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| Reference: NFPA 25 (1998 Edition). f ’
3
' 2.1 General. This chaptar provides the minimum
requirements
for the routine inspaction, testing, and
: maintenance of
i sprinkler systems. Table 2-1 shall be used to : ; i
j tetermine the :
t minimurm requirad frequencies for inspection, - i
tesling, and '
| maintenance.
E Exceptlion: Valves and fire department :
| connections shall be inspected,
' tesled, and maintained in accordance with i
" Chapter 9, : i

i Tabte 2-1 Summary of Sprinkler System
| Inspection, Testing, and Maintenance
- llem Activily Frequency Reference
- Gauges (dry, preaction deluge systems)
* Inspection Weekly/monthly 2-2.4.2
Control valves Inspection Waskly/monthiy Table
9-1
Atarm devices Inspection Quarterly 2-2.6
- Gauges (wet pipe systems} Inspection Monthly
1 2-2.4.1 !
Hydraulic nameptate Inspaction Quarterly 2-2.7
| Buildings Inspection Annually (prior to freezing
" weather}
2-2.5
Hanger/seismic bracing Inspection Annually 2-2.3
Pipe and filtings Inspection Annually 2-2.2
Sprinkiers Inspection Annually 2-2.1.1
Spare sprinkiers Inspection Annually 2-2.1.3
Fire depariment connections inspection Table 9-1
Valves (afi types) Inspection Table 9-1
Alarm devices Test Quarterly 2-3.3
Main drain Test Annuaily Tabfe 9-1
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Antifreeze solution Test Annuaily 2-3.4 i
! Gauges Test 5 years 2-3.2 _
' Sprinklers - extra-high temp. Test 5 years 2-3.1.1 i
Exceptlion No, 3 t
. Sprinklers - fast response Test Al 20 years and :
| every 10 years
E thareafter
i 2-3.1.1 Exception No, 2
" Sprinklers Test At 50 years and every 10 years
thereafter ‘
2.3.11 . !
« Valves (all iypes) Maintenance Annually or as i !
 needad Table 9-1 | ?
Obstruction investigation Maintenance 5 years or | :
i ; K-64
g as needed Chapter 10 ‘ | 0313
K 064 ° NFPA 101 LIFE SAFETY CODE STANDARD I KOB4' 1t s the normal practice of Princeton Health and r/

S§=F
Portable fire extinguishers are provided in all
heslth care occupancies in accordance with
8.7.4.1. 19.3.56, NFPA 10

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
fatled to maintain the instafied fire extinguishers in
accordance with NFPA standards. The deficiency
had the potential to affect five (5) of five (5}
smoke compartments, all residents, staff and
visitors. The faciiity is certifiad for One-Hundred
Four {104) beds with a census of Eighty-Two (82)
on the day of the survey. The facility failed to
ansure four (6} fire extinguishers in the facility

. had their six {6} year maintanance.

: Findings include:

Rehab Center to maintaln the installed fire
extinguisher in aceardance with NFPA
standards,

orrective Measures for those Residents
identified in the deficiency:

No restdents were identified in this deficiency.

How other residents who may have been
affected by this practice were identified:

Residents in 5 of 5 smoke compartments have
the potential to be affecied by the practice.

Measures Implemented or Systems
Allered 1o Prevent Re-occurrence:

The fire extinguisher by the 300 hall, front of
100 hall, and one in the Dining Room were
replaced on 2/22/13 by the Fire and Safety
Company. The one on the Front Poech was
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" Observation, on 02/21/13 between 10:00 AM and
3:30 PM with the Maintenance Supervisor,
reveaied a {ire extinguisher with no 6 year
mainienance cn the front porch daled 1990, one
al the back of the 300 hali dated 2005, one at the

- front of 100 hall dated 2005, and one in the dining
room dated 2006.

interview, on 02/21/13 between 10:00 AM and
3:30 PM with the Maintenance Supervisor,
revealed the facility was nol aware the portable
fire extinguishers had not been serviced properly,
by their extinguisher service company.

Reference: NFPA 10 {1988 ed.)

Actual NFPA Standard: NFPA 10, 4-4.3*, Every 6
years, slored-pressure fire extlinguishers that
raquire a 12-year hydrostatic test shall be

- emptied and subjected to tha applicable

mainlenanca procedures. The removal of agent

from halon agent fire extinguishers shalf only be
donae using a listed halon closed recovery system.

When the applicable malntenance procedures

. are performed during pariodic recharging or
hydrostatic testing, the 6-year requirement shall
begin from that date.

Exception: Non-rechargeabla fire axtinguishers
shall not be hydrostalically tested but shall be
removed from service at a maximum interval of
12 years from the date of manufacture.

‘ Non-rechargeabie halon agent fire exilinguishers

{ shall ba disposed of in accordance with 4-3.3.3.

- Aglual NFPA Standard: NFPA 10, 4-4.4*. Each
lire extingulsher shall have a tag or label securely
aftached that indicates the month and year the
maintenance was performad and that identifies

- the person parforming the service.

+
i

removed. All remaining fire extinguishers in
the facility were checked on 2/21/13 by the
Maintenance Director to verify no other
extingulshers were In need of replacement,
None were identified.

An Audit tool was added to the Maintenance
Director's schedule to conduct audits on all
fire extinguishers on a quarterly basis.

The Maintenance Director was re-educated
on 3/11/13 by the Administrator on the
requirement of 6 year maintenance on fire
extinguishers,

Monitoring Measures to Maintain On-
going Compliance!

All fire extinguishers in the facility will be
audited quarterly by the Maintenance
Director or Maintenance employee to verify
that all fire extinguishers are maintained
according to NFPA standards.

The findings will be reported to the Quality
and Assessment and Assurance Commiftee
on a guarterly basis x 1 year by the
Maintepance Director to validate ongoing :
compliance. :
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. Actual NFPA Standard: NFPA 10, 4-4.4.1*. Fire

i extinguishers that pass the applcable 6-year !

requirement of 4-4.3 shall have the maintenance

information recorded on a suitable metallic label

or equally durable material having a minimum

size of 2in. by 3 4/2in. (6.1 cm 8.9 cm).

The new label shall be affixed to the shell by a ;

heatless process, and any old maintenance 3 : |

labels shall be removed. These labsls shall be of :
the self-destructive type when removal from g fire . ;
extinguisher is attempted. The label shall include j ;

i 1he following information; :

! {a) Month and year the maitenance was
performed, indicated by a perforation such as is
done by a hand punch
(b} Name or initials of person performing the
maintenance and name of agency performing the
maintenance

" Actual NFPA Standard: NFPA 10, 4-4.4,2%, Each

. extinguisher that has undergone maintenance i

i that includes intarnal examination or that hes :

. been recharged (see 4-5.5) shall have a !
"Verification of Service” coliar located around the !
neck of the container. The collar shal} contain a !
single circular piece of uninterrupted material i
forming a hole of a size thal will not permit the
collar assembly to move over the neck of the
container unless the valve is completely removed. )
The collar shalt not Interfere with the operation of
the fire exiinguisher. The "Verification of Service”
coltar shalt include the month and year the
sarvice was psiformed, indicated by a perforation
such as is done by a hand punch.

Excaption No. 1: Fire sxtinguishers undergoing

~maintenance before January 1, 1999.

i Exception No. 2: Cartridge/cylinder-operaled fire
extinguishers do not requirg a *Verification of

! Service” collar. ,

.
. J
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discharged to the outside air.  19.5.2,2

It is the normal practice of Princeton Health and
Rehab Center to ensure combuslion afr and
ventilation for boilers, incinerators, and heater
rooms are installed in accordance with NFPA
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K 068 " NFFA 101 LIFE SAFETY CODE STANDARD E K 068
$8=0" ,
. Combustion and ventitation air for bolter, i ;
incinerator and heater rooms Is {aken from end : K-68 4/3/13
i
;
i
{
i
1

!

! This STANDARD Is not met as evidenced by:

| Based on cbservation and interview it was

| determined the facility faited lo ensure

| combustion air and ventilation for bailers,

{ incinerators, and heater rooms wera inslefled in

| accordance with NFFA stendards. The deficiency

i had the potential to affect one (1) of five {5}

i smoke compartments, thirty-eight {38) residents,
slaff and visitors. The facifity is certified for

; One-Hundred Four (104} beds wilh a census of

| Eighty-Two {82) on the day of the survey. The

facility faifed to ensure the bailer room did not

vent into the atlic.

: The findings include:

Observation, on 02/21/13 at AM with the
Maintenance Supervisor, revealed the fresh air
vent for the fuel fired hot water heater jocated in
the Minimum Dala Set office was not sealed
around the piping and was venting directly into
the attic.

[nterview, on 02/21/13 at AM with the
Maintenance Supervisor, revealed he was
unaware the vent was not properly sealed o only
1ake air directly from the outside.

Reference: NFPA 101 Life Safety Code {2000

standards.

Correctlve Measures for those Residents
identified in the deficiency:

No residents were identified in this deficiency,

How other regidents who may have been )
affected by this practice were identified: '

Residents in 1 of 5 smoke compariments have
the potential to be affected by the practice,

Meas emented or Systems

Altered to Prevent Re-ocgurrence:

The fuel fired hot water heater lucated in the
MDS office was sealed with a metal flashing
on 3/4/13 by the Maintenance Director and is
now vented to the roof so the boiler rcom no
longer vents to the attic.

All ather areas relating to boilers, heater
rooms, and incinerator rooms were checked
on 2/21/13 by the Maintenance Director and
no other issues were identified.

The Maintenance Director was re-educated '
by the administrator on 3/11/13 on the
requirement of combustion and ventitation air
for boiler, incinerator and heater rooms is I
taken from and discharged to the outside air.

FORM CMS.2567(02.59) Prenious Verslons Obsaleto

Event ID:GEGT2%

Fadilty ID; 100049

H continuation sheal Paga 17 of 20




PRINTED: 03/08/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X$} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATHON NUMBER: A. BUILDING 01 - MAIN BUILDING 61 COMPLETED
185318 B.WING 02/24/2013
NAME OF PROVIDER OR SUPPLIER STREET AGDRESS, GITY, STATE, ZIP CODE
PRINCETON HEALTH & REHAB CENTER, INC 1333 WEST MAIN ST.
' PRINCETON, KY 42445
a0 | SUMMARY STATEMENT OF DEFICIENGIES ! PROVIDER'S PLAN OF CORRECTION x5)
PREFIX . {EACH DEFICIERCY MUST BE PRECEOQEO BY FULL PREFIX i {EACH CORRECYIVE ACTION SHOULD BE COMPLETION
TAG ! REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | PATE
DEFKCIENCY) ;
ii ) : K-68 {cont) i
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t edition)
Monitoring Measures to Maintain On- !

" Section 19.5 Building Services going Compllance:

All boiler reoms, heater rooms and

E.Sflztl devi iher th tral heat incinerator rooms will be audited quarterly
- Any heating device oiher than a centra} heating by the Maintenance Director and ot

; plant shall be demgned.and installed so that Maintenance employee to verify ongoing

i combustible material will not be Ignited by the . compliance,

! device or its appurtenances. If fuel-fired, such I The results of the findings will be reported
vent connected, shall take air for combustion Quality Assessment and Assurance

i directly from the outside, and shall be designed : Committee for a minimum of 1 year,

: and installed to provide for complete separation '
of the combustible system from the atmosphere )
; of the occupled area. Any heating davice shall
t have safety features to immediately stop the flow
; of fuel and shut down the equipment in case of
i either excessive temperature or ignition failure. I
K 144 ° NFPA 101 LIFE SAFETY CODE STANDARD I K 144
85=F
" Generalors are inspected weekly and exercised
under load for 30 minutes per month in
" accordance with NFPA 93,  3.44.1. K-144 A03/13

- healing devices shali ba chimney connected or ) quarterly to the Administrator and to the ‘
I
1
i
1

It is the normal practice of Princeton Health and
Rehab to ensure that emergency generators are
maintained in accordance with NFPA standards. |

Corrective Measuyes for those Residents
identified in the deficiency:

Ne residents were identified in this deficiency.

e iden ho ma have n
This STANDARD is not met as evidenced by: affected by this practice we fied:

Basad.on obsewaf{on and interview, it was Residents in S of 5 smoke compartments have
delermined the facility falied {o ensure emergency the potential to be affected by the practice. )
- generators were maintained in eccordance with i :
. NFPA standards. The deficiency had the Mmmmlﬂmmm&w
i ' v Prevent Re-pccurrence: |
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K 144 Continued From page 18 K144
! potentia! to affect five (5) of five {5} smoke The oil and antifreeze were removed from inside
. the enclosure for the generator on 2/21/13 by the

! compartments, all residents, staff and visitors.

! The facility is certified for One-Hundred Four

1 {104} beds with a census of Eighty-Two {82} on

. the day of the survey. The facility failed to ensure
! the generator enclosure did not have any storaga
: inside,

" The findings include:

* Observation, on 02/21/13 at 11:50 AM with the

* Maintenance Supervisor, revealed the facility was
i equipped with an emergency generator. The

E enclosure for the generator had oit and antifreeze
1 stored inside the enclosure.

Interview, on 02/21/13 at 11:50 AM with the
Maintenance Supervisor, reveaiad the contractor
had been out recently to service the generator
and must have lefl the items in the enclosure of

. the generator.

. Reference: NFPA 110 (1999 Edition)

5-2.1 The EPS shail be insialled in a separate
room for Level

. 1insiallations. EPSS equipment shall be

- permilted {o be

installed in this room, The room shall have a
minimum 2-hour

fire rating or shall be localed in an adequate
enclosure located

outside the building capable of resisting the
entrance of snow

or rain at a maximum wind velocity required by
local building

codes. No other equipment, including
architectural appurtenances,

axcept those that serve this space, shail be

Maintentance Director.
The Maintenance Director was re-educated by
the Administrator on 3/12/13 to inspect

| maintenance or upgrades on the generator.

Compliance:

! The generatar room will be audited after each
: work order fullfilied by Vendor by the

the Maintenance Director or Maintenance
employee. The results wilt be reported to the

i and Assurance Committee on a quarterly hasis
for a minimum of one year.

generator after the Vendor conducts preventive :

1

Administrator and also the Quality Assessment

Monitoring Measures to Maintain On-going 4/¥13
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