| . N Lo PRINTED: 10/05/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES Second Zob : EORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES A OMB NQ, 0828-0291
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUETION o (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER; ! ' . COMPLETED

A BUILDING A .
185256 8. WING Y E@ E _V{? JEBQQ
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, (W AFATE, 2P CODE U?
: 200 NURSING H NE
PARKVIEW NURSING AND REHABIL!TAT}DN CENTER 1 PIKEVILLE, Ky GCT - '}' 20}(}
xdytn SUMMARY STATEMENT QF DEFICIENGIES } ) ! PROVIGER'S |
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG | crossk
F 00G | INITIAL COMMENTS .! F.000
A standard heaith survey was conducied on
August 30-September 1, 2010. Deficient practice
wes Identified with the highest scope and sevatity
st "F" [evel i
F 157 483.10(b)(11) NOTIFY OF CHANGES F 157
S=D | {INJURY/DECLINE/ROCM, ETC _
s ( ) ‘ Criteria 1 107872010
PA facility must immediately inform the resident; ' A. Resident #1's primary physician was
s consult with the resident’s physician; ang if : | notified on 8/31/10 of resident’s continued
known, notify the resident's legal representative ’ refusal of Prilosec 20mg and Ditropan XL
or an interested family member when there is an | 10mg.
accident involving the resident which results in | B. Resident #14°s primary physician was
injury and has the potential for reauiring physician notified om 9/3/10 of residents continued
intervention; & significant change in the resident's ' refusal of Ferrous Sulfate 325me.
Physical, mental, or psychosocial status {lLe, a : C. A hemocrit and hemoglobin level was
deterioration in health, mental, or peychosoctal - P .
status in sither life threatening condi¥ions or : obtammed and addressed by the primary
: clinical complications); a need to alter treatmeant physjcian. ‘
significantly (i.e., a need to discontinue an i .
existing form of treatment due to adverse § Criteria 2 i o |
consequences, or t¢ commence a new form of 100% audst of residents Medication i
treatment); or a dedision to transfer cr discharge Administration Record (MAR) for the past
the resident from the facility as specified in _ - | 30 days was completed 10 identify resgleut
§483.12(a).  refusal of medications. Primary physician
g was notified as indicated to discuss refusals
The facility must ajso prompftly nofify the resident and posgible interventions.
and, if known, the resident's legal representative
or interasted family member when thare is 2 ! E
change in room or rcommate assignment as ‘\
| specified in §483,15(e)(2): or a change In | :
. resident rights under Federal or State iaw or !
regulations as specified in paragraph (b)(1) of
this section,
The facility must record'and periodically update !
the address and phone number of the resident's
legal representafive or interested farnily member. '!
LABORATORY DIRECTOR'S GR PROVIDER/SUPPLIER REPRESENTASIVES BIGNATURE TITLE (3B} DAL

AL U, | (HB Y

Any deficiancy’stateman) endl'ng with an asterisk (*) denotes a daficienay whish the institution may be excirsed from correcting providing it is a’étermined that
other safegLards provide sufficient protection to tha patients. (Sas instiuctions.) Except for nursing bomes. the findinge stated above ars disciozable 90 days-
foliowing the date of survey whether or not = plan of correction is provided, For hursing homes, the above findings and plans of corraction are disclosable 14
tays jollowing the date thesa documants ere made avallable to tha fadiiity. If deficlencies are cited, an approved plsn of commection & requisite to continued
progrars participation, . :

FORM GMB.2567(02-89) Previoue Versions Obsolete Bvent ID: 8XX511 Facihity 1T, 100582 ' If confinuation sheat Page 1of 28

Received Time Oct. 70 2010 2:257M No. 3371



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

PRINTED: 10/05/2010
FORM APPROVED
_OME NO. 0538-0381

STATEMENT OF DEFIGIENGIES
AND PLAN OF CORREGTION

X%} PROVIDER/SUBPLIER/CLIA

| %2) MULTIPLE GONSTRUCTION
IDENTIFICATION RUMBER: :

A. BUILDING

{X8) DATE SURVEY
COMPLETED

185266 B. WiNG

08/01/2040

NAME OF PROVIDER DR SUPPLIER
PARKVIEW NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY. $TATE. IIF CODE
200 NURSING HOME LANE

PIKEVILLE, KY 41501

(X4} D SUMMARY STATEMENT OF DEFICIENCIES r i PROVIDER'S PLAN OF CORRECTION {x8)
- PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREMX {EACH CORRECTIVE ACTION SHOULD BE COMPLEHON
TAG REGULATORY OR LEC IDENTIFYING INFORMATION ) l TAG CROSS$-REFERENCED TO THE APPROFRIATE PATE
i DEFICIENCY) .
\ ]
F 157 | Continued From page 1 F 157:

This REQUIREMENT is not met as evidenced
by, .
Based on interview and record review, the facility
failed 10 notify the attending physisian for two (2)
of twenty-six (26) sampled residents when
residents #1 and #14 continuously refused
medications prescribed by the resident's
physician,

The findings include: -

1. A review of the medical record reveziad
resident #1/was admitted to the facility on July 1,
2009, with diagnoses of Delusional Disorder,
Neurogenic Bladder, Esophageal Reflux,
Paranold Schizophrenia, Paraplegia secondary to
a gunshot, and Seizures. A review of the curent
physician's orders revealed resident #1 had
orders for Prilosec 20 mg and Ditropan XL 10 mg
to be administered once a day.

A review of the August 2010 Medicafion
Admninistration Record (MAR) revealed Prilosec
and Ditropan were circied 13 days during the

i month of August 2010. Further notation dated
-Algust 8, 28, 30, and 21, 2010, on the MAR

' reveaied the staff nurse noted resident %1 refused
| medications after three attempte, However, there
was no documentation the resident's physician
had been informed of the regident's continuous
medication refusal until August 31, 2010.

Ar interview conducted with LPN #2 on August
31, 2010, at 2250 a.m,, revealed if a resident
refused their medications, the nurse wae required |
| fo circle the medication on the MAR and '
“ document the reason on the back of the MAR

; after three attempts were made 1o administer the

!

|
|
| Criteria 3
' A. Licensed staff, inclnding Nurse #1, #2,
 and #3 was re-educated by the ADON on the
| policies concerning medication refusal and
i Physician notification on 9/24/1 0, 9/25/10,
19126710, 5/27/10, 9/28/10, 9/29/1¢ and
19/30/10.
‘B. The Unit Manager op each floor will QA
{ monitor resident MAR’s 5x week for one
+ jmonth, then weekly for 3 months to
| determine medication refusal and physician
notification.

Criterja 4

Findings of the Unit Managers will be
brought to the Monthly QA mesting by the
DON/ADON for 3 months for review and
development of an action plan as needed,
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prescribed medications fo the resident. LPN %2
further stated the physician was required fo be
notified if the resident refused medicaftions.
However, the LPN stated he/she could not reczl|
reparting the medication refusais to resident #1's
physician.

An Interview conducted with the DON on August
31,2010, at 11:20 &.m., reveaied {he nurse was
required to circle the initiais cn the MAR, note an
entry in the nurse's notes, and noiify the
resident's physician when a resident refused a
medication.

An interview conducted with LPN #3 on August
31, 2010, et 12:26 a.m., revealed the MAR wss o
be initialed by the nurse and circled when a
resident refused a physician-orderad medication,
LPN #3 stated the reason for the refusal should
be documented on the back of the MAR and the
resident's physician should be nofified. ‘

A review of the facility's pohicy/procedure related \
fo refusal of medications/treatments (dated 2005) é
revealed the facility staff was required to circle the
caregiver's initiais on the MAR when a residant
refused medications and to try to determine the
reagor jor the refusal. The policy/procedura
directed that staff was required to nofify the ;
resident's physician of the refusal of ;
medication/ireatments to determine f a change in i
medicafion/treatment was appropriate. The
palicy/procedure further noted the timeliness of
the notification was to be determined by the
potential effect of the refusal and the physician
was required fo be nolified if a rasidént's rafusal
of medicafion/treatment was consistent,

i 2, Review of the medica! record revealed
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L

- | Notes/Medication Administration Record reveaied |

| medication "hurts my bottom.” LPN #1 disposed

L Eurther review revealed on July 2, 2010, the

Continued From page 3

resident #14 was admitted o the facility on
August 1, 2007, with diagnoses of Dementia with
mental changes, Diabetes Meiiitus, and
Degenerative Arthritis. Review of the Significant
Change in Status Assessment datec July 20,
2010, revealed the facility aseessed resident #14
&s being modarately impaired in daily

decision-making. Review of the Resident
Assessment Protoco! (RAP) dated July 20, 2010, |
revealed resident #14 had mild memory
impairment and had poor decision-making. i

Observation during medication pass on August
30, 2010, 2t 5:00 p.m., revealed LPN #1 prepared
three medications for resident #14. Prior to
entering resident #14's rcom, LEN #1 informed
the surveyor that resident #14 had been refusing
fo take the iron pill (Ferrous Sulfate). Resident
#14 refused to take the Ferrous Sulfate tablet
during the medication pass on August 18, 2010,
at 6:00 p.m., and reported to LPN #1 that the

of the Ferrous Sulfate tablet.

Review of the physician's orders dated March 27,
2010, revealed the physician had ordered for
resident £14 1o recsive Farrous Sulfaie 325 rag
two times a day. ,

Review of the Jully 2010 Nurse's Medicafion

the nurses recorded resident #14 had refused the |

iron preparation (Fermous Suifate) 27 times. '

physician and responsible party were notified that
resident #14 refused to take the Ferrous Suliake
at 8:00 a.m.

Review of ths August 2010 Nurse's Medication

F 157

I
i

_
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Notes/Medication Administration Record reveaied
resident #14 had refused to take the Ferous
Sulfate 27 of tha 62 times the medication was
ordered and scheduled fo be administered.
Further review of the rmedical record revealed no
documentation that staff had nofified resident
#14's physlcian of the regident's refusal to.take
the Ferrous Sulfate since July 2, 2010.

Review of a Complete Blocd Count (CBC) dated

. April 8, 2010, revealed resident #14's hernoglobin

was 1 1.5 (reference range 12.2-16.2) and the
hematocrit was 32.9 (reference range 37.7-47.9).

inferview on September 1, 2010, at 2:40 p.m.,
with LPN #1 revealed if a resident refused a
medication the nurse should circie the initials on
the MAR and make an entry on the back of the

: MAR to explain why the medication was missed.

LPN #1 stated resident #14 had refused the
Ferrous Sulfate most of the time and the
ohysician should be notified. LPN #1 stated the
LPN had not called the physician due to not
having the time to make the cal,

interview on Sepfember 1, 2010, at 3:00 p.m,,
with the Unit Manager revealed the physician

i should be nofified each time a resident refused a

medication.
483.10(e), 483.75(1}(4) PERSONAL
PRIVACY/CONFIDENTIALITY OF RECCRDS

| The resident has the right to persenal privacy and |

confidentiality of hig or her personal and clinical
records.

Personal privacy includes acsommodations,
medical trazatmant, written and telephone
communications, personal care, visits, and

F 157

Fi64;

10/8/2010

Criteria 1

A. Curtains and blinds were placed at the

+ windows of showers rooms on 3™ 42 and |
5% floors, I

B. A bariatric shower chair was purchased. .

l
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F 164 | Continued From page 5 F 184
| meatings of family and resident aroups, but this | Criteria 2 ,
; Iufioes ?ot reqa;:re thde f‘a;cnllty to proyrde a private Any resident showered without 2 window
I QoM 10 280 resident. ‘ c‘miﬂ or blinds hEIS the pﬂtﬁ’ﬂﬁal iO be
: . . P affected,
- Except as providad in paragraph (&X(3) of this
+ section, the residant may approve or refuse the Criteria 3.
i release of personal and clinical records fo &ny a3 S
; individual ide ciiity. . '
_: ndividual outside the facility A. Nursing staff was re-educated on 2
; ca & o )
The resident's right fo refuse release of parsonal resident’s right to dignity and privacy by the
and clinical records does not apply when the ADON on 9/24/10, 9/25/10, 926/ 10,
resigent is transferred to another health care 8/27/10, 9/28/10, 9/29/16 and 9/30/ 10‘_
institution; or record release is requirad by Jaw, B. Staff to be re-educated on completion of
- | maintenance requests and reporting,
The facility must keep confidential all information C._ Mainrenagce Ilfepamnent to moonitor
contained in the resident’s records, regardless of Wmd?hw curtain/blind placement on 3%, 4%
the form or storage methods, except when and 5 floor weekly for | month then
release ig requirad by transfer to another ‘monthly for 3 months.
healthcare institution; kaw, third party payment
contract; or the resident, Criteria 4
| Findings of the monitoring will be brought
) ‘ ' : i to the Monthly QA meeting by the
This REQUIREMENT s not met a8 evidanced : Maintenance Director for 3 months for
by: : ) _ ) i :review and development of an action plan as
Based on observations and interviews, it was | needed.
determined the facility failed to provide personal
privacy for all residents who showered on the
third, fourth, and fifth floors. Obsarvations of the
{ third, fourth, and fifth floor shower rooms on .
: Seplember 1, 2010, revealed no curtains on
| windows to the outside in shower rooms. allowing [
full visibility from the outside into tha shower ,
raoms,
The findings include:
Observations during the environmental tour on
September 1, 2010, revealed no curtains over the i
windows tc the outside on the third, fourth, and j
'FORM CMS-2587102-08) Previous Versions Obaolets Bvent ID: BXX511 Facility I 100595 If continuation sheet Page 6 of 28
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F 164 | Continued From page 6
fifth floor shower rooms.

] interview with resident #20 on September 1,

: 2010, revealed the resident did not ke to take

! showers as there ware no shower chairs large
enough for the resident, no curtain over the
window fo the outside in the shower room;, and .
the resident was uncomfortable with the ides of
being In front of an uncovered window dilring 2
shower.

An interview with the Maintenance worker on
September 1, 2040, at 1:00 p.m., revealed that
curtains should be over all the windows in the
shower rooms.

An interview with the Administrator on September
1, 2010, at 2:00 p.m., revealed coverings for all
windows in the shower rooms should be in place.
The Administrator did not know why there were
no curtains over the windows.

F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION
55=D | OF NEEDS/PREFERENCES

A resident has the rdght to reside and receive
services in the faciiity with reasonable
accommodations of individual needs and
praferences, except when the health or safety of
the individual or other residents would be
endangered.

This REQUIREMENT is not met as evidenced
by:

Based on observation and intarview, it was
determined the facility failed to provide one (1) of
twenty-six (28) residents (resident #20) who
utifize bariatric wheelchairs with reasonable

F 184

F 248
Criteria 1 _

The doorway between the activity room and
dining room has been widened.

Criteria 2

Any resident requiring the use of a bariatric
wheelchair for mobility bas the potential to
be affected. :

Criteria 3
The doorway was widened on 9/25/2010 to
acocommodate 2]l wheelchairs.

10/8/2010
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aceommodations within the physica! environment ! | Criteria 4
of the facility. : ] i The Activity Director will attend monthly

Resident Council meeting for three months
to determnine that accornmodation of needs
related 10 acoess 1o the dining room is being
met. The Activity Director will report any
‘negative findings n the monthly QA

The findings include:

During the Quality of Life Assessment group

interview conducted on August 30, 2010, at 10:00
a.m., resident #20 expressed & concern that : .
residents who utilized bariatric wheelchairs for meeting for three months. The

mobility were unable to access the dining room Admin_istraw; will {'evicw the Resideqrs
area. Couneil mesting minwtes for three months

¢ for complisnce.
An inferview with resident #20 on September 1, ;
2010, at 9:45 a.m., revealed resident #20 desired |
to eaf in the dining room with friends, Resident ;
#20 siated that the facility couldiwould walk the ' ]
resident inte the dining room: however, the |
resident was not always able tb walk related o
edema in resident #20's {eet and legs,

Observations on September 1, 2010, during the
environmental tour ravealed the bariatric chairs
would not fit through the dining room doorway
while the chair was in an open position,

An interviaw with the Administrator on September
1, 2010, at 2:00 p.m., revealed the Administrator ! : : :
was contarned with the fact that the bartatric ; ;
.| wheelchsairs would rot fit into the dining reom
area, and siated 2 plan would be putinfo place to
correct the matter.

An interview with the Assistant Administrator an
September 1, 2010, at 3:00 p,m., revealed
resident #20 was able to walk inte the dining
room with the assistznce of staff. The Assistant
Administrator further stated that resident #20 did
. have times when the resident was physically

j uhabie ta walk and would need 1o Ufilize the
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2010, at 9:00 a.m. Further observations reveaied

PROFESSIONAL STANDARDS

The services provided or arranged by the faciiity
must meet professional standards of quality.

This REQUIREMENT is nct met as evidenced
by,

Based on shservation, interview, and record
review, the faciity failed fo provide senvices to
meet professional standards of quality for fwo (2)
of twenty-six (26) residents (residents #6 and
#12). Resident #6 had 2 physician's order for an
intravenous antibiotic to be administered every
tweive (12) haurs; however, the medication was
not administered to the resident on August 30,
2010, at 2:00 a.m. Resident#12 had a
physicien's order for a personal alarm to be
utilized at all times; however, ne parsonal alarm
was observed to be in place for the resident.

The findings include:

1. Resident #8 was obsarved during the inifial

facility tour conducted on August 30, 2010, at

1:20 p.r. A medication container wasnoted to |
be connected to an intravenous (IV) E
administration pump and was sitting beside the |
resident's bed. The medication container was f
labeled Cefepine HCL 2 grams (gm)/100 mllllittel'sI
(ml) Normal Saline and was dafed Augost 30,

spproximately 100 mi remained in the medication
container,

A review of the physiclar's orders gated August
28, 2010, revealed 2 physician's order was

" Managers on each foor on 9/27/10, 9/28/10,
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PA. Rss:dent #6’s primary physician was |
* notified of refusal of intravenous (IV)
| medication on 8/31/10.
1 B. A persopal alarm was placed on the
i re:31dent #12, and use of personal alarm was

; p]aced on the resident’s nursing assistant
| assigniment sheet,

]

, Criteria 2

: A.100% audit was conducted by Unit

£9/26/10 and 9/30/10 to determine if

| physician orders were being followed. Any
! pepative findings were addressed !
| immediately.

' B. Resident mursing assistant assipnment ,
{ sheets were reviewed and revised as needed |
: to include placement of personal safety
devices.

Criteria 3

A. Cenified Nursing Assistanfs, including
C.N.A. #1 was re-educated to follow i
interventions on their assignment sheets on ]
9/24/10, 9/25/10, 9/26/10, 9/27/10, 9/28/10,
9/29/10 and 9/30/10 by the ADON.

B. Licensed staff, including nurse #1, was
re-educated on the policy of following
physician’s arders by the ADON on 9/24/10,
9/25/10, 9/26/10, 9/27/140, 9/28/10, 9/29/10
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. .C. The Certified Nursing Assistant
Preceptor will monitor the C.N.A.
assignment sheets for daily 5 times a week
for 4 weeks, and then weekly for 3 months

A review of the Medication Administration Record to ensure the need for a safety device is
(MAR) for August 201Q revealed the medication communicated.

was fo be administered at 8:00 a.m. and 900 D. The Unit Managers will monitor the IV,
p.m. to resident #5, Further review of the MAR administration records and nurse’s notes for |
revealed the medication was initialed as being residents receiving I'V therapy daily 5 times
administered to resident #8 on August 30, 2010, a week for 4 weeks then weekly for 3

at 9:00 2.m. months to determine any refusals, actions

. _ _ taken if refused, and physician notification.
| An inferview conducted with Licensed Practical Criteria 4

Nurse {LPN) #1 on AUQUSE 31, 2010, at 8:50 am.,, . Fmdmgs of the monitoring will be brought

revealed the LPN had connected the IV .
medication fo the 1V pump at 8:30 a.m. on August fo the Monthly QA meeting by the

30, 2010. The LPN stated resident #8 requested DON/ADON for 3 months for review and
the medication be stopped so the resident could development of an action plan as needed.
have & scheduled smoke bregk. LPN #1 stated
the medication was stopped afier three o five
minutes of infusion. LPN #1 furiher stated the
LPN asked resident #6 at 8:05 a.m., and again at
10:00 a.m., If the medication administration could
be completed. The resident continued to refuse
to have the medication administerad. LPN #1

| sigted he/she got busy and forgot to diseard the
refused medication, LPN #1 also statea if IV 1
medication had not been administered within one
1o two hours the medication should be discarded,
and the initials on the MAR should be circled and
the rafusal should be documented on the back of
the MAR. in addition, LPN #1 siated the
resident's physician should have been informed
that the medicafien had not been administered to
resident #5 as prescribed. LPN #1 stated the IV |
madication had not been discarded untfl a walking
end-ni-shift report had been conducted with the
oncaming nurse and the medication was noted to
stili be In resident #8°s room, LPN #1 stated the

: obtained for Cefepine HCL 2 gm to be
administered [V to resident #8 in a normal saline
solution every twelve hours for ten days.

L
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' medication was discarded on August 30, 2010, at
1 2:20 p.m.

A review of the facility’s policy/procedure related
o redication adminisiration (dated June 2008)
revealad factiily staff was required to follow the
principles of madication administration, inguding -
administering medications to residents at the nght
tima,

An interview conducted with the Director of ,
Nurses (DON) on August 31, 2010, at 11:20 a.m.,
revealed the tfacility did not have a specifie
policy/procedure to address failure to administer
IV medications within the appropriate timeframe. !
The DON stated the LPN should have provided | ;
the resident with education regarding the |
importancs of timeliness of madications and '
documented the iength and time of the 1v : ;
infusion. The DON further stated the LPN shouid
have ncfified the resident's physician when the
medication was not administered as ordered o
the resldent,

2. A review of the medical racord revealed
resident #12 was admitted 1o the facility on i
August 17, 2010, with diagnoses of Multiple Rib ! »
Fractures, Fraciure of the T11 and T12, and ! : i
Ostecporosis. A review of the physician's orgers - 1 ;
dated August 17, 2010, revealed resident #12 i : :
had a physician's order for a parsoral alarm to be ‘
uvillized at all times and a bed alarm to be used  *
when the resident was in bed. According io the
nurse aide care plan, resident #12 was to have
personal and bed alarms in use,

Resident #12 was cbserved on September 1,
2010, at 11:15 a.m., to be sitting in a wheejchair

i : |
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| in the hallway of the faafiity with & brace in place
on the resident's upper frunk. At 1:00 p.m.,
resident #12 was cbserved to be sitting up Iri a
wheelchair in the resident's rocm. However,
there was no evidence that @ personal aiarm was
in piace on the resident’s wheelchair. In addition,
thare was no bed alarm observed to be in place
on the resident's bed,

An interview concucted with resident #12 on
September‘! 2010, af 2:00 p.m., revealed
resident #12 had expanenced a faH at home prior
to admission fo the faciity and sustained mulfipie
rib fractures and fractures of the T11 and T12 of
the spine, Resident #12 stated the resident did
not Usé ari alarm ir the whealchalr of the bed,
The resident further stated he/she had not
experienced any falls since beaing at the facllity.

An interview conducted with Certified Nurse Aide
(CNA) #1 on September 1, 2010, at 115 p.m.,
revealed no alarms (personal/bed} had been usad
for resident #12. CNA #1 stated the CNA
assignment/care plan was used o identify
individual resident care neads for the residents.
CNA #1 stated he/she was not aware the alarms
were 1o be used for resident #12.
F 334 | 483.25(n} INFLUENZA AND PNEUMOCOCCAL
s8=p | MMUNIZATIONS
The facility must develop policies and procedures
that ensure that — ‘
. {i) Before offering the influenza immunization,
: each resident, or the resident's legal
! representative receives education regarding the
| banefits and potential side eﬁects of the

| immunization;
‘ {i) Each residert is offerad an influenza
| immunization October 1 through March 21

F 281

F 334 10/8/2010:

Criteria 1

Resident #1 will be admioistered the
Influenza Vaceine during the 2010 flu
vaccination period if be still desires it.
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annually, unless the immunization s medicaly
contraindicated or the resident has already been
immunized during this time period;
{iii} The residert or the resident's legal
representative has the opportunity fo refuse
- immunization; and
t (iv) The resident's medical record includes
documeniation that indicates, at & minimum, the
foillowing:

{A) That the resident or resident’s lecal |

the benefits and potential side effects of influenza
immunization; and

(B) That the resident elther received the
influenzz immunization or did not réceive the
infiuenza immunization due to medical
contraindications or refusal,

| 'The faciiity must develop policies and procedures
| that ensure that —

{i} Befora offering the pneumococcal
Imrmunization, each resident, or the resident's

the benefits and potential side effects of the
immunization;

[iiy Each resident is offered a pneumococcal
imEmunization, unless the iImmunization s
medically confraindicated or the resident has
alraady been immunized;

(i) The resident or the ramden’t's legal
representative has the opporiunity fo refuse
immunization; and

{iv} The resident's mediea! record includes
documentation that indicated, at a minimum, the
following:

(A) That the resident or resident’s lagal
representafive was providad educafion regarding
the bensfits and potential side effecis of
pneumococcal iImmunizaton; and

representative was provided education regarding :

iegal representative recéives sducation regarding :

: Criteria 2

100% chart audit by the Unit Managers was
completed on 9/26/10 to determine that
congents for vaccinations were signed. If
signed, the vaccine will be administered
during the 2010 flu vaccination period

| Criteria 3

A. Licensed staff, including Nurse #3, will
I be re-educated on the policy regarding

- influenza vaccination by the ADON on

and 9/30/10.

B. Clinical records of new admissions will
be reviewed by DON/ADON/Unit Managers
within 24 hours after adunission in the daily
operations meeting or the next business day
after admission to ensure consent for
vaccination has been administered if in
season,

Criteria 4

DON/ADON will mouitor findings of the
post admission chart review weekly for one

. montl, then monthly for 2 months. Findings
will be presented to the QA commmittee

; monthly for review and development of an

! action plan as indicated.

| 9/24/10, 9/25/10, 5/26/10, 9/27/10, 9/28/10,

i
'

I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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F 334 | Continued From page 12 F 334
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{E} That tha resident either received the
pneumococcal immunization or did not receive
the pneumococcal immunization due o medical
contraindication or refusal.

i {v) As an alternative, basad on an assessment
and practitioner recommendation, a second
pneumococes! immunization may be given after 5
| years following thé first pneumococeal
immunization, Unless medically contraindiesaied or
the resident or the resident's legal representative
refuses the second Immunization,

This REQUIREMENT is not met 2s evidenced
by:

Based on record review and interview, it was !
determined that the faciiity failed to ehsure that

: the influenza vacsine was provided for one (1) of
- twenty-six (26} sampled residents (resident #1).

 The findings include:

A review of the medical record for residant #1
revealed the resident was admitted to the facility
on WJuly 1, 2009, A review of the pneumococcal |
and annhual influenza vaccine information/request
form revealed the rigks/benefits of the influenza
vaceine were reviewed by resident #1's
responsible party (R/P) when the resident was

s admitted to the facility. A review of the consent to
administer the influenza vaccine form revaaled
resident #1's R/P had signed the consent form o
aliow the Infiienza vaccine 1o be administered to
resident #1. However, 2 review of ihe
immunization adminisfration record revealed no

| evidence the influenza vaccing had been

F 334
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88=D

! policy/procedure noted a reguest or dedline would '

i Administration Record (MAR).

This REQUIREMENT is not met as evidenced

August 3G, 2010, were palatable and served at

Continued From page 14

administered fo resident#1 afier the resident was
admitted to the facility.

A review of the facllity's policy/procedure ralated
fo pneumococeal/influenza immunizations {dated
February 2009) revealed counseling would be
provided to each resident regarding the benefits
and adverse effacts regarding the influenza
vaccine prior to administration. The

be obtained from the resident or R/P and
documented on the applicable form. The
policy/procedurs further noted the vaccine would
be administered per manufacturing guidelines
and documented on the Medication !

An interview conducted with LPN #3 on
September 1, 2010, at 14:35 a.m., revealed there
was no docurnentetion to indicate resident £1 had
received the influenza vaccine after baing
admitiad tv ihe facility.

483.35(d)}(1)-{2} NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP

Each resident receivas and the facility provides
food prepared by methods that conserve nufritive |
valie, flavor, and appearance; and foed thatis
palatable, sffractive, and at the proper J
femperature.

by.
Based on observalion, interview, and record
revigw, it was determined the facility faifed fo
ensure the foods served during the evaning meal
for the fifth fioor residents on the lang half on

K334

F 364
Criteria 1

5™ fioor residents were offered a
| replacement tray.

Criteria 2

Any resident that recejved a tray on 3%, 4%,
or 5th floors from the dietary department
food carts had the potential to receive a tray

10/8/2010
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the proper temperatures o prevent foodbome
liness. that was not palatsble or at the proper
t
The findings include; erperatire.
. . . Criteria 3
, Observation of the evening meal service revealed .
 the second closed Lnbeated meal cart was A N“’;‘f}g staff was {; e duf.md 02. tray
transferred from the kitchen to the long hall on the pass and Importance of tmelinass of tray
fifth floor on August 30, 2010, at 5:45 p.m. The pass to ensure proper food temperatures by
[zt tl‘Ey was served ﬂ—om the food cart at 6 20 ! the ADON on 9/24/10, 9f25/10, 9/26,/10,
p.m., and food temperaturas were obtained. The | | 9/27/10, 9/28/10, 9/29/10 and 9/30/10.
! food temperatures obtainad from: the pureed B Dietary staff was re-sducated on
, dinner tray were as foliows: italian Vegetable mmportance of following menn sessonings
Blend was 110 degrees Fahrenhei and tasted by the Dietary Magager on 9/27/2010.
tepid and bland with no seasening; the Cheese i C. The Dietary Manager of the cook will be
Ravioli was 114 degrees Fahrenheit and tepid assigned to monitor tray delivery at each
when tasted. No fluids had been added to the meal for one week, then 5 meals per wesk |
tray at the time temperatures were obtained, sandomly for 3 months to ensure timeliness
: ) _ of trey pass to ensure food remains the
A review of the Food Temperature Raecord | correct temperature and js palatable.
recorded by the Dietary Cook on August 30, _ - Findings will be logged at each meal
2010, prior to tray assembly, revealed the !tallan | monitored and trays will be replaced if
Vegstables were 165.1 degrees Fahrenhait and indicated.
the Chesse Ravioli was 168.2 degrees
! Fahrenheit. Critecia 4
An interview conducted with the Dietary Manager E mdmf; O;E?e momtorn:Lg will be brought
(DM) on Septernber 1, 2010, revealed the - to the Monthly QA meting by the
Registered Diefiian (RD) had conducted an audit DON/ADON for 3 months for review and
of meal service on August 28, 2010. The DM development of an action plan as needed.
stated the audit revealed the food cart sat for an
extended period of fime on the fourth floor, but ne
' food temperatures had been obtained. The DM
 stated no corrective action had been
i implemanited to address this concern, :
F 371 483.35(0) FOOD PROCURE, Fa7er '10/8/2010
35=F | STORE/PREFPARE/SERVE - SANITARY Criteria 1 ;
Substitafe trays were offered to affectad
The facility murst - residents.
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| considered satisfactory by Federal, State or local

» The findings inclucie:

(1) Procure food from sources approvad or

authorities; and
{2) Store, prepare, distribute and serve food
under sanitary conditions

' This REQUIREMENT is not met as evidenced
: by

Based on observation and interview, the facility
faiied ta ensure foods were distributed to
residents on the fifth floor under sanitary
condifions.

During the evening meal observation conducted

observed to remeove the resident food trays from
a covarad cart on the [ong hall of the fifth fioor.
The food ifterns were covered except for a salad
and @ dessert. The Certified Nurse Aides (CNAs)
rasponsibie for distributing the trays to residents
were observed to remove the frays from the
coverad cart and fransport the trays containing
the uncoverad food items Up fo 42 feet from the

| covared food cart

on August 30, 2010, af 5:45 p.m., facility staff was |

The lunch meal was observed on August 31,
2010, at 11:33 a.m., for bott the short and iong
halls of the fifth floor. Food items wers coverad
an the lunch meal trays except for the cooked

i apples. The CNAs were observed fo remove the
trays from the covered cart and transport the

trays containing the uncovered food item on the
short hall up fo 20 feet and up to 60 feet on the

Criteria 2

or 5th floors from the dietary department
food carts had the potential to recejve a tray
that was uot palatable or at the proper
temperature.

Criteria 3

A. Nursing staff, including the 5% floor
nursing assistants, were re~educated by the
ADON on 9/24/10, 9/25/10, 9/26/10,
9/27/10, 9/28/10, 9/29/10 and 9/30/10

! On tray transport, including not transporting

of rays timely to regidents.
B. Licensed nursing staff were re~educated
by the ADON on 9/24/10, 9/25/10, 9/26/10,
| 9/27/10, 9/28/10, 9/28/10 apd 9/30/10,

On observation of tray pass to ensure food
items are covered if they will not be
transporting by a closed food cart.

Any resident that received a tray on 3, 4% |

uacovered food down the hall, and delivery 1

|
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flong hall. ‘
iri addition, 8 CNA was observed on August 30, C. Nursing staff, including the 5* floor
<010, atl §:16 p.m., tc remove a t:nes?i tray from a nursing assistants, were re-educated on
: resident's room and place the "dirty" tray on the infection control regarding net placing dirty
food cart containing three resident trays that had trays on the cart with olean trays by the -
frot been served, 3 ADON on 9/24/10, 9/25/10, 9/26/10,
Art interview conducted with CNA #3 on August gzszéngsgsgig&géi%Losingfﬁ(‘)ﬁg
130, 2010, at 6:30 p.m., revealed the foods were fo e delivery % h 1 &
be covered in the Distary Department CNA #3 monitor tray delivery for each meal for ane
stated the food cart was 1o be moved from room - week, then 5 meals per week for 3 mcfnths to
to room when the frays were distributed. The ensure timely delivery, covered food if
CNA stated he/she did not recognize that al) food transporting, and no dirty trays are placed on |
" iterns wers not covered during the evening mesl a cart with clean trays. :
on August 30, 2010. CNA #3 also stated the
CNA was aware that "dirty” wrays were nof fo be 1 Criteria 4
placed on a cart with "clean” trays. Findings of the moniforing will be brought
to the Monthly QA meeting by the
AR interview conductad with CNA#2 on August DON/ADON for 3 months for review and
1 31, 2010, &t 12:40 p.m., revealed the frays were development of an action plan as nesded.
to be covered by the dietary staff. CNA #2 stated . :
the cart was to be moved from room to roam i
during tray pass and the CNA did nof realize that
the cooked apples were hot covered.
! An intervisw conducted with the Dietary Manager
(DM) on September 1, 2010, at 4:05 pm.,
revealed food rays were transported from the
kitchen area fo the resident floors in a covered
cart. The DM siated the CNAs had been trained
to move the cart from room o reom when'
, distributing the maal trays to the residents.
F 425 | 483.60(z) (b} PHARMACEUTICAL SVC - ' F 425 10/8/201 0
ss=t | ACCURATE PROCEDURES, RPH
Criteria 1 !
The facifity must provide routing and emergancy Identified opened, undated medications were
drugs and tictogicals 1o its residants, or obtain discarded.
them under an agreement describad in _
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§483.75(h) of this part. The facility may parrnit Criteria 2
;mhcan%?s pﬁrsonr:e} todadr;m ister er;gs if State - Medication carts and refrigerators will be |
W permits, but only under the genera audited by Unit Managers op. each floor to

supervisian of & licensed nurse. identify and discard any opened, undated

medications. The results of these audits

A facility must provide pharmaceutical services were presented to the DON/ADON on

(including procedures that assure the accurate

acquiring, receiving, dispensing, and i 9/29/10.
 administering of all drugs and biologicals) to meet L

| the needs of each residant, : Criteria 3

; A, Licensed staff will be re-educated by the
The facility must employ or obtain the services of ADON to date any medication containers
2 licensed pharmacist who provides consultation | when they are opened, to discard any found |
on all aspects of the provision of pharmacy undated, and report this to the DON on
services in the facility, 8/24/10, 9/25/10, 9/26/10, 9/27/10, 9/28/10,

' { 9/29/10 and 9/30/10.

E B. Unit Managers on each floor will audit
d mediation carts and refrigerators weekly for |
] three months, then monthly thereafier for |

This REQUIREMENT is not met as svidenced opened, nndated medication containers. The |
by: o _ results of these audits were presented to the
Based on observation, interview, and policy DON on 5/29/10.
revizw, the facility failed fo provida
. pharmaceutical segvices 1o assure the acourate ' Criteria 4

administering of all drugs and biologicals, The
faciiity falled to assure that out-of-date
medications were not available for residant use .
on the third and fifth floors of the facility,. Two (2)
oral medications, one (1) nebulizer treatment
medication, and one {1} infravenous solufion were
out-of-tate and remained available for residant
use.

Findings of the monitoring will be brought
to the Monthly QA meeting by the
DON/ADON for 3 months for review and
development of an action plan as needed.

The findings include:

Obsgrvation of the third floor medication |
room/carts on September 1, 2010, at 315 p.m.,
revealed sUblingual Nxtroglycenn was dtspensad .
for resident #21 on February 8, 2008, The vial of ’ _J
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F 425 | Continued From page 19

subiingual Nitroglycerin had an expiration date of
June 2010, and remained available for resident |
use.

Further observation revealed a 12-ounce bottie of
Aluminum Hydroxide {Alternage, a liquid antacid)
- was dispensed for resident #23; however, the
antacid had an expiration date of August 2010,
and remained available for resident use.

Resident #22 was dispensed a box of single-dose
Ipratropium Bromide (a solution for a nebuiizer
treatment! on Ociober 3, 2008, however, the
|pratropium Bromide had expired February 2010,
and remaihed available for resident use.

Interview on September 1, 2010, at 3:30 p.m.,
with the third fioor Unit Manager (UM) revealed |
the UM was responsible for chacking the
medication cabinets and refrigerators for outdated
medications one fime a week. The UM stated the
medication nurses were responsible for checking
the madication carts for expired medications. !
The UM stated hefshe performed spot checks of |
' the medication carls one time a month; howeaver,
the expired tems apparentily had baen missed,

Observation on September 1, 2010, at 3:50 p.m,,
of the fifth floor medication room/carts revesled 2 |
sfock infravencus solution of DSNS avallable for
resident use; however, the infravenous solution

: had an expiration date of August 2010,

An interview conducted with LPN £1 on

September 1, 2010, at 4:10 p.m., revealed all |
nurses were reguired fo monitor the TV stock !
medications for expiration dates.

Reviaw of the facility's policy relatad to Storage

F 425
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; factlity must store all drugs and biologicals in

The facllity must empioy or abtain the services of
: @ licensed pharmacist who establishes a system
i of records of receipt and disposition of all

: controlled drugs in sufficient detail to enabla 2n
accurate: reconciliafion; and defermines ihat drug
7®@Cords are in ordar and that an account of all
controlied drugs is maintained and periodically
reconciled.

Drugs and biotogicals used in the facility must ba
lmbeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable,

In #ccordance with State and Federal laws, the

locked compartments under proper temperature
controls, 2nd permit only authorized personnel to
have access o the keys,

The faciiity must provide separately locked,
permanently affixed compariments for storage of

controlled drugs listed in Schaduie Ji of the
Comprahensive Drug Abuse Pravention and
Contral Act of 1876 and other drugs subjact fo
abuse, except when the fazility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can i

¢ and IV stock was andited by Unit Managers

© expired medications on 9/29/10.

- ADON on 9/24/10, 8/25/10, 9/26/10,

Criteria 1
The identified expired medications were
disecarded,

Criteria 2 ;
Medication carts, medication refrigerators, |

on each floor te identify and remove any

Criterja 3

A. Unit Mavagers on each floor will andit
medication carts, medication refrigerators,
and IV stock weekly for three months, then
momhly thereafter for expired medications.
The results of these audits were presented to
the DON on 9/29/10.., , i
B. Licensed staff will be re-educated on :
reviewing the expiration date prior to j
administration of any medication by the

9/27/10, 9/28/10, 9/25/10 and 9/30/10, .

Criteria 4

Findings of the monitoring will be bronght
to the Monthly QA meeting by the
DON/ADON for 3 months for review and
development of an action plan as needed.
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F 425 | Continued From page 20 | F42s
| and Expiration Dating of Medications, Biologicats,
Syringes, and Needles, revised May 10, 2010,
revealed medicatiors that have an expired date
on the label should be stored separate from other ‘
‘ medications untit destroyed or retumed 1o the !
. .| supplier, f
F 431 483.60(h), (d), (e) DRUG RECORDS; F 431 10/8/2010
8s=b | LABEL/STORE DRUGS & EBIQLOGICALS :
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F 431/ Continued From page 21 : F 431
be readily detected. » ‘

This REQUIREMENT is not mef as evidenced
by '
Based on observation, interview, and record - -

i raview, it was defermined the facility failed to
ensure drugs and biplogicals were labeled and
stored In accordance with currently accepted
professional principles. Observation on
September 1, 2010, revealed liguid medications
dispensed for residents #24, #25, and #26 were
not dated when opened. Additionally, one (1) vial
of insulin dispensed for resident #3 was not dated
when opened, and remained available for
resident use.

| The findings include:

Cbservation of the third floor medication
room/earts on Septembar 1, 2010, at 2115 p.m,,
revealed a boffie of Milk of Magnesia (a laxative)
: had been disperised for resident #24 on February |
123, 2016, Additionally, a bottle of Milk of !
Magnesia had besn dispensad for resident #26
on August 2, 2010. Further cbhservation revealed
staff had failed to data the botties of Milk of
Magnesia o indicate when the bottles had inifially |
besn openead.

Further obsérvation revesled resident #25 had
besen dispensed Colace liquid (a stool softenar)
on Juns 18, 2010, and Potassium Chloride liguid
on May 28, 2010. The two liquid medications for
resident #25 were not dated when initially opened.

Hnterview on Septembar 1, 2010, at 3:30 p.m., i ;
- with the third floor Unit Manager (UM) revealed all ; f
‘ \' :
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! Interview conducted with LPN #1 on September
11,2010, &t 4:10 p.m,, revealed Insulin viais were
i required to be datad when opened and discarded

Continued From page 22 f
fiquid medications were to be dated by the 1
medication staff when initially opened.

Observation of the fifth floor madication storage
room on Sepiernber 1, 2010, at 3:50 p.m.,
revealed a multi-dose vial of Novelin R U-100
Insulin for resident #3 was opened. However, the
vial was not dated to indicate when the vial was
initially openad.

after 30 days. -

Review of the facility's policy regarding Storage
and Expiration Dating of Medications, Biologicals,
Syringes, and Needies, revised May 10, 2010,
revealed staff was required to record the date
opened on the medication container.

483.70(R)
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The faciiity must provide a safe, functional,
sanitary, and comnfortable environment for
residents, staff and the public..

This REQUIREMENT is not mst as evidencad

Phyr

Based on observations and infarview, it was
determined the facility falled to provide the
effective housekeeping and maintenance {
services necassary fo maintain g sanitary, orderly,
and comfortable environment. There were
numerous areas throughout the building on all

five (5) floors of the fadliity in need of repairs and
cleaning, including chipped doors, walls,

F 431

F 485

10/8/2010
Criteria 1

4. The damaged ceiling tiles on 1% floor, in
the 4® floor men’s shower room, and in
room 320 were replaced.

B. The nop-functioning water fountain in
the dining room has been removed,

C. The nnsteady dining room table was
removed from nse immediately upon
notification. i
D. The dining roorn door apd the handrail in ¢
the dining room were repaired. E
E. The floor tiles have been replaced in
r00m 303 bathrooms, room 313 and the
entrance to long hall of 52 floor.
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baseboards, stained ceiling tiles, cracked floor
tiles, rolling bedside tables and dressers,
ripped/torniworn chals, loose grab bars in
bathrooms, and a biack mold-ike substance on
shower room files.

The findings include:

Observations of the facility during the
environmental four on August 30, 2070 and
September 1, 2010, revealed the following iterns
were in heed of repair/cleaning:

First floor--

-The ceiiing tiles in the clean laundry room were
observed to be discolored with a hrown
substance and were noted to be sagging over the
ciean laundry. In addifion, a brown substance
wag noted to be in a drip pattern or the wall
behind the clean laundry.

-The Physical Therapy Department office (which
was in sight of a patient care ares) had chipped,
bubbled paint with a brown substance noted
under the painted area,

i Second floor—

1 » The dining room contained a water fountsin that
| was not functioning and was rusted and corroded.
i A dining room table was noted o be

; wobbly/unsteady. The dining room door was

| chipped and rough, and a hapdrail in the dining

| room did not have an end cap, leaving a sharp

; metal edge exposed.

I Third fioor—

-Resident room 303 was chsarved o have

i cracked fioor Gle in the bathroom, and a stain
f around the bass of the commode.

and the bath lounge chajr i the 4™ floor
shower root have been replaced.

G. The chair and the chipped bedside wble
i room 509 were removed from nse.

H. The water pressure in room 517 was
adjusted.

| been transformed into an eye wash station.
17, The bedside table and dresser in room
312, the bedside table in room 314, and the
i bedeide table in room 316, the bedside table
. in room 319 were removed from use.

' K. The wall in the laundry room, the
Therapy Dept. office, the men’s 3™ floor
shower room, the area behind the 42 floor -
eye wash station, the air conditioning wnits
in the 3™ floor men’s shower and the 5%
floor men’s shower roows have been
painted,

L. The grab bars around the toilet in the 3™
floor men’s shower room have been
tightened.

M. The chipped drywall in the bathroom of
room 306, the bole in the drywall under the
sink in room 306, the splintered doar to
reom 308, the loose baseboard under the
siuk fn room 309, the splintered door to
room 315, the loose baseboard under the
simk in room 320, the chipped wallboards at
the end of 4™ floor short hall, the holes in
the wall of room 410, and the baseboard in
room 509 will be repaived by 10/12/2010.
N. Additional grab bars will be nstalled in
the 3™ fioor shower room by 10/12/2010.
O. The light fixture ia the 4* floor men's
shower room will be replaced by
10/12/2010.

L. The long ball 5* floor water fountain has | -
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-Resident room 306 contained chippad drywall
along the baseboard in the bathroom, a hale in
the drywall under the sink, and the entrance door
was noted to be splintered with rough edges, -
-Resident roorn 308 containad & loose baseboard
under the sink.

-A rolling bedside table with splintsred and
chippedfrough edges was observed in resident
room 312, and a dressar with a surface that was
chipped and splintered,

-Resident room 313 contained chipped fioor files
under the bad frame at the head of the bed.

-A rolling bedside table with 2 loose edge was
observed in resident room 314 and the drywall
was flaking under the sink,

-The entrance door te resident room 315 was
splinterad and rough. '

~Resident room 316 coniained a rolling bedside
table with chipped/splintered edges, and a hole
wag pbserved in the drywall,

! -Resident room 319 contained a rolling bedside
tabie with chipped splintered edges.

the sink, and a stainad ceiling tile in the
bathroom.

-The women's shower room on the third floor was
utilized for storage, with lifts, medication carts,
-and freatment carts being stored in this showsr

| -Residant reom 320 had a looss baseboard under

raam,
-The men's shower room on the third ficor was ;
chserved o contain paint peeling from the wall i
below the window and a rust buildup on the
heat/air-conditioning unit. The grab bars around
the foilet were loose and sasily swayed back znd

{ forth wher touched. There were no grab bars or
benches in the area whare showers were giver,

Fourth fioor—
~The end of the short hall on the fourth floor had

'P. The tile grout in the men’s 5* floor
shower room will be replaced by
10/12/2010.

Q. The women’s shower rooms on the 4™
and 5™ floors have been converted o storage
rooms and the men’s shower rooms on all
floors have been converted to Cemtyal Baths
with appropriate signage on all doors.

Criteria 2
--The maintenance Director and Administrator -
will make rounds of the facility to Tist all
needed repairs by 10/8/2010. They will
develop a quarterly plan to address any
‘repairs noted that do not require immediate
action by 10/8/2010.

Criteria 3

| A. Maintenance staff was in serviced on

. completion of maintenance repair requests
on 10/1/2010 by the Administrator.

B. The Maintenance Director and the
Admministrator will tonr facility weekly for
one month then monthly thersafier to note
any repairs nesded.

- Criteria 4

i Findings of the monitoring will be brought
to the Monghly QA meeting by the
Maintepanee Director for 3 months for ‘
review and development of an action plan as .
needed. :
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chipped wallboards below a window and a bent
window screen with sharp edges.

-The women's shower room on the fourth fioor
was ulilized for storage with treatrment carts,
housekeeping carts, and lifts observed o be
stored In the shower room.

-The men's shower room on the fourth floor
contained a bath lounge chair with a mesh
covering. There were brown stains obsarved on
the covering of the lounge chair, a ceiling tile in
the shower stall with brown stains, and a light
fixture that wasn't working with & brown stained
cover, Tha mesh back of a showar chairin the

- shower room had a worn/rough edge in need of
. replacing.

; ~The area behind the eye wash station on the
iong hall of the fourth floor was in need of

. painting, )

- -Holes were observed in the wall near the ficor

' boards by the sink area in resident room 410. ;

" Fifth floor--

. -Resident room 509 contained a chair with a torn

_arm that was in need of repair, a bedside table

- with chipped splintered edgas, and baseboard
was observed fo be loose from the wall beside

_the bed. _

; -Resident room 517 had low hot water pressure

s af tha.sink.

- -Floor tiles were cracked and uneven at the

" entrance {o the long hall on the fifth floor,

'-The alcove in front of the iong hall on the fifth

; fioor was mlssmg & water fountain, ieaving

i exposed metal pipes with sharp metal clamps. )

L -The wamen's shower room on the fifth fioor was |

,‘ utilized &s storage for treatment carts, "
' housskeeping carts, and [ift chairs,

' The men's shower room on the fifih fioor

i cortained a biack moid-like substance on the Hie

i

F 465
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grout in the shower siall, and balow the
air-conditioning/haater unit. The
air-conditioning/neater urit was rusted and in
need of paini.

An interview with the maintenance worker on
September 1, 2010, 3t 1:00 p.m., revealed it was
difficult to get all the nesded repairs compieted,
as there was only one maintenance worker at the
facifity, However, according to the maintenance
worket, the facility was aliowing a kitchan worker
and the Activity Director to assist with the needed
repairs at the present tims. The maintenance
worker further stated that staff had maintenance
repair forms that were to be completed and
turned in at the nursing stations for needed
repairs on each fioor. The maintenance worker
stated the forims ware reviewsd and the needad
repairs were then completed.

E

An interview with the Adrinistrator on September l
1,2010, at 2:00 p.m., revealed many of the :
needed repairs had baen identified upon the ‘
Administrator's arrival at the facilty in the middle |
of August 2040, The third fioor hallway had i
‘alrsady been completed with the carpaiing
removed from the walls, the hallway walls

painted, and new floor boards being instalied.

The Administrator further stated the floor in the ;
smoke room had been worked on, and the fifth ¢
fioor carpeting had been removed from the
haliways, but the painting had not been

‘ completed. The Adminisfrator stated tha kitchen
-worker had been assigned to assist the ,
. maintenance worker when not schedulad to work
{in the Kkitchen. The Administrator reportad that

' rnore maintenance workers were being hired and
- the facifity was in the process of intarviewing for
' those positions. The Administrator had inifiated

X4 1D SUMMARY STATEMENT OF DEFICIENGIES ()
PREFIX (EACH DEFICIENCY MUST BE PRECEDED OY FULL PREFIX (RACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
. DEFICIENGTY)
F 465 | Continued From page 26 F 485
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| Morming rouinds to be completed by House

: Supeivisors and documentation refated to needed
‘ repairs was to be furned in at the morning
meetings, The morning rounds form included
environmental concerns. The Administrator
stated the needed repairs wouid be taken care of.

L
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Wision of Health Care

Any deficlency stat
pther safeguands provide sufici

Ly
LABDRATOR}'D CTORS OR P;W{?RI@UPPUER REPRESENTATIVE'S SIGNATURE '

PARKVIEW RURSING AND REHAB!UTAT!ON CENTER PIKEVILLE, KY 41508 outhern § OCB& |
) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1%5)
FREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION -

TAG REGULATORY OR L5C IDENTIFYING INFORMATION} TAG - GROSS-REFEREEEEE: Er)u ":HY-I)E APPROPRIATE BATE
K 000 | INETIAL COMMENTS K 000
1 A life sefety code survey was initiated and
concluded on September 1, 2010, for compliance )
with Title 42, Code of Federal Regulations,
£483.70. The facility was found not to be in
eompliance with NFPA 101 Life Safety Code,
2000 Ednion.
. i
Neficiencies were cited with the highest deficiency ;
identified at "F" ievel.
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018: K018 10/13/2010
SS=D
‘ Doors protecting corridor openings in other than Criterta |
required enclosures of vertical openings, exits, or Wedges holding open therapy and activity
hazardous areas are subsfantial doors, such as doors were immediately removed.
these constructed of 1% inch solid-bonded core .
wood, or capabie of resisting fire for at least 20 Criteria 2
minutes. Doors in sprinklered buildings are only | Ap audit was conducted on all doors m the
required {0 resist the passage of smoke. There is buildin d all wedges were removed
no impediment to the closing of the doors. Doors . DuilGing, an £
are provided with a means suitable for keeping immediately.
the door closed. Dunch doors mesating 19.3.6.3.6 L.
! are permitted,  16.3.6.3 Criteria 3 ‘
Department heads will conduct an audit of
Rolier latches are prohibited by CMS regulations all doors 5x week to ensure that no wedges
in aif heaith care facilites. are being used. The Maintenance Direcior
will do daily rounds 5x week to ensure 1o
wedges are being used. NHA will conduct
weekly rounds to ensure that compliance is
met Staff will be in serviced by
Maintenance Director or other designee on
not using wedges to hold open doors by
10/1/2010.
: j
: This STANDARD is not met as evidenced by:
' Based on observation and interview, the facility
: falled fo ensure that comidor doors were
TITLE fB) DAT

/370

nt ending

ah as{erlsk {*) denotes a deficiansy which the, institition may be excussd from carrecting providing 1 s da{ermined that
protaciion to the pafients, (See instruttions,) Except for nursing homes, e findngs stated above are disciosable 80 days

fallewing the date of survey whathar or ot a plan of cotrestion is provided. For nursing homes, the above findings and plans of coracficn are disciesahis i4
days following fhe data these documents are made available to the facility. If deficendies ane clied, an approved plan of comedtion is fequisite 1o continuad
program parbicipation.
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K018

Confinued From page 1

maintained according fo NFPA standards,
Wedges were absarved to be used holding open
two {2) doors, inpeding the closure of the doors.

The findings include:

During the Life Safety Code four on Sepiember 1,
2010, from 11:30 a.m. to 2;00 p.m., with the
Diractor of Maintenance, a wedge was observed
holding open the Therapy and Aclivity room .
corridor doors.  According to regulations, wedges
are not an approved device to hold comdor doors
open.

|.An interview on September 1, 2010, at 11:30
a.m., with the Director of Maintenance revealed
hefshe was not aware that wedges should not be
used ko hold corridor doors open.

| Referencs: NFPA 101 (2000 Edifion).

19 3633
Hold-opan devices that release when the door is
pushed or pulled shall be permitied

A 193633

Doors should not be blocked open by furniture,
door stops, chocks, tie-backs, drop-down or
plunger-type devices, or other devices that
necessitate manual unlatching or releasing acfion
to close. Examples of hold-open devices that
release when the door is pushed or pulied are
friction catches or magnetic catches

18.3.6.34

Poor-closing devices shall not be required on
doars in corridor wall openings other than those
serving requtired exits, smoke barmiers, or

K018

enciosures of vertical openings and hazardous

iThe depariment head rounds will be

Criteria 4

reviewed each morning, and findings will be; '
submitted to the Maintenance Director for |
comrection daily 5x weelc
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K 018 Continued From page 2 K018
areas. :
K 025 NFPA 101 LIFE SAFETY CODE STANDARD K025 K025 107132010
SS=F , _
Smoke bariers are constructed to provide at Criteria 1

least & one half hour fire resistance rating in
accordance with 8.3, Smoke barriers may
teminate at an atrium wall. Windows are
profectad by firerated glazing or by wired glass
panels and steel frames, A minimurn of two
separate compartments are provided on each
floor. Darnpers are nof required in duct
penetrations of smoke barriers In fully ducted
heating, ventilating, and air conditioning systems. |
119.3.7.3, 18.3.7.5, 12.1.6.3, 18.1.6.4

]
|
!
§
'

This STANDARD ig not met as evidenced by:

: Basad on obsetvation and interview, the facility
falled fo maintain fire/smoke dampers that
peneirated the firefsmoke barmier walls in the attic
area. This deficient practice affected eleven {11)
of eleven (11) smoke compartments, staff, and all
the residents.. The facility has the capacity for
120 bads with a census of 94 on the day of the
survey,

The findings include:

During the Life Safety Code survey on September
1, 2040, at 10:45 a.m., with the Director of
Maintenance, a fire/smoke barrier wall above the
fire doors on the fifth and fourth floor was
observed to have ductwork that contained a
fire/smoke damper. A fire/smaoke damper closes
to prevent fire and hot gases from penetrating ihe
fire/smoke barrier wall and s required ic be

-| inspected and rmaintained every four years.

Criteria 2

{ Criteria 3

every 4 years.

Criteria 4

needed.

The fire dampers were inspected by Hazard
Fire and Safety on September 27, 2010.

: An audit was conducted on all fire dappers
i to ensure they were working properly.

Maintenance will conduct an audit of fire
dampers weekly 1o ensure that preventative
maintenance is being done. The
Maintenance staff will be in serviced by
Hazard Fire and safety on maintaining fire
dampers, and having record of inspection

The Maintenance Director will report on
progress in the monthly QA meeting for
review and development of an action plan if
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K025 | Continued From page 3 Ko26|
An interview with the Director of Maintenance on
Septernber 1, 2010, at 10:45 a.m., revealed the
Director of Maintenance was unaware of the !
requirements pertaining to fire/smoke dampers or |
if there was a record the dampers had been ;
maintained, The Director of Maintenance stated
these fire/smoke dampers were on all the floors.
Reference: NFPA 90a (1998 Edifion).
3-4.7 Maintenance.
At lcast every 4 years, fusible inks (where
applicable} shall be removed; all dampers shall
be operated to verify that they fully close; the :
latch, if provided, shall be checked; i
and moving parts shall be lubricated as
necessary. ’ ‘
K082 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 ko062 10/13/2010
S5=F !
Required automatic sprinkler systems are | Criteria 1
condion and are nepactud g | Tho firopump wes esied for proper
| periodically.  19.7.6, 4.6.12, NFPA 13, NFPA gj;;f‘z"o‘;‘ggby Hazard fire and safety on
125,875
’ Criteria 2 }
5 The fire pump was run for 12 minutes while
\ | This STANDARD is not met as evidenced by being tested by Hazard Fire and Safety on
. Based on an interview, the facility failed io ensure 9/27/2010.
: the sprinkler systermn was maintained by NFPA
i standards, This deficient practice affected eleven Criteria 3 .
( 11} of eleven (11) smoke compartments, staff, Maintenance staff was in serviced by Hazard
; i and all the residents. The facility has the capacity fire and safety on properly testing the fire
i for 120 beds with & census of 84 on the day of the pump, and allowing it to run a minimum of
: ; survey. 10 minutes weekly, and logging the activity.
‘ The findings include:
1
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K0o82: i Continued From page 4

. During the Life Safety Code survey on Septeinber

{1, 2010, at 12:00 p.m., &n interview with the
: : Director of Maintenance revealed there was not &
; written preventive maintenance schedule for the

: facility's sprinkler fire pump assembly and no one
; had heen properly trained on the operation of the
i fire pump assemnbly. According to regulations,
the fire pump is required 1o be tested weskly by a
' properly trained individual,

Referenca: NFPA 25 (1998 Edifion).

5-3.2 Weskly Tests.

Qualified operating personnel shall be in
atteridance during the weelkly pump operation.
5-3.2.1 A weekly test of eleciric motor-driven
pump assembiies shall be conducted without
flowing water. This test shall be conducted by
starting the pump automatically. The pump shall
run a minimuim of 10 minutes.

Exception: A valve installed to open as & safety
feature shall be permitted to discharge water.

L

A preventive maintenance program shall be
established on alf components of the pump
assembly in aceordance with the manufacturer's
recommendations. Records shail be rmaintzined
on all work performed on the purnp, driver,
confroller, and aixiliary equipment.

In the absence of manufacturer's
recommendations for preventive maintenance,
Table 5-5.1 provides alternative requirements.
K147 | NFPA 101 LIFE SAFETY CODE STANDARD
Electrical wiring and equipment is in accordance
with NFPA 70, Nafional Electrical Code. 8.1.2

K062

K 147

" | action pian if needed.

| Criteria 1

Criteria 4 10/13/2010
The fire pump will be tegted weekly on i
going, and the Maintenance Director will
report on progress m the monthly QA

meeting for review and development of an

K147

The medical equipment was removed from
the multi- outlet adapters in rooms 519, 303
308,317, and 318. 3

L
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K 147 { Continued From page 5- K 147 | Criteria 2 10/13/2010
‘The Maintenance Director toured the facility
i to determine if any other resident’s rooms
' had multi-outlet adapters in use for medical
This STANDARD s not met as evidenced by: equipment and removed them if indicated.
Based on observation and interview, the facijity
failed to ensure multipie-outiet adapters were Criteria 3
being used in an approved manner. This .
deficient practice affected seven (7) residents. A. T our plug outets were replaced o
The facility has the capacity for 120 beds with a . . .
census of 94 on the dgy of the survey. B. ?‘!ae Maintenance Director will tour the
facility weekly for one month, then monthiy
The findings include: thereafier to ensure multi-outlet adapters are |
not 1o use with medical equipment.
During the Life Safety Code tour on Saptember 1, C.. Staff will be in serviced on appropriate
2010, &t 11:05 a,m., with the Director of use of electrics) outlets and multi-ourlet
Maintenance, an electric bed, suction machine, adapters by 10/1/2010.
nebulizer, and IV pump were ocbserved to be
pluggead into a muiti-outiet adapter in resident Criteria 4
roommn 518. In addition, multi-outlet adapters were The Maintenance Director will report on his
observed to be in Use with medical equiprent in g findings in the monthly Quality Assurance
resident roorns 303, 308, 317, and 318. meeting for review and development of
Generally, multiple-outief adapters with surge {action plans as needed.
protection may be used for resident TVs, ! :
computers, radios, etc., on an as-needed basis
but not to be: used with medical equipment to help
prevent against electrical shock.
An interview with the Director of Maintenance on
September 1, 2010, at 11:05 a.m,, revealed the
{ Director of Maintenance was not aware of the
~ [ proper use of multiple-outiet adapters. The
Director of Maintenance: stated that sometimes
there were not enough receptacles in resident
FoOms,
Reference: NFPA 99 (1999 Edition).
3-3.21.2D
: 2. Minimum Number of Receptacies. The number
i
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of receptacies shall be determined by the
intended use of the patient care ares. There shali
be sufficient receptacies located so as ko avoid
the need for extension cords or muttiple outlet
adapfers. :
i
)
1
; i
|
!
i - ,
i . . i i
FORM GhE-2867(02-09) Pravious Versions Cbaolate Evartt 10: RXX521 Facdllly [0; 100583 ¥ Gontinuation shest Page 7 of 7 ,

Received Time Sep. 27 2010 5:06PM No. 3175



