87/p8/2018 15:54

E06-474~8114

. DEPARTMENT OF HEALTH AND HUMAN SERVICES

CARTER NSG & REHAB

PAGE @7/43

PRINTED; 06/11/2010

, FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . * OfB NO, (936-0391
STATEMENT.OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; COMPLETED
- . _ : A, BUILDING
| 185263 B WING R A BT 2010 - o
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE o
: . 260 MCDAVID BLVD
CARTER NURSING & AEHABILITATION CENTEH . GRAYSON, KY 41143
(X4) ID _ SUMMARY STATEMENT OF DEFICIENGIES ' D PROVIDER'S FLAN OF CORREGTION ooy
PREFIX (EACH DEFICIENCY MUST BE PRECENED BY FULL PREFIX (RACH CORREQTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} T8 CROSS'HEFEHEES,E,%‘J&?J g%elp,pmqgmm ], o
F-000 | INITIAL COMMENTS F 000
. ) To the best of my knowledge ang
' . . belicf, as an agent of Corter Nursing &
A Recertlfication and Abbreviated Survey was Rehabilitation Center, the following .
conducted on 05/26/10 through 058/27/10. A Life plan of correctjon constituics a written
Safaty Code Survey was conducted 06/27/10 allegation of substeritial compliance
Deficiencies wera clted with highest scope and with Fetleral Medioare and Medicaid
severity of a "F". ARO #KY00014743 was Requiroments,
inyestigated and was substantiated with'no Preparat .
dofianciosatad. ARO HICYUO014745 was e e o s o
Investlgated and unsubstantjated. . ' : admission or agreemant by the p'mvidcr
F 281 | 483.20(k)(3)(l) SERVICES PROVIDED MEET F 281 of the truth of the ficts alloged or
" 88=D.| PROFESSIONAL STANDARDS conclusions set forth i the allcged
] ‘ o defisienciss. This plan of correction iz
“The sarvices provided or arranged by the facllity prepared andfor exceyted solely
must meet professional standards of quaity, bécausc it is-required by the provisions
: ‘ - of Pederal and State Law,
This REQUIREMENT Is not mef as evidenced
by: ' -
Based on obssrvation, interview and record ‘ , .
review, it was detarmined the facility failed to Corter Mursing & Rehabilltation Centor mine
provide services to meet professional standards swrtves [o ensure that the srvices
- provided or arranged by the facility
of quality for two (2) of twenty-one (21) sampled mect professional standards of quality
residents, (Residents #8 and #13). and are pravided by qualified persons
The f .dl nclud in accordance with ench regldent's
¢ findings include: written plan of core,
1. Review of the medical record for Resident 4§ Brgopy idcnt #9 and 13 were assessed by
revealed disgnoses which inoluded a history a: et GE ﬂ ; hcctor of nursing on June 18, 2010
Urinary Tract Infectlon, Dementia, and Right &b ] an f Bwas detormined that the
Fracture with Hemloarthroplasty. Review of | Jub, ~ 8 2010 brepiguovay alarms were ag longer
Physiclan orders dated for May 2010 revealej | negfige e physicion was notified
order for break away alarm at all times due toll | | onépdens P for the
risk. Review of the facillty's fall risk assessment |- —-?;—"i&kawal); :nnt?s t‘udr rsmcm # 9 and
dated 06/13/10 revealed Resident #9 was comletod om Tuma 18 2010 bo g
> i pleted on Junc 18, 2010 by the
assessad as being a high risk for fall. Review of LPN Charge Nurse.
the Comprehensive Care Plan dated 11/14/09 for
Resident #8 revealed Intervention including break
away alarm at all imes and do not leave resident-
up to whes! shair in room unattended dated
ER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (¥0) DATE
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0B/24/08. Review of Treatment Administration

‘Observation on 05/26/10 at 3:35 PM, 4:25 PM |
.and 5:40 PM of Resident #9's room revealed

Joreak away alarm noted.

Interview with Licensed Practical Nurse (LPN) #23

Record revealed the break away alarm had been
documented as having bean checked for
Resident #9 on 08/25/10 and 05/26/10 as woll as
throughout the antire month of May.

Resident #9 sitting up in the wheel-chair with no

Cbservation on 05)'§6110'at 9:36 AM, 1,05 PM,
2:30 PM and 5:30 PM revealed Residant #9
sittng.up in wheel chalr with no break away alarm

noted.

on 05/26/10 at 5:45 PM revealed Resident #9
should have been wearing the breakaway alarm.
LPN #3 demonstrated Resldent #9 had a sensor

ad, Dycem to the wheel chalr and was wearing
he wander anklet which was ordered. LPN #3
stated that even when the Physiclan orders say at
all imes wa can use one or the other. After
reviewing the Physiclan order and Care Plan LPN
#3 stated Resident #9 should have been wearing
a breai away alarm and instruoted a Certifled
Nursing Assistant to place the break away alarm
on Resident #9,

Interview with LPN #2 on 06/27/10 at 12:13 PM
revaaled If the Care Plan states resident should
not be left unattended means the resident should
not be left alone in room, they should be seated In
the hallway and should deﬂnltely not be lef alone
in room up in the whesl chalr sscondary to being
at an increased risk for falle.

2. Review of the olinical record for Resident #13

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVINER'S PLAN OF CORRECTION " 5y
PREFIX (EACH QEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8MOULD BE GOM&T\;{?&"ON
TAG REGULATORY OR LSC JDENTIFYING INFORMAYION) TAG .OROSS-REFERENCED TO THEAPPROPRIATE, | *
- DEFICIENCY) .
F 28.1 Continued From page 1 F 281 Rach residcnt's-mcord was reviowcd on

June 28 - 30, 2010 by the Director of
Nurging, Assistant Director of Nursing,
and RN (regisiered nurse) Supervisors
to ensure that physician nrders were
nated ond imiplemented as directed.
The phymmn WhE notlt' ed of any
discrcpancics,

All licenséd urses will receive
education by the Staff Development.
Coordindtor régarding the importance
of implementing physicion orders ng_
directed. This education will be
completed na Jater than Jyne 30, 2010,
To ensure that all physician orders are
implemented ag written, 23% ot new
physiocian orders will be audited weekly
for four weeks and then quarterly
thoveaftor by the director of nursing or
designee. The resnlts of the audits will
he forwarded to the monthly CQ1
{continuous quality improvement)

cotnmittee for (urther actions, if
necessary.

FORAM GMB-2667(02-58) Pravioua Varskns Obsolote Evant ID: Kawit1
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revealed an admission date of 10/13/09 with ,
dlagnoses which included Dementig, Deprassion, :
Anxiety and Osteoarthritis. Further review
revealed the Physician's Order dated 02/08/10 for
a.breakaway alarm to be used at all times-due fo
psychotropio medication use, confusion and
decreased mobility. Review of the Care Plan
| revealed approaches which include breakaway
alarm to be 'used at alf times to reduce poténtial
for injury. Observation on 05/26/10 at 10:00 AM,
11:30 AM, 1:00 PM, 2:00 PM, 3:00 PM, 3:30 PM
and 4:30 PM revealed no breakaway.alarm in
use: : -
Interview on 05/28/10 at4:45 PM with the RN
Supervisor revesled the breakaway alarm should
be in use at all tmes per Physlcian's order. -
Observation on 05/28/10 at 5:15 PM revealad the.
breakaway alarm was in use, Observation on
05/2710 at 8:40 AM revealed the breakaway
alarm was in use.
F 282 | 463.20(k)(3)(l) SERVICES BY QUALIFIED F 282
§8=€ | PERSONS/PER CARE. PLAN Carrer Nutsing and Rehabilitation 70
.. Cunier strives to angurc sorviccs
The services provided or .arranged by the facility provided or armanged by the fhellity
must be provided by qualified persons In must be provided by qualificd persons
aogordance with each resident's writtan plan of in accordance with each resident's
care, : written plan of care,
Regident # 9 wag agsessed by the
This REQUIREMENT is not met as evidenced IDCPT team and it was determined
by: there was no fongor a necd for the
Based on interview and racord review it was broakaway alam. The physician was
determined the facility failed to ensure care plans '(‘:‘;‘“ﬁ"'dtf}"" it v d““fgtiz"oucé' by the
were provided by qualified persons In accordance arge Nurse an fune 18, 2010,
with each individual resident care plan, for.3 of 23
sampled residenta (#9, #13, and #18).
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COMPLETED

. |. 1. Review of medioal record for Resident #9

* | Physiolan orders dated for May 2010 reveated .

review revealed care plans datad 11/14/09, for
‘Realdent #8 with approachas of using Break

_ throughout the entire month.

THe findings Includea:

revealed diagnoses which included history of
Urinary Tract Infection, Dementia, and Right Hip
fracture with Hemioarthroplasty. Review of.

order for-brealc away alarm at all times due to fali
risk. Review of facllitles fall risk assessment
dated 5/13/10 revealed that Resldent #8 was
assassad as baing a-high risk for fall. Continued

Awsay alarm and do not leave resident up to whes!
ghalr In room unattended. - Review of treatment -
record reveated the Breakaway Alarm had baen
documented as having been checked for
Resldent #0 on 5/25/10 and 06/26/10 aa well as

Obeervation on 05/256/10 at 3;356 PM, 4:25 PM
and 5:40 PM of Resident #8 's room revealed
Resident #9 sitting up In the wheel chair with no
Break Away alarm nofed.

Qbsarvation on 05/26/10 at $:36 am, 1:05 PM,
2:30 PM and 5:30 PM revealed Rasident #9
sitting up in wheel chair with no Break Away
alarm noted.

Interview with Licensed Pragtical Nurse (LPN) #3
on 06/26/10 at 5:45 PM revealed Resident #9
should have been wearing the braakaway alarm,
LPN #3 demonatrated Resident #9 had a sensor
pad and Dycem to the wheel chair and and
elopement anklet. LPN #3 statad that even when
the MD orders say at all imes we can use one or
the other. Atter reviewing the Physician order and
Care Plan LPN #3 stated Resident #3 should

Resident #13 wug asscased by the
1DCPT team and it was determined
there wag no longer a need for the
hreakaway alarm. The physicion wos
notified and it was discontimed by the
Charge Nurse on June 13, 2010,

Resident #18 wog ngscsscd by the
IDCPT team and jt was dotermincd that
the resident was safe to be left in. the
roorh unuitended, The care plan and -
CNA (low sheot was updated to reflect
this change,

Carc plans for Residents #9, 13 and 18
were revicwed and revised By the
interdisciplinary care-plan team
{IDCPFT) to ensure current, interventions
are approprinte and have boen
implemented as written for each
resident on Junc [8, 2010, °

The plans of care for all residents were
reviewed by the IDCPT" to ensure that
the current plan of care is reflective of
individual nceds. ‘The plan of care will
he utilized by the IDCPT 10 ensure that
all recorded interventions have been
implemented: ag written no later than
Junc 30, 2010, .

All nursing staff will be re~educated by
the staft develapment coordinator no
lnter than June 30, 2010 regording the
importonce of implementation of
individual interventions and cnsuring
compliance visvally via daily
compliance rounds,

The Director of Nursing or designee,
vie. deily complinpes rounds, will

A BUILDING
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FF 282 | Continued From page 3- F 282
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" BUMMARY STATEMENT OF DEFICIENCIES i)

PROVIDER'S PLAN OF CORRECTION

have been wearing a break away alarm and
instructed a Certified Nursing Assistant to place
the Bresk Away alarm on Resident #9,

interview with LPN #2 on'05/27/10 at 12:15 PM
revealed if the Care Plan states resident should
not be left unaltendad means Resident should not
be left alone In room, they should be seated in the
haliway and they should definitsly not ba laft
afone in room up in the wheel chair secondary to
being at an increased risk for falls. :

2, Review of Comprehensive Cara Plans for
Resjden{#1B revesled that resident was not to be’
left alone in their room. Obaervations during the

| day frém 05/28/10 and on 05/27/10 revealed the
resident was in the activitles areas most of the
day or had family visiting in the residents room.

Interview with Licensed Practioal Nurse(LPN) # 4
and LPN #4 on 05/27/10 at 3:00 PM revealed that
* .| the rasident has family that comes to visit a lot
and she is not to be left aione in her room. LPN
#4 and LPN #1 stated the faoility did not have
adequate staff to provide supervision for the
resldent at night when she was sieeping, this
would be imposeible, and was not what the Care
Plan meant. Stating that it was meant Resident #
18 should not be up in their wheel chair alone.
After reading over the Comprahensive Care Plan
both LPN #4 and LPN #1 stated that the Care
Plan did say Resident'#18 should not be left
alone in the Resident's room. LPN # 1 stated that
the MDS Caordinator had stated the Resident
should not be left alone in room up in tha whes!
chair. LPN # 1 stated that the MDS Coordinator
needs to change the Care Plan, it would be
impossible to have someone there at all times.

Co@ayin _ ( " xe
REFI {EACH DEFICIGNCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREOTIVE ACTION 8HOULD BE GOMgtﬂ’TION
TAG REGULATQRY OR LSQ IDENTIFYING INFORMATION) . . TAG CROSS-REFERENOED TO THE APPROPRIATE DATE

' : DEFICIENCY)
F 262} Continusd From page 4 F-282]" monitor ten care plan interventions to

- imptemented. This will occur for four

.commietes for follow-np,

aggure they arc approptiatc and

wecles, Thereafter, the Director of
Nurxing or deslgnee will aydit at least
two core plans per week to snsure
implementation of intervéntions. The
results will be forwprded to the weekly
Foeins Committes and 1o the monthly
CQ1 {continwous quality improvement)
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F 282 | Continued From page &

3. Review of clinlcal record for Resident#13
revealed admission date of 10/13/09 with
dlagnoses which included Dementia, Depression,
‘Anxlety and Osteosrihritis, Further review |
'| revealed the Physicfan's Order dated 02/08/10 for
the breakaway alarm to be used at all imes due
to psychotrapic medioation yse, confusion and
deoreased mobllity. Review of the Care Plan
raveaiad approaches which Included the
Breakaway alarm to be used at all imes to raduce.
potential for-injury. : :

'Obsarvation on 05/26/10 at 10:00 AM, 11:30 AM,
1:00 PM, 2:00 PM, 3:00 PM, 3;30'PM and 4:30
PM revealed no breakaway alarm in use.

Nurse {RN) Supervisor ravealad the breakaway
alarm should be in use at all imes, per
:Physlcian's order.

Interview with the RN Supervisor revealed the
"breakaway alarm at all times was on the Care
Plan and she would revisw the Care Plans, with
all staff, to ensure tha Cara Plans ware followed.

Observatlon on 05/268/10 at 5:15 PM ravealed the
breakaway alarm was In use. Observation on
05/27/10 at 8:40 AM revealad the breakaway
alarm was in use.

F 323 | 483.25(h} FREE OF ACCIDENT

88=E | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
anvironment remaine as free of acoident hazards
as |s possible; and each resident racelves
adeguate supervision and assistance devices to

Interview on 08/26/10 at.4:46 PM with Raglsterad '

prevent accldents,

F 282

F 323

Carter Nursing & Rchabilitation Cenler 0

strives to enaure that the resident
cavironment remains a5 free of
accldents as is possible; and each

regidant raceives adequale supervision

und assigtoncs devices to provent
accidents,

FORM CME-2507(02-00) Pravious varaiona Obaglate Bvent ID; KAWI11

Fagliity 1D; 100871
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F 323 | Continued From page 6 " Faos

The chemicals stared in the facility
shower rooms were remaved and/or
plaeed in locked cabinets by the .
housekeeping/maintenance supervisor

gm‘s REQUIREMENT . is not met as evidenced _ ' on Miy 27, 2010,

y. : : Co : ' ,
Based on cbservation and interview it was The rough cdges and chipped paint on
determined the facility failed to ensure that the - donrs of resident rooms 34,.35, 36, 37,
residents environmant remained free fom = | . _ 8, L1, 12 and the resident shower rooms
accidental hazards as evidenced by: storage of ' . were sandcd and poinicd by

maintenance persennc! by Juna 2],

chemicals in untocked shower room cabinat, 2010

weter temparature 128 degrees Farenhait in

! -
residents’ room, rough edges on doors caused by The extension cord in room S0 wos .

Ghlpp ed F?'E int, tollets with uncovared boits 0 removed by maintenance porsonnel on

residents’ bathraoms and shower rooms. : : May 28, 2010,

The ﬁnd'ngs\incmde; . The long bolts sticking out at the hase
uf toilots throughout the facility were

1. Observation of North 2 Showar Room during eovored with protective caps on June

environmental tour on 06/26/10 at 12:00 PM 18, 2010 by meintenance personnel,

revealed storage of chemieals in the unlociked _

ghower room wall cabinel that was accessible to The water temperatures throughout the

fecllity were regulnted to acceptable
temporature ranges by maintenance
personnel on May 27, 2010,

residents. The chemicals invluded! Invacare
Disinfectant/ Senitlzer! Fungicide/ Mlidewstat/
Viruclde (Warnings on the label inciude: Danger,

.Kaep out of reach of children, corrosive, Causas ‘Phe facliity wator mixing valves wore
irreversible aye damaga and skin burns, harmful cleaned and serviced by the regional
if swallowed, Cali Poison Control or MD), Virex Tb . malntenance dircetor on June [, 2010,
(Warninge on the label include: Keep out of reach The facility malntcnance personnel

of ohildren, Caution causes moderate aye have recaived one on one education
lirltation, avold contact with eyes, skin, olothing, regarding appropriste wator

Contact Polson'Control or MD), Invacare Easy temperatures and appropriate

Clean (The Material Safefy Data Sheet warnings _ notification and intervention to ensure
includer [nhalation of mists may cause irritation to ndequake temperoturcs by the

nose, throatand mucous membranes, Ingastion administrator on Junc 1, 2010.

may cause nausea, vomiting, end gastrointestinal
Irritation, swalling of the larynx, respiratory
distress, ciroulatory shock and convulsions, Skin
oontact may cause mild to savere irritation
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Daity, for the next 30 days, and waclkly

.dapendant upon the degree of exposure, Eye

t blindness, Acute and Chronia: Corrosive to all

-cabinets in the Shower Rooms were to be kept

“dtink the cleansrs,

| edges. Observation of the South unit room §0Q had

contact is corrosive, causes eye burns, may
‘cause tempaorary or permanent vision loss and

[body tissues, harmful skin contact may not cause |
Immediate pain). Invaciare Shampao and Bath
Lotion was aiso In the untacked wall cabinet. An
unsampled resident was alona in the shower
room. when the obsarvation bagan,

Interview with the Housekeeping/Maintenance
Supervigor on 05/27/10 at 12,00 PM revesled the

locked, as the resldents-couid.get into them and

2. Observation of the faclity on environment tour
on 06/26/10 at 10:10 AM revealed door frames to
residents rooms 34, 36, 38, 37, 8, 11, and 12 and
the shower rooms had chipped paint with rough

an axtension cord that ran from behind the bed
(bed B) to a radio on the window seal. Tailets
were observed to have long boits sticking up out
of the base with no covering in all resident rooma
and showar rooms. Water temperature on the
North unit in resident room #12 was 128 degreas
‘Farenhelt (F) and 120 degrees F in the North 2
shower room (thermometer was callbrated at 8:45
AM).

Interview with the Malntenance Director on
05/26/10 at 11:10 AM revealed the North and
South units had two (2) hot water heaters each,
one (1) for the front half of the unlt and one (1) for
the back half of the unit and each have mixing
valves. He did lurn the hot water heater down and
reported to the Director of Nursing (DON), Durlng

therenfier, water emperatures wiil be
checked and logaed by maintenande
personne] to ensure temperatures
remain ar approptiate levels in al) arcas
hroughout fhe facilily. If variances are
experienced immediate actlon will be
taken to correct the prohiem,

The watcr temporature logs will be
reviewed by the administrator weekty
to assure compilence. The water
tempernture logs will be forwarded to
the menthly CQI (sontinuous qualjty
impravement) Committes for further
monitgeing and continued compliance,

An envirenmental avdit was eonducted
by the administrator,
housekesping/maintenanas supervigor,
tnd maintenance personnel on fune |,
2010 10 ensure thot the resident
anvironment s free from hazards,

Environmental audits will be conducted
weekly for fonr weeks by the
ndministrator or designee and monthly
thareafter to determinc that the facility
remaing frec of acoident hozards,

The regults of these audies will he will
be forwarded to the monthly CQF
(continuous quality improvement)
Committes for further monitoring and
continued compliance, '
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continuad interview he stated "I don't know who

| put the extension cord in hare but | will take care
of i, | haven't been doing this very long | will gst
the doors sanded and painted and covers on the
tollet base bolts, -

Interview with BRNA #4 on 05/28/10 at 11;40 AM,
revealed staff was fold not to use the water until
further notlce. She stated that "the Residents in
room 12 could not ambuiate but the Resldent in
1he first bed could rolf to the sink in their
wheelchalr, to wash their hands and always did .
50 after assisted to the bathroom", She further
stated "the resident was assisted to the bathroom
this morning and did go to the sink and washaed
thelr hands afier using the bathroom",

Interviaw with ungampled Resident #1, on
05/26/10 at 11:46 AM, revealed the resident had
washed thelr hands in their room at about 11:30
AM. Resldent further stated “the water was hot
but not hot enough to burn me. | didn't turn any -
cold water on jugt tha hot".

371 483,35(i) FOOD PROCURE, 371 .
§8=¢ | STORE/PREPARE/SERVE - SANITARY Carter Nursing & Rehobiljtation Center N0
sivives to store, prepare, distrlbute and
“The faoility must - serve food under sanitary conditions,

(1) Procure food from sourcas approved or

-considered satisfactory by Faderal, State or local The entiro dictary dry storage room was

eleancd including the floor and shelves

authorities; and : .
(2) Store, prepare, distrlbute and serve food on May 28, 20)0 by dictary personnel.
under sanltary conditions ‘ , The glue traps wore removead from ol!

aregs of the kitchen an May 28, 2010
by the dictary manager,

- The bowls were re-wpshed on May 25,
2010 by dletary personnel.

This REQUIREMENT is not met as evidenced
by: :

FORM OMB-2667(02-90) Pravioup Varslona Obeolola Evont 1D; Kawit1 Faellity 10; 100671 ‘ IF continuation sheot Page: 8 of 18
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Based on observation and interview it was - z Ddim?l’ nie fi' : oy ';%d, Sy the
detarmined the facility failed tp store, prepare, : 3 ;zfy ?ﬁﬂ?‘gg:r":n n;)proprla)t,d
diSlHP‘UtB and sarve food under san",ary ' " sanitation protocols in the kltchen
conditions as evidenoed by observations ' including hond washipg proctices,
revealing staff not washing hands after touching
face while serving on resident trayline, drying ' The dietary manager employed during
multiple. pans with one towel, individual serve the survey has retired and no longer
bowls were found to be stored wet and dirty, ‘dry : _
stormge area was found with cereal scattered on ' worky at the foctlity. Dietary aidc #11
floor and sheives, Staff obaerved not wearing hair, #nd 9 received onc on one edircation on
nets to fully cover all halr in Kitchen area. Staff - June 22, 2010 rogarding appropriate "

. sanitation protocols inehuding proper

observed not washing hands after serving - . N pro
application of hairmers,

residents meal trays.
Dietary side # 10 raceived onc on one

The findings include: - aducation on June 22, 2010 regording
1. Observation on 05/25/10 at 12:00 PM and - fiﬁ‘fﬁ.i"?ﬂﬂiﬁgsﬁalfainﬁ:zd'"g
06/27/10 at 8:40 AM revealed the floor of the dry |- diotary mannger,

storage area was dirty/dusty, had dry cereal

epllied on the floers and somae dry ceres! spilled CNA i | and 2 recetved one on onc
on other food ltems stored on the shelves, There aducation reparding approprinte hand
were several non-polaonous glusboard mouse washing protocols on June 22, 2010 by
traps located on the floor In the dry storage some the staff development coordinator.

of which had dry careal spilied on them, . .
The dietary manager and the registered

dictician completed a sanitation sudic

interview with the Dletary Manager on 08/27/10 at of the kitchen snd observations of meal

8:40 AM revealed the dry storage area should be service on Junc 16, 17, ond 18, 2010 o
cleaned every night, thera's someons who's ia determine that food was storcd,
schaduted to clean it svary night. prepered, distributed and scrved under

sanitary conditions,
QObservation on 05/25/10 at 8:55 AM revealed two

individual bowls, one of which was stored dirty All dictary seaff wilt recaive educntion
and anothar which wag weat, regarding the appropriate sanitation

' protocols for storage, preparation,
Interview with Dletary Alde #13 on 05/26/10 at distribution and serving food under
8:85 AM revesied the bowls were stored dirty. sonitary conditions by June 30, 2010 by .

the dictary mannger and registered
dictician,

The Dletary Aide stated wa will take them back
and wash tham. The Dletary Alds stated that the
bow! which was stored wet could not be' used

FORM CMB-2667(02-00) Praviougs Voralons Cbeoleta Evant ID; K8w|11 Faciifty 1B 100571 ’ it continuation aﬁset Page 10 of 10
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All nwrsing staff will reoeive adioation

secondary to bacteria poesibly being on the bowi.

The Dietary Alde removed the bowls and sént re.gf.lrd"}g S"",”‘"”“éﬁ‘ ?"d woshing ;.
{them back through the dishwasher e o e 1 201D by the staff
1] sher. development coordinntor,
Observation on 06/28/10 at 12:60 PM revealed | 1 Thae distary manager will complete
Dietary Aide #11 assembiing silverware, spfcés. rounde of the kitchen thres thines a
napkins, on tray” did not wash hands after ' week for the next four wecks and
contamination. Observation during lunch time monthly theroafier to assurs diotary

sanitarion protocols are followed,
Results,of these rounds will be
tforwarded to the CQI Committes {for
further monltoring and continucd

© compliancc:

trayline revealed Distary Alde #11 rubbing her
nose, eyes, mouth, and hair without washing
hands and continued to assembple trays.

Interview with Dietary Aide #11 on 06/26/10 at
12.58.PM reveaied that she should have stopped
and washed her hands. Dietary Aide #11 stated |
didn't even reafjze | had done that, | would nead
'to wash my hands after touching my face, nose
and halr.

Observation on 05/26/10 at 12:20 PM ravealed
several Dietary Aldes not wearing hairnets that
fully cover all hair. Observation reveaied Dietary
Aide #11 had some of her hair out from
underneath her halrnet and the Dietary Manager
did not have a hair net on during the serving of
meals. The Dietary Manager was standing within
the kitehen area of the facility moving open carts
of Resident trays to the dining ares, the food was
coveréd, bit the Distary Manager had no halrst
In place.

Obsearvation on 08/27/10 at 8:50 AM revealed a
Distary Aide just coming In to work walked
through the kitchen past the trayline and stove to
chemloal storaga area where the hairnets are
located. :

Revlew of the facilly's policles and procedure
revaaled undar pollcy number A:6.14 all dietary

FORM CMS-R567(02-99) Pravious Vemlona Dbrelolo Event ID:KSWIN Faeltily 10: 100671 If gontinuation sheet Page 11 of 1D
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F 371 | Continued From page 11

-services personnel will wear hairnets or caps,.or
utilize appropriate hair restraints as designated by
state law. Review of policy number A:8.12 raveals
employees and other authorized personnel shouid
usa offective hair restraints to prevent tha
contamination of food or food contact surfaces.

Interview with Dietary Alde #B on 05/27/10 at 8:50
AM reveaied the aide wag aware of the policy and
atated we have to walk through the kitchen to get
a hairnet.

Interview with the Dietary Manager on 06/27/10 at
9:00 AM revesled the Dietary Manager and
Registered Dietitian had seen Dletary Aide #9
walking Into the kitchen had fried to get the
Distary Aides attention. The Dietary Manager
stated the Dietary Aides have to walk though the
kitchen to get a hairnet from the storage area, but
they don't go directly around food. The Dietary
Manager acknowledge It was their policy to wear
helmets at all times in the kitchen and stated
perhaps we should move the hairnets oloser to
the antrance doors. :

Observation on 05/26/10 at 1:15 PM revealed
Distary Aide #10 drying 3 quarter sjze pans and 1
half size pan with a single towel. Interview
revealed that Dietary Ald #10 was aware that
Items were supposed to be air dried, but, could
not state why. The Dietary Aide continued to
place these pans on the shelve aven after stating
that they should be air dried.

2. Observations during the evaning meal on
06/25/10 at £:30 PM revealed Cerlified Nursing
Assistant (CNA) #1 setupand served a tray to a
resident on the South hall. The CNA falled to

F 374
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| Obsarvations during the evening meal on.

‘food cart to the next room. He continued to serve

perform hand hygiene, and continued to serve
and set-up trays for two (2) more residents, which
included moving the fesldent's personal items on
the tables, and touching restdents, CNA #1 was
ot observad [o sanitize or wash her hands
batween serving and setting up trays to three (3)
differant resigents. Intérview on 08/25/10 at 5:40
PM with CNA #1 revealed, she was aware she
should eanilize her hands between residents, but
sha stated sha "just didn't have ths time”, In
addition, she stated she had not sanitized her
hands since before she started serving the trays,

06/26/10 at 5:43 PM revealed CNA #2 moved a
resident's lissue box lo place a tray on the
resident's fable, ralsed the resident's bed up, and
adjustad the table. The CNA then left the room
without hand sanltizing or washing, and pulled the

and set up trays for two (2) more residents,
including cutting meat with the resldent's fork, and
posilioning a resident In bed. Hand sanitizing or
washing was not obsarved during serving and set
up of three (3) residents. Interview on 06/25/10 at
6.00 PM with CNA #2 revealed the facility's poilcy
was to sanitize hands between residents. He
stated he "must have forgotten” to sanitize when
he wag serving the resident's trays.

interview on 06/27/10 at 2:25 PM with the unit
coordinators, Registerad Nurse (RN) #4 and RN
#6 revealed it js the facllity's policy that when ataff
enter a resident's room and come out, they
should wash or sanitize thair hands.

483.85 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The faoility must astablish and maintain an

CARTER .
_ GRAYSON, KY 41143 ) .

(X 1ID SUMMARY STATEMENT OF DEFICIENCIES iD FROVIDER'S PLAN OF SORRECTION X5]
PREFIX | (EAGH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX . (FACH CORRECTIVE ACTIUN SHOULD BE - ooMP £riom
TAG REGULATORY OR LSC. IDENTIFYING INFORMATIOM) TAG OROSS-REFERENCED TO THE. APPROPRIATE | DATE -

. _ S DEFICIENGY) ™ =T '
F 371 Continued From page 12 F a7

Carter Nursing & Rehabilitation Center
strives to follow the policies and
pracedures set forth fn the Infection
F 441 cantral program 1o provide & safe,
sanitary, and comfartable snvirgnment
for the regidents, and to algo aid in the
preveniion, development, and
teangmission of digcase and infoction,

HNo

Ca—
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'(a) Infection Control Program

-(3) Maintalns a record of incldants and corractive

Aransport linens 8o as to prevent the apread of
‘infection,

Infection Control Program designed fo provide &
aafe, sanitary and comfortable environment and
to help pravent the development and transmlssion
of disease and Infaction.

The facllity must establish an infection Control
Program under which it -

(1) Investigatas, controls, and prevents infections
in the facility;

(2) Decldes what procedures, such as isolation,
should be appiled to an individual resident; and

actions related to infections.

{b) Preventing Spread of Infection

{1) When the infection Control Program
detarmines that a residant neads isolation to
prevent the spread of infection, the facllity must
Isolata the resident. .

(2) The facllity must prohibit employees with a
communidable disease or infected skin lesions
from direct contact with resldents or their food, if
direct gontact will transmit the disease,

(3) The facility must require staff to wagh their
hands after each direct resident contact for which
hand washing I8 Indicated by accapted
professional practice,

(c) Linena
Personnel must handle, stora, process and

This REQUIREMENT Is not met as evidenced

by:
Basad on observation, interview and record

{d) 1o BUMMARY STATEMENT OF DEFICIENGIES in’ PROVIDER'S PLAN OF CORREQTION 5}
PREFIX (EACH DEFICIENDY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.8C IDENTIFYING INFORMATION; TAG .. CROB8-RAEFFRENCED TO THE APPROPRIATE DATE
T U pERGIERGY) .
F 441 | Gontinued From page 1 -
page 13 F a4 LPN # 6 received nne on one edioation

on func 22, 2010 by the staff
davalopinant conrdinator regarding

aseptic dressing palicy, proper
infeotion control meosures and hand
washing,

The wounds on rcsident # 4 weyc re-
dresscd by (he N supervigor on-May
26, 2010 utilizing the appropriate
infection contra] measures to prevont
the devslopment and trangnaission of
disense and inféstion.

The director of nursing reviewed all
resident infection control logs for the
lagt 90 days on June 21, 2010 pod
identified no tronds refated to poor
infcction control practices.

Education will be provided by the staff
development coordinatot te al! licensed
nurses and state reglsterod nursing
assistants regarding ageptic dressing
polley, proper infection control
measures. and hand woshing, to
provide a safe, sanitery, and
comfortable, environment and 1o help
provent the patentlal development and
transmission of discase ang infection,
This will be completed by June 30,
2010
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Peg i F a4 The director of nursing or desigriee will

review.it was determined the faciitty failed to
follow standards of practice regarding infection -
control during dressing changes for one (1) of
twanty: three (23) sampled rfesidents (Res!dent
#4),

The findings include:

Observation of Resident #4 on 08/25/10 at 2:20
PM, revealsd a dressing on the resident's |aft

foot.

Record review revealed Resident #4 was
admitted 03/30/10, with diagnosees which
Included, Sigmoid Volvulus, Rectus Sheath
Hematoma and Anemia, Continued review

| revealed the residant had developed Stage |

pressure sore to the left and right heels, which
had been identiflad on 04/04/10. Review of the
weekly skin monitering sheets revealed the stage
| pressure areas ware staged as unstagable on
04/286/10. On Q6/17/10, the pressure area on the
right heel was noted as healed and the left heel

area was noled with the appearance of a stage I1. |.

Observation of the dressing change on 06/26/10
at 2:30 PM, completed by Lissnsad Praotiocal
Nurse (LLPN) #8, revealed LPN #8 to place the
dressing suppties on the badside table with no
cleaning of the table or barrier. She washed her
hands then applied gloves, removed the dressing
and placed it in the trash bag, than removed her
gloves and appliad another pair of gloves. She
then cleaned the wound with wound oteaner and
guaze, removed her gioves. LPN #8 then put
slerile gloves on, applled santyl to a guaze,
placed the guaze on Resident #4's wound on the
left foot, then wrapped the foot with Kerlix,
removed her gloves, put the resident's sock on,

monitor infection control mensurcs by
observing two wonnd treatments cach
week tor four weeks to ensure that
proper infeetion control practjces are
tollowed. Additionally, the dircctor of
nursing or designee will monitor the
Macility infeotion contro) practices vig
daily (Monday — Priday) compliance -
rounds for four weels, Tho results wij]
be forwarded to the monthly CQT
(vontinuous quality improvement)
Commitee for further actions.

FORM CM8-2567(02-90) Praviovs Verolona Obaolote

Event ID: KaWI11

Faeflity (D: 00671 if continualion sheat Page 15 of 10



CARTER NSG & REMHAB PAGE 22/43

p7/08/2018 15:54 6R6-474-8114 .
PRINTED: 06/11/2010

DEPANTMENT OF HEALTH AND HUMAN SERVICES : '
CENTERS FOR MEDICARE & MEDICAID SERVICES : om’é?’;\uﬂg.%';;g%g?
S T T e G
: : A, BUILDING
£ T ey : C
: ' . T - 05/27/2010 .
NAME OF PROVIDER OR SUPFLIER . " STREET ADDRESS, CITY, STATE, ZIP COOE -

250 MODAVID B1.vD
GRAYSON, KY 41143

CARTER NURSING & REHABILITATION GENTER

oo SUMMARY STATEMENT OF DEFICIENCIES . D ' PROVIDER'S PLAN OF GORREGTION . 4.
PREFIX {EACH DEFICIENCY MUST B8 PREGEDED 8Y FuLL " PREFIX (EACH CORREGTIVE ACTION 2HQULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | ' ya@ . . . .. QROSS-REFERENCED TO THE APPROPRIATE DATE
. . ) . _ - DEFICIENCY)
F 441! Continued From page 15 : - F 441

then washed her hands. Observation of the |
dressing change revealed LPN #6 did not follow
proper technigue for clean dressing change,

Interview with LPN #5 on 05/26/10 at 2:45 PM.
She stated that she washes her hands bafora and
after a dressing change or anytime her gloves get
soiled. She further stated "I'm not'sure what the
policy says, | know | should have washed my
hands when i removed gloves"

interview with Registerad Nurse (RN) #4 and #6
on 05/27/10 at 2:25 PM, revealad the Unit
Coordinators was responsible. for infaction contro)
on their unit. RN #5 stated Licensed Nurses
receive Infection control in-services in orientation
and at least annually. She further stated that. staff
should wash thelr hands anytime they remove’
thair gloves. She continuad lo state that if
Infection control issues arise then in-zervices
would be conducted as needed.

F 465 483.70(h) * F 486 Carter Nursing & Rehabilitation Center Wi
88=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL  itrives to provide a safy, functione),
E ENVIRON sanitary, and comfortable environment.

for residents, staff and the public,

The facllity must provide a safe, functional, _ _
sanitary, and comfortable snvironment for The venty and sprinkler heads in the

restdents, staff and the public. front living aren and throughout the
- o Facility were cleaned on Junc 18, 2010

by maintensnec and housckeeping

This REQUIREMENT is not met as evidenced persannel,

by: The dinin i s
& room fim was replreed, the

Based on observatlon and Interview It was wall paper was cepaired, and the walls

determined the facility falled to provide were thorowghiy clcaned on func 18,

housekeeping and malintenance sarvices to
majntain a sanitary and orderly Interior. During
the environment tour and through out the survey,
abservations revealed debris on alr vents and
sprinkier heads, the dining room had trim missing

2010 hy maintepance pnd houselkecping
persanne),

FORM CMB-#1567(02-80) Praviaua Varalana Qbsolata Event 1D: KaWI1 Facliity ID: 100571 If continuation sheet Prge 10 of 19
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‘wall in the dining room and wall paper torn in

-with rough edges, the tollet bow| had a brown

on one (1} wall and the wall paper was torn. The
South shower room had brown buildup around
the toilet and the shower rooms had a black
substance on the shower floor, Residents’
equipment was not ¢lean and properly stored. in
additlon, clean dressing supplies, oxygen tubing
and personal care items wers storad in a cablnet
in lhe dirty supply room.

The findings Include:

Obsarvation of the facility on 06/28/10 at 10:10
AM, revealed dabris (dust, cobb web sppearance)
in venits and sprinkler heads in the front jiving
room area. Further obaervation also revealed
debris In vents and sprinklar heads in the
rosidents’ rooms and the hallways on the North
and South units. Continued observation revealed
a plece of trim missing from the right entrance

areas which appeared to be In need of cleaning.
The South shower room toilet seat was scratched

stain in the bottom and brown build up around the
tollst basse.

interview with the Malntenance Dirsctor on
06/26/10 al 12:00 PM, revealed the vents and
sprinkier heads were to be ¢leaned weekly. He
Stated "the vants ara (o be cleaned with each
deap clean of a room and the sprinkler heads are
ta bie oleanad weekly. | don't know why these are
ke this".

Interview with the Housekesping and
Maintenance Supervisor on 05/26/10 at 11:00
AM, revealed the facllity had gotten bids for
remodeling the dining room and shower rooms

© personnel,

CARTER NURSING & REHABILITATION CENTER
. . GRAYSON, KY 41143 .
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D - PROVIDER'S PLAN OF CORREGTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE combuanon
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAG CROB8.REFERENCED TO THE APPROPRIATE DATE
. DREFICIENCY)
F 465 | Continued From page 16 F 465| The south shower toom floor was

thoroughly eleansd, the toilct seat was
replaced, the tollet cleancd to remove
the water stajh, and the base cleancd to
remove wax build-up on June 1§, 2010
hy maintenance and hougekeeping

Clean supplies were removed from the
norit soiled niliy room on Moy 27,
2010 by the housekeeping/maintenance
supervisor,

Hougekeeping and majntensnce staff
will be edycated on proper cleaning
procedures and preventative
maintenance pracedures by June 30,
2010 by the hougekeeping/maintenance
supetrvisor.

All facility staff will be educated by
Iune 30, 2010 by the staff devclopment
eoordinator regarding the proccdure for
completion of maintenance work orders
and the ppproprinte storage of clean
supplics,

An cpvironmental audit was condueted
by the administrator,
housekeeping/maintenance supervisor.
and maintanance personnel on Junc 1,
2010 to ensure that the restdent
environment is free from hazards and to
dutermine that the factlity is safe,
functional, senitary, and comfortable,

Gavironmental sudits witl he conducted
weekly for four weeks by the
administeator or designes and monthly
thercaftor to detorming that the facitity
maintaing o safe. functional, sanitary,
and comfortable environment for
residents, staff and the public.
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F 465 j o
0 Conl‘mued F-rom page 17 . F 465 The results of these audits will he wiil
the firat part of May and wera walling on . he forwarded Lo the monthly CQI
corporate approval, She further stated "we can (continuous quality improvement)
get somas of thig repalred’’, . * Committee for further mopltoring and

continved compliapee,

Observation of the North Unit soiled utility room
on 05/26/10 at 11:00 AM, revealed the facllity
stored clean resident care equipment in a cabinet
In the soiled utility room. Continued ohservation
revealed iha door on the osbinet.was open,
reveallng drassing change supplles oxygen
tubing and psrsonal care items in the cabinet.

Interview with the Housekesping/Maintenance
Supervisor on 05/26/10 at 12:00 PM revealed that
she was not aware that clean supplies could not
ba storad In the soiled utility room In the cabinat.
During further interview she reveaizd that she
was not aware.of a pollcy on storage of clean
supplies. : _
F 488 | 483.70(h)(3) CORRIDORS HAVE FIRMLY F 468 Carter Nursing & Rehabilitation Cenrer MO
ss=F | SECURED HANDRAILS strives 1o equip carridors w!th firmly

secured handrnils on each side, :
The facillty must eguip corridors with flrmly The hondralls wers scoared botween
secured handralls on each side. resident rooms 34-35, 36-37 and in the

hallway by the south exit door on May

This REQUIREMENT iz not met as evidenced 28, 2010 by the fcility maintenance

by: personnol,
Based on observation and interview it was The facility maintenance personnel
determined the facility fafled to equip corridors weya educated y the administretor on
with firmly secured handralls:a Loose handrells fune 22, 2010 regarding the
waere observed between resident rooms 34-35, . proventative maintcnanco program
36-37 and hallway by South unit exlt door. inciuding assuring handrails arc dcoure,
An audit of all handrails in the facility

The findings inolude: was completed by the administrator,

. ' houselceeping/maintenance supervisor,
Observation durlng an environmental Inspaction and maintenance personnel on June I,
tour an 05/26/10 at 10:10 AM, ravealed the 2014 to assure no additions) Imndmlh

handrall batween resident room 34-36 and 36-37 in the facility wers looge,

FORM OMS-2607(02-80) Previous Voralons Obsolets Evant 1D; Kawn1 Faciliy I 100571 If continuation sheat Page 16 of 19
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F 468 | Continued From page 18 : . F 488 . o
. d in the hall f South unit exit d : Enviranmenta) qudits will be conducted
and in the haliway OI outh unit exit door were weckly for four weeks by the
extremely jooge, : " adminiswator or designes and monthly
, - _ , . " thereafier to determine that the facllity
During an interview with the Maintenance Director | handrails remain ecured.
on 05/26/10 at 1:00 PM, he stated that the staff ' :
have work.ordars at the nursing siation to report Results of thesc audits will be
any problems to the maintanance department, He forwarded to the facility COI
further stated "I check handralls all the time | {condnuous quatity improvement)
guess | missed thesa". Committee for further monitoring snd
) continued complianes, .
.
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{X4) 10 BUMMARY STATEMENT OF OEFIOIENGIGS
PREFIX {EACH DEFICIENCY MUST O PRECEDED By [ o O COmAe PLAN OF CORRECTION
e ] RECUATORY 0% a0 eI ronio | MREK | BT COMGOTVE AT Or0u D0 | coubtron
. | S riangy) T ATE )
K 000 INITlAL COMMENTS K000 ;
. To the best of my knowledge and belicf,
' © 45 an agent of Carter Nursing &
Qﬁl:gg gg:%ty nge survey was Initiated on Rchabilitation Center, the following plan
facliit;was fgg dc::ncluded on 05-2}2010. The of correction constitutes a writien
fecii nd to not meet the minimat allegation of substantial compliance with
qunrerpents with 42 Code of the Federal Federal Medicare and Medicaid
Regulatloqs, Part 483.70. The highest scope Requirement '
and severlly deficiency identified was a " F", e >
K 052 | NFRF - =
cans A 10t LIFE SAFETY CODE STANDARD K 052 Preparation and cxecution of thia plan of

A fire alarm system faquired for life safety Is
Instalied, (ested, and malntalned in accordance: .
with NFPA 70 National Ejectrical Code and NFPA
72. The system hes an approved maintanance
and testing program complying with appiicable
0.8.1.4

requiremants of NFPA 70 arid 72,

corrcetitn does not constitute an
admjssion or agreement by the provider
of the truth of the facts alleged or
conolugions set forth in the alleged
deficiencies. This plan of correction is
prepared and/or executed solely because
it is required by the provisions of Federal
and State Law.

Catter Nursiﬁg & Rehabilication Centsr 07/01/10
strives to maintain a fire alarm system
acoording to NFPA standards.

Au outside licensed contractor repaived
the firc alarms control pane) dialers on
June 4, 2010,

The Regional Maintenance Director

This STANDARD is not mat as evidené'e'é‘gb'i}?":” 1T
Based on observation and interview it was
determined the faoility failed to malntain the fire
alarm system according to NFPA standaras.

The findings include;

During observatlons on 05-27-10 at 9:05 AM, the
testing of the fire alarm contral panel dlalers
revealed that the fire alarm company did not
respond to the pulled telephone line frouble signal
within four minutes. The Reglonal Project,

provided education to facility
maintenance personne) regarding
preventative checks for fire alarm contro
panel dialers an June 22, 2010,

Monthly for the next three months and

quarterly thercaftor the facllicy

maintenance personnel andfor an outside

licenzed contractor wil] checi the fire -

alarm control pane! dialers to asaure they
- are in proper working order.

ABORATORY DIRECTOR'S OR PROVIQER/BUPPLIER REPRESENTATIVIZS SIGNATURE
~———
A KA Lha / - LLJW

(X0} DATE
06/23/10

TITLE
Administrakox

notas a deficlenty whigh the natllution may be exaused from correoling providing It |9 de!erminod thai

Any defiolenay atalement ending with an aste
othar safeguards provide sufficient protaation lotha p
following the dale of survey whether or not a plan o

tlents. {3eq Instructlons.) Bxoept for nursing homes,
reaotion s provided. For nursing homes, ths apova findings and plane of eatrection ara dlaclosable 14

tha findinge stated above are disclosshla 80 days

days following tho dele these documents are mede avallspla 1o the leallity. If deficlenaloa ara nited, an approved plan of aomrection ls raquisile la conlinued

program particlpalton,

*

FORM CMB-2507(02-98) Previous Vnratons Obrololg Evant IDr Kawi21

Faclflty (0 100871 If eentinualton sheel Page 1 of 4



p7/088/201D 15:54 686-474-8114

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CARTER NSG & REHAB PAGE @4/43

PRINTED: 08/11/2040

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ: 0938-0391
BTYATEMENT OF DEFICIENGIES A1) PROVIDER/SUPPLIBRIDLA - ) MULTIPY,
AND FLAN OF CORRECTION ) IDENTIFIGATION NUMB%&'? DIILTIPLE CONSTRUCTION (xa)gg;rﬁﬁfsqu\sev
: . A BULDING g7 - MAIN BUILDING 07 :
" Y e i ” WA vk e nm Ay e -
186263555 g m‘a EEERRET s 05/27/2010

NAME OF PROVIDER OR $UPPLIGR
‘CARTER NURSING & REHABILITATION CENTER

8TREET ADDRESS, OITY, 8TATE, ZIP CODE
250 MCDAVID BLVD

GRAYSON, KY .41143

| Manager was present during the test,

During interview on 05-27-10 at 9;10 AM, The
Reglonal Project Manager states that he would
have the problem fixed, and that he was Unaware
of the fire alarm system nat working properly.

Actul NFRA Standafd:.NFPA 72 1088 edition

1-5.4.4 Dislinotive Signals, .
Fire-alarms, supervisory signais, and troyble
signals shall be distinctively and descripively
annunciated.

1-3.4.8 Trouble Signals, .

Trouble signals and thelr restoration to normal
shall be indicated wifhin 200 seconds at the
locations identified In 1-6.4.6.1 or 1-5.4.6.2,

| Trouble slgnais required to Indicsite at the
protacted premisas shall be indicated by
distinctive audible signals. These audibie trouble
signals shall be distinctive from alarm signalg, If
an intermittent signal Is used, it shall sound at
least anoe every 10 seconds, with a minimum
duration of 1/2 second, An audible trouble signal
shall be permilted to be common to seversl
supervised ciroujts, The troubie signal(s) shall be
locatad in an area where it is likely to be heard. -
6-2.6,1.4 4

Upon recelpt of trauble signais or other signals
pertaining solely to matters of equipment
maintenance of the fire alarm systems, the
central statlon shall perform the following actions:
{1) *Communicate immediately with parsons
designated by the subscriber

A-5-2,6.1.4(1)

The term immadiately in thls context Is intended
to mean " without unreasonable delay. " Routine
handling should take a maximum of 4 minutes

O BUMMARY STATEMENT OF DEFICIENCIES in : PROVIORR'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PRERIX (EACH CORREQTIVE AGTION SHOULD BE COMPLATION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) | wer TR, o OROSE-REFERENCED TO THE APPROPRIATH DATE
7 A : DEFICIENCY)
K 062 | Continued. From page' 1 K052

Results of these checks will be forwarded
to the facility CQI (continuous quality
fmprovement) committee for further
monitoring and continued compliance.
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K 082

K 058
88=D

telephone.

| combinations In 5-5.3.2.1.6,1:

Continued.From page. 2

from receipt of a trouble signal by the central,
station unfitinitiation of the investigation by

56-53.211.8.2 -
The following requirements shall apply to all

(1} Both channeis shall be supervised in a
mannar approved for the means of transmission
employed, . ' )
(3)  The fallure of aither channal shall gend a
frouble signal-on the other channal within 4
minutes,

(8)  Failure of telephone lines (numbers) or
caliviar service shall be annunciated locally.

3-8.1* Fire Alarm Control Units. :
Fire alarm systems shall be permitted to be sither
Intagrated systems combining all dataction,
notification, and auxillary functions in a single
system or a oombination of component
subsystems. Flire alarm system componants shall
be permitted to share controt equipment or shall
be abie to operate as stand alons subaystems,
but, in any case, they shall be arranged to
function a3 a singlqla system. All oomponent
subaystems ehall be capable of simultaneous, full
load operatlon without degradation of the
required, overall system performanae,

NFPA 101 LIFE SAFETY CODE STANDARD

if there is an automatio sprinkier system, It is
Installed In accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complate coverage for all portions of the
building. The system ia properly meintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of

Water-Based Fire Protection Systems. Itis fully

K 052

K 066

Carter Nut‘sing & Rehabilitation Center (17/01/20

strives to maintain an automatic sprinkler
system in accordance with NFPA
standards, '

The facility wil) expend the current
sprinkler system to include the front
canopy, This will be installed on fone 25,
2010 by an outside licensed contractor.
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| Based upon observation and staff interview it wes

supervised, There is a reliable, adequate water
supply for the system, Requ1red aprinkler
systems are equipped with water.flow and tamper
switches, which are eleotrically connectad to the
bullding fire atarm system. 10.3.6 .,

This STANDARD I3 not met as evidéncad by:

determined that the fadility falled to provide a
complete sprinkler system according to NFPA
standards.

The fIndings include:

During obsarvations on 08-26-10 at 4:07 PM, it
was revealed that the front eanopy overhang
(approximately 25'x10') was of combugtible
construction, and was not sprinkler protected.

During interview on 056-28-10 al 4:07 PM, The
Reglonal Project Manager stated that the canopy
has never been sprinklered, and that he was
unaware of the requirement,

Referance: NFPA 13 1828 edition

5-13.81

Sprinklers shall be installed under exterior roofs
or canaples exceeding 4 ft (1.2 m) in width,
Exoeption: Sprinklers are permitted to be omitted
where the cenopy or roof Is of noncombustible or
limited combustible construstion.
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Quarterly-the sprinller system will be
chocked by an outside contractor to
nssure it is maintained in proper waorking
order,

Results of these chesks will be forwarded
- to the facility CQI (continuous quality.

improvement} Committee for furthor

monitoring wad uontlnucd compliance,
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