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this section.

Tha faclity must record and periedically update
the address and phone number of the resident's
legal representative or interested family member.

i

| This REQUIREMENT is not met as evidenced

; by: -
! Based on interview, record review and review of
| facility poticy/procedure, it was determined the

? facitity failed {o notify and reporl/consuit with the
| physician related to a recommendation and need
" for a physician's order for a House Supplement,

i for one resident (#14), in the selected sample of
i fifteen {15). The Dieticlan recommended 120

t mililliters (mi) of House Supplement twe fimes a
i day {BID) with medication pass for Resldent #14;
1 however, there was no evidence the physician

; was notified.

!
i The findings include:

; A review of the facillty's policy/procedure

| "Nofification of Change in Condition,” revised July
I 2014, revealed *notify the physician and family or
| legal representative at the earliest possible time,

i during waking hours, if there is a non-critical

« change In condition,”

’ Aracord review revealed Resident #14 was
i admitted to the facility on 05/06/11 with diagnosis
" to Inlcude Failure to Thrive.

" A raview of the "Weights Detali Report revealad

" hisfher weight, on 09/29/11 was 116 pounds {Ibs),
on 10/21/11 was 114 Ibs, and on 10/25/11, his/her
weight was 104.2 |bs,

F 187

1

FORM CMS-2567(02-99) Provious Verslons Obsofete Evenl 10: 572511

Fagility 0: 100351

If continuation sheet Page 2 of 12




PRINTED: 12M16/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
185354 1210172011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
FORDSVILLE NURSING AND REHABILITATION CENTER 313 MAIN STREET
FORDSVILLE, KY 42343
4o | SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORREGTION e
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPRDPRIATE DATE
! DEFICIENCY)
' F 157
F 1567

F 157 Continued From page 2

: Areview of the Dieticlan's Progress Note, dated

: 10427711, revealed the resident was identified with

, a significant weight loss over a two week period.

! Furher review of the Nutrition Recommendation

i sheet, dated 10/27/11, revealed the Dieticlan

! racommended the resident be started on 120

i cubic centimenters {cc) of House Supplement
BID, as well as exira bulfer with meals, and whole

§ milk with breakfast,

éi An Interview with the Dietician, on 11/29/11 at

i 4:45 PM, revealed she recommended the House
} Supplement due to the resident’s significant

I waight loss and the decline of a wound.

i A review of tha physician's orders and the

! Medication Adminislration Record {MAR), dated

; 10/11, revealed there was no evidence the House
* SBuppfement 120 cc BID with medication pass

- was ordered.

i Interviews with the Assistant Director of Nursing
' (ADON) and Licensad Practical Nurse (LPN #2),
i on 11/30/11 at 2:30 PM, revealed the Dislary
' recommendations are addressed in the morning
! meeling and are given fo the floor nurse o
: document interventions on the care plan, They
i revealed if the recommendations required a
. physician’s order, then the nurse should call and
‘ obtain an order, followed by documentation of the
i physician's order on the MAR. The ADON and
{ LPN #2 stated the nurse placed all the
' recommendations on the care plan; however, the
! physician was not notiflad regarding an order for
the House Supplement, so it was not documented
l'on the MAR.
F 253 | 483.15(h){2) HOUSEKEEPING &
:

1. The Assistant Director of Nursing
reviewed resident #14 dietary 113412
recommendations with the physician
on 12/1/11 with no changes.

i 2. On 12/19/11 the Assistant Director
of Nursing and the Director of
Nursing reviewed 30 days of
prévious dietary recommendations
to ensure completion of physician
notification with no other issues
noted.

3. All Licensed staff will be
reeducated by the Director of
Nursing on policy and procedure of
Physician Notification and
decumentation of physician
acceptance or declination of dietary
recommendations by 12/30/2011.

4, The Director of Nursing or Assistant
Director of Nursing will review all

: dietary recommendations weekly x

! i 12 weeks to ensure physician

: ' notification is completed, Audits

4 will be reviewed by the Quality

} Assurance commitice monthly x 3

! months, If at any time concems are

| identified the Quality Assurance

i

i

|

|

{

committee consisting of the
Administrator, Director of Nursing,
Social Service Director, the Facility
‘ Rehabilitation Coordinator, and the
i medical director at a minimum

' quarterly, will convene to analyze
and implement further measures
dependent upon the root cause to

assure ongoeing compliance,
F 253 going p ¢
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38=8 | MAINTENANCE SERVICES i
| }.  The identified main shower ropm
was deep cleaned by Housekeeping | 1/13/12

\ The facility must provide housckesping and
! maintenance services necessary to maintain a
| sanitary, orderly, and comforlable interior,

r

i This REQUIREMENT s not met as evidenced

' by:

i Based on observaiion, interview, and review of
he facility's Cansus and Condition, it was

i determined the facility falled to provide

i housakeeping services necessary to maintain a

' sanitary, crderly, and comforiable Interior.

. Observations, on 11/28/11 and 11/29/11, revealed
| the floor in the main shower room had fluld

; around the base of the commode. Additionally,

i there was a strong urine odor in the shower room
" and an opened lollipop on the shower room floor.

‘ A review of the facility's Census and Condition,

! dated 11/28/11, revealed there were 61 residents
'in the facility. Interview with the Maintenance

| Supervisor, on 11/30/11 at 9:25 AM, revealed

; approximately 30 residenis used the main shower
| room.

i

. The findings include:

An interview with the Housekeeping Supervisor,

"on 11/30/11 at 1:10 PM, revealed there wes no

- evidence of a faclity policy/procedure to address
how often the shower room should be cleaned.

i Observations of the main shower room, on
. 11/28/11 at 1:10 PM and on 11/28/11 at 8:40 AM,

!

Services on 12/1/11. There were no
odors present, the shower room was
clean and there was no fluids
around the toilet as noted by the
Administrator on 12/1/11,

The Administrator and
Housekeeping Supervisor made
environmental rounds on 12/1/1 lto
assure the enviorment was clean and
odor free. Any identified concerns
were immediately corrected,

All Housekeeping staff will be
reeducated by the Housekeeping
Supervisor on policy and procedure
for cleaning the main shower room
twice daily by 12/30/11.

The Administrator will perform
environmental rounds weekly x 12
weeks to ensure a sanitary and
orderly environment is maintained.
Obscrvations will be reviewed by
the Quality Assurance committee
monthly x 3 months. if at any time
concems are identified the Quality
Assurance committee consisting of
the Administrator, Director of
Nursing, Social Service Director,
the Facility Rehabilitation
Coordinator, and the medical
director at a minimum quarterly,
will convene to analyze and
implement further measures
dependent upon the root eause to
assure ongoing compliance.
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revealed the floor was dirty with fluid around the
base of the commode. There was the smel of a

: strong uring odor in the shower room and an

i opened lollipop was on the floor in the corner of

: the shower room. Further observation with the
Housekeeping Supervisor, on 11/30/11 at 9:20
AM, revealed the opened lollipop remained in the
! corner of the shower roem.

1
! An interview with the Housekeaping Supervisor,
' on 11/30/11 at 2:20 AM, rovealed the shower
: room was supposed o be cleanad and mopped
- two times a day. He stated if the shower room
* was cleaned properly twice a day, there should
: not be fluld around the base of the commode, nor
" a urine oder or a lollipop on the fioor.
F 315 483.25(d) NO CATHETER, PREVENT UT|,
§8=0 RESTORE BLADDER

Based on the resident's comprehensive

i assessment, the facility must ensure that a

' resident wha enters the facility without an

. indwelling catheter is not catheterized unjess the

! resident’s clinical condition demonstrates that

| catheterization was necessary; and a resident

! who is incantinent of bladder receives appropriate
} treatment and services to prevent urinary tract

t infections and to restore as much normat bladder
' function as possibie.

' This REQUIREMENT is not met as evidenced

" by:

- Based on observatlon, Interview, record review,

. and review of the "Lippincott Manual of Nursing

+ Practice," it was determined the facility failed to
ensure one resldent (#1), In the selected sample

. of fifteen (18), received appropriate treatment and

!

F 253
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" services to prevent urinary tract infections (UTH)

: and to restore as much normai bladder function

| as possible. An observation, on 11/29/11,

| revealed a Cenlified Nurse Aide (CNA) provided
Incontinent care for Resident #1 and failed to

| change the area of the wash cloth afler each

| wipa.

The findings inciude;

A reviow of the "Lippincolt Manual of Nursing

| Practice” revealed "perineal care involved

| cleansing tha perineum, tha anus, the vuiva {in
i women) and the penis (in men). Standard

i precautions should be taken when providing

. perineal care becausa contact with body fluids is
! likely. Afways wash toward the anus, away from
! the urethra. This helps io prevent the spread of
{ microbes from the anus and perineum into the

" urethra or vagina, where they could cause

" infoctions.”

: An interview with the Director of Nursing {DON),

! on 11/30/11 at 1:36 PM, revealed the facltity used
: the "Lippincott Manual” as a guide and a

" procedural manual for incontinent care. She

' ravealed the facllity followed the standarg of

! practice for incontinent care.

i Arecord review revealed Resident #1 was

: admitied to the facliity on 06/18/08 with diagnoses
{ to include Congestive Heanl Faliure, Chronic

! Edema, Coronary Artery Disease, Altered Mental
. Sfatus and Peripheral Vascular Disease,

i

| Observation of incontinent care for Rasident #1,
i on 11/29/11 al 4:21 PM, revealad CNA #3 wipad
i back and forth with the same area of the wash

+
1

F 315/ F 315
i

-

i
'
|
i
i
i

1.

On 12/19/11 The Director of
Nursing observed Resident #1
" receiving peri care and noted proper
standard of practice and facility
policy for peri care was being
followed. ‘
The Director of Nursing observed
peri care and foley catheter care on
12/19/11 to ensure standard practice
and facility policy for peri care were
followed with no issues noted,
All direct care staff will be
reeducated by the Director of
Nursing on the policy for peri care
by 12-30-2011,
The Director of Nursing and/or the
Assistant Director of Nursing will
observe provision of incontinence
care 5 x a week X 12 weeks to
ensure adherence to policy and
procedure for peri care are followed.:
Observations will be reviewed by
the Quality Assurance committee
monthly x 3 months. If at any time
concerns are identified the Quality
Assurance committee consisting of
the Administrator, Director of
Nursing, Social Service Director,
the Facility Rehabilitation
Coordinator, and the medical
director at a minimum quarterly, i
will convene to analyze and i
implement further measures i
dependent upon the root cause to
assure ongoing compliance.
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" cloth in the resident's right groin area. CNA #3
. retrleved a second wash cloth and saturated it

with perineal wash, wiped back and forlh with the

- same area of the wash cloth in the lefl groin area,
! then wiped down the middle of the resident{’s

' perineal area without changing areas of the wash
: cloth,

' An interview with CNA #3, 11/30/11 at 1:15 PM,

rovealed she provided incontinent care for the
resident on 11/29/11. She stated when cleaning
the resideni, she was supposed to wipe the
resident with a different area of the wash cloth

F 371,
SS=E |

! each time. She confirmed upon complstion of the

’ incontinent care, that she had wiped back and

i forth with the samo area of the wash cloth. She

' stated she knew to change each area of the wash

cloth each time she wiped the resident; however,

. she stated she "just got nervous."

I

f An interview with the DON, on 11/30/11 at 1:36

| PM, revealed when CNAs provided incontinent

! care, they were expected to gather the

| equipment, wash their hands, explain the

! procedure to the resident, provide privacy and

! then complete the incontinent care. She stated

i when the CNAs provided the incontinent care,

. they should wipe from front to back with a

. differant area of the wash cloth each lime. During

- orientation, incontinent care was reviewed and

" the CNAs completed a return demonstration.

. Foltowing orientation, incontinent care was
roviewed once a year. If issues were identified

* with incontinent care, then the CNA received

. additional tralning and would be monitored by the

i nurses on the floor for a perind of tlime.

483.35(i) FOOD PROCURE,

STORE/PREPARE/SERVE - SANITARY

F 315
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| under sanitary conditions

. This REQUIREMENT is not met as evidenced
by

Based on observation, interview, review of the

., facility's policy/procedure, and review of the

i Census and Condition, it was determined the

! facility failed to prapars food under sanitary

{ conditions retated to using sanitary cloths {o clean
' the thermometer between each food temperature
! obtained on the tray line.

! A review of the Census and Condiiion, dated
: 11/28/11, revealed 56 out of 61 residents

| consumed food which came from the steam

; table in the kilchen.

| The findings Inciude:

" A review of the facllity's "Sanitary Procedure for
|-Food Temperatures,” last revised July 2004,

' revealed "the thermometer should be cleanad

- with an alcohol swab before and after each use.”

A raview of the "Super Sanilary Cloths” label

' revealed "hands should be washed thoroughly

- with soap and water after handling and before
galing, drinking, chewing gum, smoking or using

using an alchol prep pad to clean the
- thermometers,, .-

2. Observations made by the
Administrator on 11/28/11 noted the
kitchen staff using alcohol prep pads
to disinfect thermometers.

3. Al Dietary employees will be
reeducated by the Dietary Manager
on disinfecting thermometers using
alcohol by 12/30/11.

4. The Administrator will observe
cleaning of thermometers prior to
obtaining food temperatures 5 x a
week x 12 to ensure compliance
with Sanitary Procedure for Food
Temperatures. Observations will be
reviewed by the Quality Assurance
committee monthly x 3 months. If a;
any time concerns are identified the
Quality Assurance committee
consisting of the Administrator,
Director of Nursing, Social Service
Director, the Facility Rehabilitation
Coordinator, and the medical

! director at a minimum quarterly,

will convene to analyze and

implement further measures

dependent upon the root cause fo

! assure ongoing compliance.

;
l
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; F 371
F 371 r Continued From page 7 F 371
| N 1. The super sani wipes were
| The facility must - immediately removed from the 1713412
1 (1) Procure food from sources approved or kitchen by the Dietary Service
| consfdered satisfactory by Federal, State or local Manager on 11/28/11 and the
| authoritles; and Di :
; ) ietary Service Manager ob:
{ {2) Store, prepare, distribute and serve food on i /gg/n that ldtchgn statf)fe;f‘:;: -
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F 371! Coniinued From page 8
 restroom. Furiher review of the label revealed "lo
i disinfact non-food contact surfaces only and call
. poison control center for frealment advice.”

i An observation of the tray line, on 11/28/11 at

i 11:00-AM, revealed the Dietary staffused a

| container of "Supar Sanitary Cloths" to clean the
thermometer, prior to and afier obtaining
temperatures of nine food items on the steam

; table,

! An Interview with the Dietary Manager, on

i 11/28/11 at 11:10 AM, revealed she did not read
; the containar prior to the use of the sanltary

+ eloths 1o ¢lean the thermomelers.

! An interview with the Dietlctan, on 11/29/11 at
" 4:45 PM, revealed she was not aware the diatary
- slaff used tha sanitary cloths for cleaning the
i thermometer prior to obtaining food
‘ temperatures. She slaled the Dietary Manager
i did make her aware that they used them for
: awhile; however, she read the labet and
. determined the sanitary cloths were inappropriate
" for cleaning the thermometer prior to obtaining
: food lemperatures. She stated the sanitary cloths
i were remaved from the kitchen and they would
i be using alcohol swabs,
F 441 l 483.65 INFECTION CONTROL, PREVENT
55=0 | SPREAD, LINENS

* The facility must establish and maintain an

- Infection Control Program designed 1o provide a

. safe, sanitary and comfortable environment and

- to halp prevent the development and transmission
! of disease and infection.

1

; {a) Infection Control Program

i

i

F 3

'

|
|
1
|
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F 441 Continued From page 9 ; F 441
i The facility must establish an infection Control i i
{ Program under which it - ! i
: {1} Investigates, controls, and prevents infections i '
L in the facility; ‘
! (2) Decides what procedures, such as isolation, ! .
: should be applied to an individual resident; and ; iF 441 |
| (3) Maintalns a record of incidents and corrective :
1 metions refated io Infections. , 1. On 12/19/11 The Director of '
j : Nursing observed Resident #1 nsnz
(b} Preventing Spread of Infection receiving peri care and noted proper
! (1} Wh?n the Infection Control Program ‘ standard practice for peri care,
| determines that a resident needs isolatif)n to handwashing and changing of
: fs';el‘;?::l:gersspir;:rﬁ of infection, the facility must gloves was being followed as well
{ {2} The facility must! prohibit empioyees with a as th? f;?cﬂlt(}i’ policy for pericare
' communicable disease or infected skin leslons was 0. owed. .
! from direct contact with residents or their food, if 2. The, Director of Nursing observed
-? direct contact will transmit the disease. peri care on 12/19/1 l_to cpsure R
! (3} The facility must require staff to wash thelr proper stapdard.practlcc. including
| hands after each direct resident contact for which handwashing and changing of
| hand washing is indicated by accepted , gloves was followed with no issues
i professional practice. noted.
5 : 3.  All direct care staff will be
| {¢) Linens reeducated by the Director of
' Personnel must handie, slore, process and 3 Nursing on standard percautions
' transport finens so as to prevent the spread of including handwashing and
- infection. changing of gloves by 12/30/2011.
: 4, The Director of Nursing and/or the

" This REQUIREMENT is not met as evidenced
by:

. Based on observation, inlerview, record review,

i and review of the facllity's policy/procedure, it was

1 determined the facilily failed to provide a safe,

i sanitary end comicriable environment and to help

: pravent the development and {ransmission of

Assistant Director of Nursing will
observe provision of incontinence
care 5 X a week x 12 weeks to
ensure adherence to peri care
procedure as well as handwashing
and changing of gloves are
followed. Observations will be
reviewed by the Quality Assurance
committee monthly x 3 months. If at

any time concerns are identified the

FORM CMS-2567{02-98} Piavious Versions Obsolete

Event ID: 572811

Facitity 1D; 100351

If continuation sheel Page 0 of 12




PRINTED: 12/16/2011

. DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUFPLIER/CLIA £%2) MULTIPLE CONSTRUCTION ) {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A. BUILDING
B. WING
185354 ' 12/01/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 24P CODE

313 MAIN STREET

FORDSVILLE NURSING AND REHABILITATION CENTER
. FORDSVILLE, KY 42343

(%4)1D SUMMARY STATEMEMT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRECTION - sy
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
TG | REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 Continued From page 10 F 441 Quality Assurance committee

consisting of the Administrator, 1713412
Director of Nursing, Social Service
Director, the Facility Rehabilitation
Coordinator, and the medical
director at a minimum quarterly,
will convene fo analyze and
implement further measures
dependent upon the root cause to
assure ongoing compliance.

disease and Infection for one resident (#6), in the
selected sample of fifleen {15}. An observation of
incontinent care for Resident #6, on 11/29/11,
revealed the Certified Nurse Aids (CNA) failed to
- change gloves before applying protective
cintment,

l The findings include:

! A raview of the faciiity’s policy/procedurs,

{ "Two-Tier Transmission Based Precautions:

| Standard Precautions,” revised November 2011,
‘ revealed, “Put on clean gloves just before

! touching mucous membranss and non-intact

. 8kin. Changs gloves between tasks and i
" procedures on the same resident after contact :
; with material that may contain a high

' concentration of microorganisms.” ;

: Arecord review revealed Resident #6 was 1
 admitted to the facility on 02/15/78 with diagnoses !
| lo include Menilal Retardation, Aphasia, Epilepsy i i
E and Abnormal Posture. ;

| An observation of provision of incontinent care,
on 11/29/11 at 9:35 AM, revealed CNA #1 was
observed to provide incontinent{ care using wash
[ cloths, CNA #2 assisted CNA #1 by squeezing '
. protective ointment onto the glove of CNA #1. 3
: CNA#1 then applied the cintment to the .
! resident’s sacrat and gluteal regions using the i
: same gloves thal were used 1o provide i
incontinent care. :

An interview with CNA #1, on 11/29/11 at 9:50 i
AM, revealed she should have changed gloves :
- after providing Incontinent carse, and before : '
" applying ointment. [ ;
! | |
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j An interview with CNA #2, on 11/29/11 at 10:25 i;
¢ AM, revezaled she know to change gloves after i
! provision of incontinent care, and before applying . o !
[ olntment on a resident, {
' An interview with Licensed Practical Nurse {LPN} !
L1, on 11/28/11 at 4:15 PM, revealed-she :

expscted the staff to change gloves after !

providing incontinent care, and to apply cintment
i with clean gloves.

I An inlerview wilh the Director of Nursing (DON),
: o 11128711 at 4:02 PM, revealed she expected
! the staff to change gloves after provision of i
| incontinent care, and before applylng ointment on
- & resident.

. |
; , : ;

! ; l !
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' j K 062
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD i K 082 1. The identified sprinkier heads will
i
i
}

1 continuously maintained in reliable operating

. condition and are inspected and tested

: periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
19.7.5

: This STANDARD is not mat as evidenced by:

- Based on observation, and interview, it was
determined the facility falied to ensure sprinkler

- system were inspected and maintained,

: according to Nationat Fire Prolection Association

- {(NFPA) standards. The deficlency had the

" potential to affect six (6) smoke compariments,

* all rasidents, stall and residents. The facility is

licensed for sixty-seven (67) beds and the census
the day of survey was sixty-one (61).

. The findings include:

Observation on 11/29/11 between 10:00 AM and
i 1:30 PM, revealed the sprinkler piping in the

! Foxes Drive Hell and Harmony Way Hall attic,

! was being used to support vartous wiring.

i Sprinkler piping cannot be used o supporl

* building wiring. The observations were confirmed
- with the Maintenance Director.

* Interview on 11/29/11 at 1:30 PM, with the
Maintenance Director, revealed he was unaware
sprinkfer piping was being used to support the

. varlous wires.

" Reference: NFPA 25 (1998 edition)

2-2.2" Pipe and Fiitings. Sprinkfer pipe and

i

Maintenance Director will remove
the wires attached to the sprinkier
_piping by 12/30/11.

2. On 12/19/11 Maintenance Director
performed rounds and no other
wiring, piping issues identified.On
12/19/11 the Maintenance Director
was reeducated by the Administrator
on ensuring the sprinkler heads are
free of paint and performing
inspections of the sprinkler heads
from the floor level annually and
ensuring the sprinkler piping is not
used to support building wiring.

3. The Administrator will perform
environmental rounds weekly x 12
weeks to ensure sprinkler heads are
free of debri. The Maintenance
Director will inspect the sprinkler
piping monthly x 3 months and
annuaily thereafter to ensure piping
is not used to support building
wiring. Audits will be reviewed by
the Quality Assurance committee
monthly x 3 months. If at any time
concerns are identified the Quality
Assurance committee consisting of
the Administrator, Director of
Nursing, Sociat Service Director,
the Facility Rehabilitation
Coordinator, and the medical
director at a minimum quarterly,
will convene to analyze and
implement further measures

1
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dependent upon the root cause to

K 062 h .
assure ongoing compliance,

K 062 : Cenlinued From page 2
' fittings shall be
i inspected annually from the floor level. Pipe and
i fittings shalt
i be in good condition and free of mechanical
: damage, leakage,
; corrosion, and misalignment. Sprinkier piping .
! shall not be ; :
i subjected lo external foads by materials either |
 resting on the : )
" pipe or hung from the pipe. i : ’ i
i Exception No. 1:* Pipe and fittings instalted in
! concealed spaces :
| such as above suspended ceilings shall not
| require inspection.

; Excepllon No. 2; Pipe installed in areas that are '
inaccessible for safety _

* considerations due to process operations shall be

"inspected during

" each scheduled shutdown.

10-2.2* Obstruction Prevention. Systems shall be : ;
: examined ‘ :
! Internally for obstructions where conditions exist i
. that could
i cause obstructed piping. if the condition has not
| been corrected
t or the condition is one that could result In |
obstruction !
of piping despite any previous flushing |
procedures that have |
been performed, the system shall be examined !
internally for ' ' !
: |
I
{

obstructions every 5 years. This investigation :
; shall be accomplished : i

' by examining the Interior of a dry valve or ; : ‘
; preaction i l
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FORDSVILLE NURSING AND REHABILITATION CENTER

K 082 Continued From page 3 L K082
vaive and by removing two cross main flushing !
- connections ;
~ Based on observation and interview, the facility i
 failed fo ensure that sprinkler heads were !
- maintained as required. This deficieni praciices
" affected three {3} of six {6} smoke compariments. -
' The facility Is Heensed for sixty-seven {67) beds 4
t and the census the day of the survey was i
; sixly-one (61).

| The findings include: ? |

" During the Life Safety Code survey on 11/29/11, i
 between 10:00 AM and 1:30 PM with the ;
; Maintenance Director, paint was noted on the i
I seven {7} sprinkler heads in the coeridor of Foxes I
 Drive Hall, one(1} in Foxes Drive Hall soiled utility l
: room and one{1) by the smoke doors in Harmony
| Way Hall. Not maintaining sprinkler heads can

; decrease their abiliy to react as intended.

i Interview with the Maintenance Director on
- 11729711, at 1:15 PM, revealed he was not aware
~ the palnt was a deficiency.

" Reference: NFPA 25 {1998 Edition). ;

2-2.1.1* Sprinklers shall be inspected from the |
flcor level annually. Sprinkiers shalt be free of : i
corrosion, foreign materials, paint, and physical
: damage and shalt be instalted in the proper
. orientation {e.g., upright, pendanti, or sidewall}. i
_Any sprinkler shall be replaced that is painted,
- corroded, damaged, loaded, or in the improper
, orientation,
K 670 Ww NFPA 101 LIFE SAFETY CODE STANDARD K 070!
§58=D: .
j Portable space heating devices are prohibited In
i
FORM CMiS-2567{02-93) Provious Verslons Obsoleta Evenl ID: $72821 Faciily ID: 100351 If continuation sheet Page 4 of 5




PRINTED: 1216/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPRLIERICLIA {X2} MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: : : COMPLETED
A.BUILDING 01 - MAIN BUILDING 01
B. WING
185354 11/28/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
FORDSVILLE NURSING AND REHABILITATION CENTER 313 MAIN STREET
FORDSVILLE, KY 42343
(X4} 10 i SUMMARY STATEMENT OF DEFICIENCIES 1>} ! PROVIDER'S PLAN OF CORRECTION : [45)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDEOD BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ; CROSS-REFERENCED TO THE APPROPRIATY. * DATE
: ] DEFICIENCY)
| |
K 070 | Continued From page 4 K070,
I alt heaith care occupancles, except in 11311
K070

non-sleeping staff and employee areas where the
! heating efements of such devices do not exceed
! 212 degrees F. {100 degrees C} 19.7.8

- This STANDARD is not met as evidenced by: i
" Based on abservation and Interview, it was !
: determined the facility failed to ensure portable f
. space heaters used in the facility were approved,

- according o National Fire Protection Association ;
- (NFPA) standards, i

|
' The findings include:

! Observation on 11/29/11 at 1:00 PM, revealed

| portable space heater in the Busines$ Office. The
. heater was energized and ready for use. Portable
| space heaters are prohibited In health care

! facilities.

i Interview on 11/29/11 ai 1:00 PM, with the
i Maintenance Director, revealed he was unaware
{ of the portable space heater.

| Reference: NFPA 101 (2000 edition)]

1 10.7.8 Portable Space-Heating Devices. Portable

' space-healing

i devices shall be prohibited in all health care
o¢cupancies.

. Exception; Porteble space-heaiing devices shalt
be permitied to be used

" In nonsleeping staff and employes areas where

i the heating elements of
such devices do not exceed 212°F {100°C).

1. The portable space heater was
immediately removed from the
Business Office by the Maintenance
Director on 11/29/11,

2. The Maintenance Director
performed an inspection of facility
and no other space heaters observed
in use,

3. Management staff will be
reeducated by the Maintenance
Director by 12/30/11 on the
prohibited use of portable space
heaters.

4. The Maintenance Director will
perform facility rounds weekly x 12
weeks to ensure portable space
heaters are not in use. Audits will
be reviewed by the Quality
Assyrance committee monthly x 3
meonths. If at any time concerns are
identified the Quality Assurance
commiittee consisting of the
Administrator, Director of Nursing,
Social Service Director, the Facility
Rehabilitation Coordinator, and the
medical director at a minimum
quarterly, will convene to analyze
and implement further measures
depentent upon the root cause to

assure ongoing compliance.
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