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A standard health survey was conducted on
10/04-03/13, Deficient practice was identified
with the highest scope and severity at "B level. The resident that was said 1o be /
F 281 | 483.20(k)(3}{l) SERVICES PROVIDED MEET F 281 affected by deficient practices doctor 14 If/ [3
$3=D | PROFESSIONAL STANDARDS was notified of resident continuing to
have received the medication after it
The services provided or arranged by the facility had been D/C’d. The medication was
must meet professional standards of quality, D/Ctd off the MAR. All medication
orders dated 8/20/13-10/13/13 were
This REQUIREMENT is not met as evidenced ] reviewed b’,’ the Quality Assurance
by: aurse assuring that all orders were
Based on record reviewand interview it was current,
determined the facility fafled fo follow the
physician's order for one of eleven sampled All residents have the potential to have
residents. A physician's order was wrilten on been affected by the deficient practice.
08/20113 to discontinue the use of Risperdal . On 10/6/13 the Quality Assurance
{anti-psychotic) for Resident #2, However, revisw nurse finished 3 complete audit of each
of the September and October 2013 Medication resident’s MARS/TARS and physician
Administration Record (MAR) for Resident #2 orders to ensure all orders were
revealed the facility confinued to administer the current. The doctor was notified of any
Risperdal to the resident from 09/01/13 1o deficient practice.
10/03/13.
N All licensed nurses were in serviced on
The findings include: ) s
the correct procedure of transcribing
Interview with the Director of Nursing (DON) at physician orders, One nurse will be
1:50 PM on 10/03/43 revealed the facility did not responsible for recongiling
have a policylprocedure regarding following - MARS/TARS monthly.
physician's orders.
The DON or designees will audit all
Areview of a physiclan's order dated 08/20/13 physician orders comparing them to the
revealed the physician disconfinued the use of MAR to ensure compliance 3X a week
Risperdal for Resident #2. A review of the August for 2 menths 1X week for 2 months
2013 MAR revealed the Risperdal had been ’ and randomly thereafter [eporﬁng
discontihued. In addition, a review of nurse’s results to the Quality Assurance
noes daled 08/20/13 in Resident #2's medical Commitiee. '

Y
LABORATORY DlRECTOT%R REPRESENTATIVE'S SIGNATURE - {X5] DATE
y FA- /t;ozv\u\: 13 T Ay ’0_/25',&3

Any deficlency s\athng w;?( Gsterisk *) denctes & deficlency which the instifution may be excused from correntmg providing il #s detesmined thal
other sefeguards providfe suficlenpprotection to the patients . {See insteclions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or net a plan of correcion Is provided, For nursing hormes, the above findings and plans of correctlon are diselssable 14
days following the dale these documents are mads avaifable 1o the facity. If deficiancies are cited, an 2pproved plan of correction i requisite 1o continued
program paricipation,
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record revealed Licensed Practical Nurse (LPN)
#3 documented the Risperdal had been
discontinued, However, a review of the
September 2013 and Oclober 2613 MAR .
revealed facllty staff had continued to administer
the Risperdal fo Resident #2 from 09/01/13 to
10/03143.

An interview was conducted with Licensed
Pracfical Nurse {LPN) #3 at 9:30 AM on 10/03/13,
LPN #3 stated she received a physician's erder
on 08/20/13 fo discontinue the use of Risperdal
for Resident #2. The LPN stated she
discontinued the Risperdal on the MAR and
removed the medication from the medicafion carl.
The LPN fuither stated she documented in the
nurse's notes the Risperdal had been
discontinued. The LPN staled she faxed a copy
of the physician's order to discontinee Rispardal
for Resident #2 to the pharmacy on 08/20M13.

An interview was conducted with LPN #2 at 8:50
AM on 10/03/13. LPN #2 stated she was
rasponsible o review the physician's order to
compare the orders for accuracy near the end of
every month. The LPN stated she did not
observe a physician's order daled 08/20/13 fo
discontinue the Risperdal on the August 2013
MAR for Resident #2 and, as a rasult, falled to
remove the Risperdal from the Seplember 2013
MAR. The LPN sfaied she did nol know how she
overiooked the discantinued medication on the®
August 2013 MAR, or the physician's order dated
0B/20/13 for Resident #2,

Interview with the Direcior of Nursing (DON) at
1:50 P on 10/03/13 revealed the pharmacy
sends the facllity a fist with all the names of
residents and medications they recelve. The
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Based on the resident's comprehensive
assessment, the facifity must ensure thata
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterizetion was necessary; and a resldent
who is inconfinent of bladder receives appropriate
{freztment and services to prevent urinary tract

" infections and o restore as much normal bladder

function as possible,

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, record review,
and a review of the facility's procedure checklist,
it was detenmined the facility failed to ensure
appropriate treatment and services were provided
lo prevent an infection of the urinary fract for one
of fiteen szmpled residenis {Resident #8),
Facility staff failed to properly ¢lean and rinse the
resident's parineal area while providing cathetet
care,

The findings include:

observed fom 10/5/13 to 10/9/13 on
each shift by a Heensed nurse with no
signs or symptoms of infection noted.

All residents that have indwelling
Foley catheters have the potential to be
affected by the deficient practice. Each
resident was observed X3 days to
ensure no signs or symptoms of
infection occurred. If signs or
symptoms noted residents were treated.

All CNA’s (including CNA #4) were in
serviced on the carrect techniques for
Foley catheter care.

Each CNA will be in serviced X a
month for 3 months.

The DON or designs will observe
CNA’s performing catheter care on all
residents with g Foley cathefer 1X a
week for § weeks and then randomly
thereafter. The results wili be reported
to the Quality Assurance Cormmittee.
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DON confirmed LPN #2 had the responsibility fo
review resident charts fo compare the physician's
orders with the medications listed on the
phatmacy’s list. The DON also stated the LPN
was to make notations of changes {o send to the
pharmacy before the MARs and manthly.
physician's orders are printed. According to the
DON, she reviews medlcal records selected at
random o ensure accuracy and had not ldentified
any concemns related to medications. ‘ {
F 315 | 483.25(d) NO CATHETER, PREVENT UT, F315]  Resident #8 who was said to be olisiiz
gs=p | RESTORE BLADDER affected by the deficient practice was
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Review of the procedure checklist for Catheler
Care {no date) revealed facility staff was required
to apply soap and water to a clean, wet
washeloth, then cleanse the cathetef from the
inserfion of the catheter down about four inches,
and repeat as necessary with a clean area of the
washcloth. According to the policy, after
cleansing the catheter, facliity staff should rinse
the catheter with a clean washsloth.

Review of the medical record revealed the facility
admitfed Resident #8 on 07/19/13 with diaghoses
fncluding Urinary Retention, Aitered Mental
Statuis, and Anxiety, Review of the Minimum
Data Set {(MDS) dated 08/29/13 revealed the
facility assessed Resident #8 to require an
indwelling catheter, Further review of the MDS
revealed Residen! #8 was assessed to always be
incontinent of bowel,

Certified Nursing Assistant [CNA) #4 was
observed to provide Foley catheter care for
Resident #8 on 10/G2113 at 11:03 AM.
Observailon revesled the CNA placed equipment
o1 the badside table to provide catheter care as
follows: a basin with clean warm water with two
washcloths placed in water, a bollle of spray
soap, and a clean dry fowel. CNA#4 washed her
hands, put on gioves, and removed the resident's
incontinence brief. The CNA was observed to
cleanse Resident #8's perineal/urethral area with
a lean, we!l soapy washcloth and then place the
contaminaled soapy washcloth back into the
water basin with the clean rinse washcloth, CNA
4 then removed a washdloth from the water
basin and proceeded to rinse the resident’s
perineal/urethrat arsa with the washcloth. After
rinsing the area, the CNA placed the washcioth
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back Inte the waler basin, CNA #4 proceed fo
clean the catheter with the same soapy washcloth
that was placed back into the watler basin and
rinsed the catheter with the same washcloth that
she had used to rinse the perineatiurethral area,
CNA #4 then removed the sciled gloves and
washed her hands.

Interview conducted with CNA #4 on 10/02/13, at
2:17 PM revealed the CNA had beaen lrained I
provide Foley catheter care every shift and on an
“as needed" basls. CNA#4 stated she had bsen
{rained io use warm water, soap, and washcloths
to clean the tesident's perinealfurethral area,
discard the soiled washclolh, rinse the area with a
¢lean washcloth, discard the solled washcloth
used for rinsing, and use fwo additional clean
washcloths to ciean and rinse the cathefer. CNA
#4 slated, " shotid have had four washeloths,
two for cleaning and rinsing the perinealfurethral
area, and two for dleaning and rinsing the
catheler.” CNA#4 sald she thought she was Just
golng to clean the resident’s catheter and, after
observing Resident #8's perineafurethral area for
catheter care, gol nervous and dldn't think about
getiing more washcloths,

The Dirsctor of Nursing {DON} confirmad in an
interview conducted on 10702713, at 2:36 PM, the
CNA shouid have cleaned and rinsed the
resident's perinealfurethral area and catheter with
clean washcloths. The DON stated routine
In-service training was provided to the CNAs al
teast annually. The DON stated the floor nurses
observe and check CNAs for compeatency and
had not reporied any problems retated to the
staff's performance of incontinence care.
483.25(|) DRUG REGIMEN IS FREE FROM

F315

F 320
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55=D| UNNECESSARY DRUGS Resident #2 was said to be affected by i } f {I i3

Each residenf's dritg regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive doss (including
duplicale therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of fhe reasons above,

Based on a comprehensive assessmeant of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic diug
therapy is necessary io treal a spedific conditioh
as diagnosed and documenied in the clinical
record; and residents who use anfipsychotio
drugs recelve gradual dose reductions, and
hehavioral interventions, unless clinically
contraindicated, in an effort fo discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on the facility's policy, interview, and
record review, it was determined the facliity failed
to ensure one of {ifieen sampled residents was
free of unnecessary drugs. Resident #2 had a
physician's telephone order dated 08720/13 to
discontinue the uss of Risperdal (anfipsychatic)).
However, the facllity continued to administer the
Risperdat to Resident #2 from 08/01H3 to
10/03M3,

the deficient practice, The MD was
called on 10/3/13 to inform that
resident had continued to receive
medication after the D/C order was
received. Resident was observed for 7
days for any negative side effects with
none noted,

All residents have the potential to be
affected by the deficient practice. All
residents MARS/TARS for October
were audited to ensure cirent
physician orders were in place.

All licensed nurses were in serviced on
the correct procedure of transcribing
physician orders. One nurse will be
responsible for reconciling
MARS/TARS monthly,

The DON or designees will audit all
physician orders comparing them to the
MAR to ensure compliance 3X a week
for 2 months IX week for 2 months
and randomly thereafter reporting
results fo the Quality Assurance
Commiitee.
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The findings include:

Review of the facilily's Medication Orders policy
{no date) revealed medications are reviewed on a
manthly basis when the prescriber signs the
physleian's order. A designated nurse reviews
the order summary before giving it to the
prescriber lo sign.

Areview conducted on 10/02f13 at 2:15 PM, of
physictan's orders for Resident #2 revealed the
physician disconlinued Risperdal for the resident
on 08/20/13 and a review of fhe August 2013
Medication Adninistration Record {MAR)
revealed the Risperdal had been discontinued on
the MAR. However, review of the September
2013 and October 2013 MARSs revealed the
Risperdal remained on the MAR.

Chservation of the medication cart on 10/02413 at
4:00PM reveaied the medication Risperdal was in
the medication drawer designated for Resident
#2. Interview with LPN #4 at 1:15 PM on
10/03/13 and LPN #5 at 1:30 PM on 10/03/13
revealed the two LPNs had administered the
Risperdal fo Resident #2 from 09/01/13 to
16/03113.

An interview was conducted with Licensed
Practical Nurse (LPN) #3 at 9:30 AM on 10/03/13.
LPN #3 stated she received a physician's order
on 08/20/13 to discontinue the use of Risperdal
for Resident#2. The LPN stated she
discontintted the Risperdal on the MAR for
August and removed the medication from the
medication cart. The LPN stated she'placed the
medication in the retusn box to be returned to the
pharmacy, and she faxed a copy of the

F 328

FORM CMS-2567{02-08) Previous Versions Obsolete - Event IT:ESILSE

Eaclity |D; 100635

if coptiniation sheel Page 7 of 16




PRINTED: 1017/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES . - FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {¢1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTON {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTFIEICATION NUIMBER: A BUILDING COMPLETED
185211 B.WING 10/0312013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MECREARY HEALTH AND REHABILITATION 58 CAL HILLROAD
A REHAR PINE KNOT, KY 42635
oD SUMMARY STATEMENT OF DEFICIENCIES (4] PROVIDER'S PLAN OF CORREGTION i5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DBATE
DEFICIENGY}
F 328} Continued From page 7 F 329

physician's order to ths pharmacy. The LPN
further stated, and a review of documentation
confirmad, she had documenied In the nurse's
notes the Risperdal had been discontinued. LPN
#3 also stated she had verbally communicated
the discontinued medication order to the
oncoming nurse on 08/20/13,

An interview conducted with LPN #2 at 9:50 AM
on 10703713 revealed she was responsible 1o
review the physician's pre-printed monthly orders
to compare the orders for accuracy nears the end
of every month. The LPN slated sha did nof see
where the Risperdal had been discontinued for
Resident #2 on 08/20/13. The LPN stated she
never saw the disconfinued medication on the
MAR or she would have removed the Risperdal
from the September 2613 MAR. The LPN stated
it was an oversight on her part and she did not
know why/how she overlooked the discontinued
medication on the August 2013 MAR, or the
physician's order dated 08/20/13 to discontinue
the Risperdal for Resident #2.

An interview was conducted with the Director of
Nursing (DON) at 1:50 PM on 10/03/13. The
DON stated the pharmacy sent a "pre-list form"
that identified all the residents and medications,
The DON confirmed LPN #2 was responsible to
go through the resident charts to compare the
physiclar’s orders with the pre-list form,
document any changes, and send any corections
back lo the pharmacy for corrections before the
monthly orders and MARs were pre-printed. The
DON stated she reviewed medical records
selecied at random for accuracy, including
accuracy of medication orders, and had not
identified any problems, The DON further stated
the facifity had changed pharmacies in August
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2013,

Interviews were conduicled with Registered
Pharmacist (RPh} #1 at 10:30 AM and RPh #4 at
11:00 AM on 10/03/13. Interview revealed neither
pharmacy received communication from the
facility regarding the discontinuation of Risperdal
for Resident #2, Thersfore, the Risperdal
remained on the pre-printed MAR for September
2013 and October 2043 and had been dispensed
{o the faciliy. : ,
483.35{(d}{1){2) NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP

Each resident recelves and the faciiity provides
food prepared by methods that conserve nutritive
value, flavor, and appearance; and food that is
palatable, attraclive, and at the proper
temperature.

This REQUIREMENT is not met as evidenced
by:

Based on review of the facility's policy,
observation, and interviews, il was determined
the facility faifed to ensure food was served al a
palatable temperature at the noon meal on
10101/43. Afood cart containing eleven resident
trays was observed to be on C Hall for
thirty-seven minutes before the last tray was
removed and intercepted for a palatability test.
Based on the palatability test, the meat was cool
to taste, the spinach was bland, cold, had a
starchy taste, and was not palatable, and the
chocolate mitk was warm.

The findings include:

F 328

F 364

Eleven residents were said to be
affected by the deficient practice. All
residents on C Hall that were interview
able were interviewed with no
complaints of unpalatable food.

All residents receiving food trays on
the hallways had the potential to be
affected by the deficient practice. Al

interviewed with no complaints of
unpalatable food.

All Dietary and Nursing staff were in

serviced on palatability of food and the

importance of passing trays in a timely
" manner to promote palatability of food.

The Administrator or designee will
complete a test tray audit 3X a week
for 30 days then X1 week for 3 months
to ensure the paiatability of food.
Administrator or designee will address
any food complaints with the Resident
Council witl the results being reported
by the Quality Assurance Commitiee.

residents that were Interview able were -

lOI?.ill'S
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A review cf the facility's Meal Service policy
‘{dated 2006) revealed perishable and potentiafly
azardous feods do hot remain at room
{emperature for more than 30 minutes.

Observation of the noon meal on 1001713
revealed an enclosed food cart containing 14
irays was transported from the kitchen to G Hall
at 12:03 PM. The last fray was intercepted at
12:40 PM {37 minutes later) and food
femperatures were oblained with facility staff.

- The temperature of the pureed meat was 104.3
degrees Fahrenheit, the pureed spinach was
107.8 degress Fahrenhelt, and the chocolate milk
was 53.2 degrees Fahrenheil. The meat was
cool to faste. The spinach was bland and coid to
taste, The spinach also had a starchy taste and
was not palatable. The chocolate mitk was warm.
The test temperatures and palatability of the
foods were verified by facility staff.

interview with a facility cook at 1:00 PM on
10/0113 revaaled staff usually passed the trays
in tess time and she had not received any
camplaints from the residents about the
palatability of food served.

Interview with the Dietary Manadger {DM) at 615
PM on 16/03/13 reveaied it should not have taken
staff 37 minutes o pass 11 trays, and that the
facility had nevet checked the palatability of the
food. Accarding to the Divi, staff usually delivers
the trays timely and there had not been any
complaints volced by the residents about food
palatability.

Interview wilh the Director of Nursing (DON) at
1:50 PM on 1070313 revealed she was not aware
of how much time it took to pass meal trays.
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STORE/PREPARE/SERVE - SANITARY

The facility must -

(1} Pracure food from sources appioved or
consldered satisfactory by Federal, State or local
authoritles; and

(2} Store, prepare, distribute and serve food
tnder sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observations, interview, and review of
the facility policy, the facility failed to ensure foods
were served to residents uhder sanitary
conditions. Observations of the noon ang
evening meat on 10/01/13 on A Hall revealed staff
servedidistributed food o residents with the
dessert and bread uncovered,

The findings include;

Review of the Meal Service; Tray set-up for Meals

“{no date} revealed only hot foods would be

covered if resident frays were placed in a covered
cart fo maintain betier heat retention. The policy
naled trays would be delivered froim resident
room Yo resident room by relling the food cart
down the hallway.

Observations conducted during the noon meal on

Three residents were identified as
having been affected by the deficient
practice. None of the 3 residents had
food borne illness due to the deficient
practice per review of the resident
chart.

All residents receiving hall trays had
the potential to be affected by the
deficient practice. All residents were-
observed and their medical records
reviewed with no signs or symptoms of
food borne illness noted.

All nursing staff was in serviced on the
correct procedure for delivering trays
that included moving tray cart in front
of each room when serving meal trays.

Administrator or desigred will audit
random meals tray pass 3x a week for
30 days then 1X a week for 6 months
with the results being reported to the
Quality Assurance Commiitee.
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According fo the DON, there were two CNAs
passing trays on 10/01/13 and it did not usually
take them long o pass the frays,
F 371] 483.35(i) FOOD PRQCURE, F 371

plafrz
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10404713, revealed a closed cart was delivered to
A Hall at 12:33 PM. Staff was observed to
distribuie the trays to resident rooms. At 12:40
PM, faciity staff was cbserved to remove a tray
from the food cart and earry ihe tray to room A-10
(approximately 10 feet away from the food cart};
the dessert and bread were noted to be
uncovered. At 12:41 PM, another staff person
was observed to remove a second tray and carry
the tray with the dessert and bread uncovered fo
room A-12 {approximately 18 feet from the food
cart),

Additional meal observations conducted cn
10/01/13, during the evening meal revealed 2
closed food cart was deliverad to A Hall from the
kitchen at 5:17 PM. Facility staff was observed to
remove a iray from the foed cart coptaining

T uncovered dessert and a roll apd carried the tray
to room A-8 {approximately 14 feet from the food
cart) at 5:20 PM. At 5:28 PM, facility staff carried
a tray with uncovered dessert and a roll to room
A-10 (approximately 12 feet from the food cart).
In addition, faciiity staff was observed fo remove
another tray at 5:28 PM containing uncovered
dessert and a roll from the food cart and carry the
{ray to room A-12 (approximately 20 feet from the
food cart). \

Interviews conducted with Certified Nurse Aide
{CNA)#2 on 10/01113, al 5:40 PM, revealed she
had been trained to defiver/distribute resident
‘meal trays by pushing the food cart from room to
room. GNA#2 stated food items were supposed
fo be covered if not defivered room to room or
catried down the hallway. The CNA stated she
did not realize the dessert and bread were
uncovered during the noon and evening meais on
10/01/13.
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Interview with CNA #1 on 10/01/13, at 5:45 PM,
revealed she had also been trained to distribute
rasidant meal trays by pushing the food cart frem
room fo room. CNA#1 stated all food ltems
should be covered If the tray was carried down
the hallway. CNA #1 stated she did not realize
the foods were uncovered when she passed the
trays during the hoon and evening meal on
10/01#13. .

Interview conducted with the Dietary Manager
(DM} on 10/03/13, &t 6:15 PM, revealed nursing
slaff should push the food cart door lo door when
distiibuting the resident trays fo resident rooms.
The DM confirmed foed iterns shouid be covered
if the fray is carried away from the food cart.

Interview with the Director of Nurses (DON} on
10/03/13, at 6:25 PM, alsc confirmed all food
iterns should be covered during tray delivery. The
DODN stated nursing staff was trained 1o push the
food cart from door 1o door to defiver resident
trays.

F 441 | 482.65 INFECTION CONTROL, PREVENT F 441
3s=p | SPREAD, LINENS

The fachity must establish and maintain an
infection Cantrol Program designed to provide a
safe, sanifary and comfortable environment and
fe help prevent the development and transmission
of disease and infection,

{2) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1} invesligates, contrals, and prevents infections
in the facllity; :
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{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

{b) Prevenling Spread of Infection

{1} When the Infection Conirol Program
detarmines that a resldent needs isolation fo
prevent the spread of infection, the facility must
tsolate the resident,

{2} The facility must prohibit employees with a
communicable disease or Infected skin lesions
frorn direct contact with residents or their food, if
direct contact will transmit the disease.

{3) The facility must require staff fo wash their
hands after each direct resident contact for which
hand washing is Indicated by accepted
professional practice.

{c} Linens _

Personne! must handle, store, process and
transport inens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by: '

Based on observation, inferview, and facillty
policy review, the facllity failed to malntaln
effective infection control technique when
handling resident solled linen in a manner to
prevent the development and fransmission of
disease and infection for residents on A Hall.

The findings include:

Review of the policy/procedure related to bed
making {no daie) revealed these instructions

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF EORRECTION 1%5)
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F 441{ Continued From paga 13 F 447

noted due to the deficient practice.

Two residents were identified as being lo / 1
affected by the deficient practice, i~ '3
Through observation and review of
their medical charts no infections were

All residents had the potential to have
been affected by the deficient practice.
Through observation and review of the
resident’s medical charts no infections
were hofed to have oceurred due to the
deficient practice.

All nursing staff was in serviced on the
appropriate soiled lirtens and infection
control process.

The DON or designee will complete
daily rounds X30 days monitoring
infection control procedures including
the handling of soiled linens with
random rounds compieted thereafter,
All results will be reported to the
Quality Assurance Commiiitee.
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regarding handiing linen: do not place seiled
linens on the flogr, do not hold soiled iinens
against your clothing, and do not shake or fan the
linens. ’

Obsemvations conducted on 10/02/13, at 8:48 AM,
revealed soiled linen was observed on the floor
near the foot of the bed inroom A-9, bed 1. Al
B:58 AM, faclity siaff was observed to roll the
dirty finen containar fo the hallway outside of
room A-9, The staff picked up the soiled linen
from the floor and carried the linen to the dirty
linen container while holding the linen next to her
olothing,

Addifional observation on 10/02/13, at 10:00 AM,
revealed soiled linen was also observed lying
directly on the resident's bathroom floor in room
A-10, bed 2. Follow-up observalions conducted
at 10:50 AM, reveated the finen had been
removed from the resident's bathroom floor.

Interview conducted with Gertified Nurse Aide
{CNA)#2 on 10/02/13, at 4:25 PM, revealed CNA
#1 had placed the soiled linen en the floor in
room A-B. CNA #2 stated she had gone to get
the dirty Hnen container used for soiled linen.
CNA#2 confirmed she picked up the soiled finen
and held it against her clothing wiile transporting.
the soiled linen to the linen container. The CNA
stated she had been rained to disposs of sofled
linen immediately into the dirly linen container
and to carry the linen away from clothing, n
addition, CNA #2 siated she believed the linen
had been placed op the bathroom floor of room
A-10 after the resident had received a shower by
the shower alde.

{CNA #1 stated in interview conducted on
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10/02/13, at 4:30 PM, she had left the linen on the
resident's floor in room A-9 afier spiliing the
resident's coffee during the breakfast meal, CNA
#1 stated she got "side fracked” when she went
fo get the dirty iinen conlainer and had not placed
the linen in the appropriate contalner immediately.
CNA #1 stated the linen had been placad on the
bathroom floor in room A-10 by the shower aide.
CNMA#1 staled she had also been trained to
dispose of linen in the appropriate container and
she was not supposed {o place soiled linen on the
floor.

Interview with the shower aide (CNA#3) on
10/03/13, 110 PM, Teveated she had given the
resident in room A-10 a shower on 0/02/13;
however, she denied placing the soiled linen on
the resident’s bathroom floor. CNA #3 stated she
had been trained to place soiled linen in the dirty
linen container immedlately and not on the
resident's floor,

Interview conducted with the Director of Nurses
(DON} on 10/03713, al 6:25 PM, revealed staff
had been trained to place sofled finen
immediately into the designated solled linen
cordainers. The DON stated she conducied
random rounds throughout the facility fo
observelmonitor for appropriate infection control
procedures. The DON stated she had identified
problems with salled linen being placed on the
resident's floor Yfast week” and had conducted
re-education for staff regarding appropriate finen

| handling procedures,
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MCCREARY HEALTH AND REHABILITATION

K000 | INITIAL GOMMENTS K OG0

CFR: 42 CFR §483.70 (a)

BUILDING: 01

PLAN APPROVAL: 1985

SURVEY UNDER: 2000 Exlsting

FAGILITY TYPE: SNFINF

TYPE OF STRUCTURE: One story, Type V {111}
SMOKE COMPARTIMENTS: 3

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARNM SYSTEM

FULLY SPRINKLERED, SUPERVISED {DRY
SYSTEM)

EMERGENCY POWER: Type Il diesel generator

Alife safoly code survey was initlated and
concluded on 10/01/13. The findings that {ollow
demonslrate noncompliance withs Tille 42, Code
of Fedaral Regulalions, 483.70 () el seq {Life
Safely from Fire). The facllity was found notl{o be
in substantiol compliance with the Requiremenis
for Parlicipation for Medicare and Medicaid.

Deficiencies were ciled whh the highest
» deficiency Identlified at "0" jovel.
K028 | NFPA 101 LIFE SAFETY CODE STANDARD Koze
§8=D
One hour fire rated construction (with % hour
fire-ratad deors) or an approved aulomalic fire
extinguishing syslepvingccardance with 8.4.1
27

LABDRATORY DIRECTOR'S OR PROVIOERy SRR EPRESEHTAVIVE'S SIGHATURE TITLE {XEFIATE

ﬂ//m ro 1S Ay /OKZS‘/I;

Aoy deficionsy Stdiemeﬂi f!h e{ék (*} denoles a deficiency which The insUtution may be excvsed from coracting providing it Is deternined that
other safeguards provids sulfi clont pro¥etlion toihe patlents. (Sos instruclions.) Except for nursing hemas, the findlags slaled above are discloseble 80 days
{allowing Ihe date of survay whether of nol a plan of eorreclion is provided. For nursiag homes, the above findings and plans of correction sse dlsclosable 14
days following the date these docutnents are made avallabla io the facifity. if deficlencles are clied, 2n approved plan of sarrealion s requisile lo continued
pragram parifclpation.
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andfor 19.3.5.4 protgots hazardous aroas. Whaen
the approved autematic fire extinguishing system
option is used, the areas are separated from
olher spaces by smoke reslstihg pariitlons and
doors. Doors are self-dlosing and non-rated or
fleld-applied prolective plates that do nol exceed
48 inches from the bollem of the door are

permilied. 19321 No residents were found to be affected. { [0 / v ’ i3

Fourteen residents had the potential to
be affecied. The door hold-open

This STANDARD Is nol mel as evidenced by: device was removed fom indentified
Based on observation and interview, the (adility door on 10/2/13 ’

faitad Lo ensure thal a hazardous area doorwas
hold cpen in an approved manner. This deficient

praclice affeclod one of lhres smoke Maintenance, Housekeeping, and afl
comparlments, staff, and fourleen residents, The Nursing staff were In serviced on
faciiily has the capacily for 60 beds with a census 10410713 that no hazardous arca door
of 58 on the day of the survey. will be held open in an unapproved

o I
The findings include:

During lhe Life Safely Cods tour on 10401713 al
16:20 AM, with the Direclor of Maintenance
{DOM), a corridor door to the back stockroom
was cbserved to have a door hold-open device,

Administralor or designee will
complets walking rounds 3X 2 week
for 1 monih then 1X a week for 2

Hazardous area doars cannol be held open months to ensure compiiance.

unless connecled fo the fire alarm system, An )

interview with the DOM on 0B3/26413, at 10:20 AM Thereafler, random walking rounds

revealed he was nol aware of this requirenient, will be completed o enswre
compliance.

The findings were reveated to the slaff memberin

charge upon exit, The Quality Assurance Conuniltee will

: review audits 10 ensure compliance
Reference: NFPA 101 {2000 Edition). monthly for 12 months, ;
19.2226* :
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Medical gas storage and adiminisiralion aress are
protecied in aceordance wilh NFPA 89, Standards
for Heallh Cars Faciliies.

{a) Oxygen storage localions of grealar han
3,000 cufi, are enclosed by a one-hour
separaiion.

{b} Locations for supply systemns of grealer than
3,000 cu.fi. are vented lo the oulside. NFPA 92
43.1.1.2, 193,24

This STANDARD is not met as evidenced by:
Based on chservaiion and interview, the facillly
failed 1o ensure that oxygen oylinders were slored
according to NFPA standards, This deficlent
praclice affected one of hree stnoke
compartments, staff, and fourteen residenis. The
fachily has the capacily for 60 beds with a census
of 58 on the day of the survay.
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K 029} Conlinued From page 2 K 029
Any door In an axit passageway, slairvay
enclosure, hodzontal exil, smoke barrier, or
hazardous area enclosurs shall be permilled lo
be held open only by an aulomalic reicase device
thal complies with 7.2,1.8.2. The automatic
sptinkior system, if provided, and The flre alarm
system, and the systams required by 7.2.1.8,2
shall be arranged fo infliate the closing action of
al such doors throughoul the smoke
comparlment o hroughoul the entire facility.
K076 NFPA 101 LIFE SAFETY CODE STANDARD K076

Maintenance and all Nusing staff were
iu serviced on not storing more than 12
oxygen eylinder tanks at any one
storage ares, Laminaled signs were
placed above the racks reminding staff
that no more than 12 oxygen cylinders
were to be stored in that area.

Administrator or designee will

} month then 1x aweek for 2 months
to ensue compliance,

'Thereafter, random walking rounds
witl be completed to ensure
compliance,

The Quality Assurance Committes will
review audils to ensure compliance
menthly for 12 manths,

compleis walking rounds 3x a week for

lO’{bllj
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K 076 Contintied From page 3 K076

The findings include:

Buring the Life Safety Code tour on 10/81/13, at
10:18 AM with the Director of Maintenance
(DOM), 14 E size oxygen cviinder lanks were
observed to be stored in the back sfockroom.
These tanks were within five feet of combustible
storage. Oxygen cylinders while in storage and in
quantities greater than 300 cubic feet must be
kept five feet from combuslibies.

An interview with the DOM on 10/01/13, ai 10:18 ' ;
AM revealed he was not aware of oxygen storage 3
regiirements, .

Quantities 300 cubic feet (12 E sized cylinders)
and less may follow the regquirements of
S&C-07-10.

The findings were revealed to the staff member in
charge upon exit.

Reference: S&C-07-10

Up 1o 300 cu fi {12 E sized cylinders) of
nonflammable medical gas can be located
outside of an enclosure {per smoke
compartment} at locations open to the corrider
such as at a nurse’s station or in a corridor of a
healthcare facility.

This amount of nonflammable medicat gas per
sinoke compariment is not considered a hazard if
the containers are properly secured, such asin a
rack to prevent them from tipping over or being
damaged. In this case the medical gas is
considered an "operational supply” and not
storage, If the cylinders are placed in a corridor
they should be placed so as nof to obstruct fhe

FORM CMS-2567(02-99) Previous Versions Obsolete Evant ID: E54L2) Faciity 10 100635 I continiiation sheet Page 4 of 6




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 1071742013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0338-0381
STATEMENT CF DEFICIENCIES %13 PROVIDERISUPPLIERICLIA £%2) MELTFLE CONSTRUGTION {3) DATE SURVEY
\ 1) of I el
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A HURDING $1 - LARF BUILOING 04 COMPLETED
186211 8. Wil 10/01/2013
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, 21P CODE
RCGCREARY HEALTH AND REHABILITATION $8 GALHLL RoAD
’ PINE KNOT, KY 42635
(X410 SURMARY STATEMENT OF DEFICIENGIES I ’ PROVIDER'S PLAN OF CORRECTON %5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FELL PREFIX {EACH CORRECTIVE ACTION SHOULD BB COMPLETION
146 RESULATORY OR LSCIDENTIFYING INFORFATION] TAG CROSS-REFERENCED TO THE APPROPRUTE nAE
DEFICIENCY)
K 876 Confiaved From page 4 K076

use of the cofeldar. This ameount of medical gas
is in additlon 1o hose cylinders contaled in
“orash cars” and in use on wheslchairs or
gurneys,

The ferm “PRN" means "as needed.” An
individual eylinder placed in a palient room for
immediate use by a pafient is not raquired fo be
stored in an enclosure and is considered in use,
li should be secured lo prevent pping or damags
to the eylinder, [f the residest does not need the
use of oxygen for an exlended poriod of time,
such as several days, then the medical gas
container should be removed from the room and
propery seoured In an approved slorsge room.

Refersnce; NFPA 99 (1999 Edition).

834112

Slorage for nonflamemable gases greater than 8.5
3 {300 13} but less than 85 m3 {3000 i3}

{A) Slorage Jocalions shall be cutdoors in an
enclosure or within an enclosed interior space of
noncombustible or iinted-combustible
construction, with doors {or gates outdoors) thal
can be secured against unauthorized enlry,

{B) Cuidizing gases, such as oxygen and nitrous
oxide, shall nof be siored with any lammable
gas, fiquid, or vapor. )

{C} Oxldizing gases such as exygen and nitrous
oxide shall be separated from combustibles or
malerials by one of the following:

{1} Aminimum dislance of 6.1 m {20 1)

{2} Aminimum distancs of 1.5 m (5 11) f the
entire slorage kocalion is protected by an
automaiic sprinkler syslem designed in
aceordance with NFPA 13, Siandard for the
Inslaliation of Sprinkler Systems

(3} An endlosed cabinet of noncombustibla
construction having a minkmum fire protection
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K078} Continued From pags 5 K076
faling of ¥ hour, An approved flammabls liquid
slorage cabinel shall be permilted 1o be used for
cylinder storage.,
8-3.1,11.3 Signs.
A pracationary sign, readable from a dislance of
§ 1 {1.5 m}, shall be consplouously displayed on
each door or gale of ths storage reom or
enclosure. The slgn shall include the folfowing
warding as a minism:
CAUTION
OXIHZING GAS(ES) STORED WITHIN
NG SMOKING
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