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- g ; (per units they manage) changes in ,
F187 | Continued From page 1 f Fis7 candition, decline, injuries to ensure the
! the address and phone number of the residont's ; : physician and responsib!e parties have ;
! legal represantative or interasted family member. been notified weekly times 4 weeks

then for 10 changes per month times 2

months. Results of the audits will be

brought to the QA commnittee to

determine the need for further

monitoring, ‘

5. Completed by: L6/12/13

| This REQUIREMENT Is not met as evidenced
by:
. Based on observation, interview, record review,
- and review of the facllity's policy/procedure, it was
. determined the facility failed to ensure the : i
- physictan was made aware of an open, draining i
¢ wound for ona rasident (#21), in the selected i
i sampla of thify {30) residents. An observation,
: on 05/16/13, and review of the weekly skin ,
; assessments revesled the resident had an open ‘ ¢
! area to the right calf since 05/10/13; howeves, the :
- physician was not contacted until 05/47/13,

Findings include:

| A review of the faciiity's undated policy/procedure
for Post-admission Weekly Skin Assessments,

i ravealed the physician must be made aware of all

! pressure sores in order for a resident-spacific

i profocol to be infliated. i

. An observation of Resident #21, on 05/16/13 at

i 3:30 PM, ravealed the resident to have an

" uncovered, open area (o the back of the right calf.
i He/ she stated ho one had offered to place a

| dressing over the wound, in order to prevent the

! visible brown-colored wound drainage to the back
! of the resident's heel boot.

A record review revealad the facility admitled
{ Resident #21, on 01/24/12, with diagnoses 1o |
i Include Type 1| Diabetes, Open Wound to the \
. Right Foo!f and Acute Kidney Failure.

| i
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F 157 | Continued From page 2 F 157"
A review of the annual MDS, dated 05/03/13,

' revealed the resident was cognitively intast,
required the extensive assist of one staff for

‘ transfer and bed mobility, was non-ambulatory

\ and had acquired an unstagable pressure sore to

i the right lateral foot. A review of the care plan for

- skin Integrity, dated 05/03/13, revealed the

: resident had a deep Hissue injury fo the right foot ;

i which required heel lift boots and heels off the !
bed.

: Areview of the skin assessments, dated ,
. 05/10/13, revealed an open area to the right calf, i

. Areview of the Medication Adrinistration
Records (MARSs), Treatrnent Administration
Records {TARs) and physician's orders, dated
*May 2013, revealed no order or treatment for the : :
 right caif area. : ;

An interview with Licensed Practical Nurse {(LPN} : i

#4, on 05/16/M13 at 3:23 PM, revealed she was i
. unaware of the area to Resident #21's right calf.

After review of the physician's orders, MARs, and
| TARs, LPN #4 stated she was unsure if this was
reported fo the physician far an order for
{reaiment to be administered, as there were no
- orders for ireatment. She stated she would "make
! a note of this.”

¢ An interview with LPN #5 and LPN #6, on

1 05717/13 at 1:05 PM, revealed the physiclan was
¢ not notified and an order was not obtained for

; treatmant of the area to the righi calf,

n Interview with the Director of Nursing {DON), :
| on 05/17/13 at 2:25 PM, revealed the LPN should w
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F 157 | Continued From page 3 F 1573
: have addressed the new area, noted it on the
skin assessment on 05/10/13, notified the unit :
| manager, and received a physician's order for ;
¢ freatment and dressing to the site to prevent i
! dralnage, and to heal the wound. ;
F 279 ; 483.20(d), 483.20(k)(1) DEVELOP F 279!
s5=D COMPREHENSIVE CARE PLANS k279

|

A facility must use the results of the assessmant

" to develop, review and revise the resident's
comprehensive plan of care,

: The facillty must develop a comprehensive care

. plan for each resident that Inctudes measurable

i objactives and timetables to meet a resident's
medical, nursing, and mental and psychosocial

. needs that are identified in the comprehensive

" assessment,

The care ptan must describe the services that are
. to be furnished to attain or maintain the resident’s
¢ highest practicable physical, mental, and
psychosoclal well-heing as required under
: §483.25; and any services that would otherwise
| be required under §483.25 but are not provided
i due to the resident's exercise of rights under
: §483.10, including the right to refuse treatment
| under §483.10(b){4.

. This REQUIREMENT s not met as evidenced

: hy:

i Based on interview, racord review, and review of
: the facility’s policy and procedure, it was

i determined the facility failed to ensure a care plan
i was developed for one (1) resident (#7), in the

i selected sample of thirly (30) residents. Review

1 of Resldent #7's Minimum Data Set (MDS)

1. A careplan was developed for i
Resident#7 to include nutrition and pain |
by the MDS Coordinator on 5/21/13. |
2. Residents were assessed fo
determine if nutrition and pain shouid

be added to their careplan and
implemented by the MDS Coordinators, |
Registered Dietitians and Unit |
Managers by 6/7/13. |
3. Licensed Nurses were in-serviced
on 5/31/13 by the Administrator to
ensure after any assessment that the
resident’s current probleins, goals, care,
treatment and services were addressed
on the careplan to include nutrition and
pain. Education wili be provided upon
hire, quarterly and as needed related to
careplanning to include nutrition and
pain,

4. Unit Managers will audit 15
resident careplans weekly (M-F) to
ensure resident’s current needs, current
problems, goals, care, treatment and
services were addressed on the care

plan to include nutrition and pain are
care planned appropriately; then will
audit 15 per month for 2 additional
months. Results of the audits will be

h!‘mlghx-m_the_Q,é._cmmveitt” to.
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F determine the need for further
F 279 | Continued From page 4 F 279 Inonitoring_

assessment, dated 02/11/13, revealed he/she ; 5. Completed by: © 612113
was assessed to be at risk for nutritional deficits 1 .
and pain; howsver, there was no evidence of
. development of a care plan.

Findings includs:

Areview of the facility's policy and procedure,
"Resident Care Plan" dated 12/08, revealed * The :
individualized, interdisciplinary care plan is to be : |
" completed by participation of all disciplines and |
printed within 7 days of the Resident Assassment

E tnstrument (RAl) completion according to the RAI .

i guidslines.” Additionally, "a review of the care i

. plan is done at least quarierly and as needed to ;
i reflect the resident's current needs, prablerms, i !
i goals, care, trealment, and services." i

© A record review revealed the facllity admitted
; Resident #7 on 02/04/13 with diagnoses to
‘ include Unspecified Pleural Effusion, Chronic

- Obstructive Pulmonary Disease, Depression,
‘ Dementia, and Hislory of Pneumonia.

. Areview of the Care Area Assessment {CAA),

dated 02/11/13, revealed the resident was i

. assessed for potenlial for nutrilion and pain, and i

i a care ptan was 1o be impiemented; however,

there was no evidence of a care plan in the
record.

An interview with the Reglstered Dietician (RD), :
on 05/16/13 at 10:20 AM, revealed she was i j i
responsibie for completing care plans in certain . |
areas of the facility and was responsibie to |
compiete Resident #7's care plans. She stated |
she kept up with his/her progress on a waekly !
 basis through the Nutrition at Risk (NAR) | '
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F 279 4‘ Continued From page 5 F 2?9@
, program. Additionally, she revealed she had all i
! of the NAR notes and was aware a care plan
“ must be implemented within 21 days of a |
resident's admission to the facility; however, she 1
stated she did not complete a care plan for 3
Resident #7,
- Aninterview with the MDS Coordinator, on ;
05/16/13 at 10:10 AM, revealed she should have ;
Implemented Resident #7's care plan for pain |
i related to histher pressure ulcers and diagnoses .
of Chronle Obstructive Pulmenary Dissase. No
further explanation was provided. : F 282
F 282 483.20{k}(3)(il} SERVICES BY QUALIFIED F 282 |
PERSONS/PER CARE PLAN 1. The Unit Manager replaced =

§5=D |

" The services provided or arranged by the facility

must be provided by quallfied persons in
accordance with each resident’'s written ptan of

. care.

" This REQUIREMENT s not met as evidenced
: by:

Based on observation, intarview, record review,
and review of the facility's policy/procedure, it was
determined the facHity falled to ensure services

; provided by the facililty were in accordance with
i the wrillen plan of cara for one rasident (#1}, in
| the setected sample of thirty (30) residents,

Observalions, on 05/14/13 at 11:50 AM, and on
05/15/13 at 9:30 AM, revealed Resident #1 was :
seated In a whoslchalr wilh an underseat alarm |
which was not in the functioning moda,
Interviews reveated the Certified Nursing
Assistants {CNA) and a Licensed Practical Nurse

Resident#1 alarm with a new alarm and
assessed fanctioning and placement
5/21/13, Resident #1°s careplan was
revised to include check function and
placement every shift and as nceded on
5/21/13. Resident #1's careguide was |
updated on 5/21/13 to reflect the need to
check placement and [unctioning of
alarms and to report {o a supervisor if
not functioning.

2. Resident Care plans were audited
by Unit Managers and MDS
coordinators by 6/7/13 1o ensure check
fonction and placement of alarns every
shift and as needed were included on
the care plans.

3. The Administrator educated staff
on 5/31/13 to ensure safety devices :
were properly placed and that they were |
functioning each shift by staff.
Education will be provided to licensed

nurses and certified nursing assistants
URONn hh‘e' ql‘!:x.g'ter!}( aﬂé_ﬂp nandad
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(LPN} did not check or ensure the resident's
alarm was in ptace and in the functioning mode.

Findings include:

* Review of the facility's undated *Fall

i Management" poticy/procedure, revealed
"Undersianding the significance of mobility,
movement, and the ingrained nature of walking, it
is our intention to promote programs geared to
improving mobility, stamina and raduce the risk of
: falls through a comprehensive, interdisciplinary

: process of assessment, care plan development

- and implementation wit ongolng manitoring and

{ review". Additionally, the policy included "An
interdisciplinary plan of care will be developed,
Implemented, reviewed and updated as

. necessary to reflect each resident's current safaty
| needs and falf reduction Interventions".

} Aracord review revealed the facility admitted

- Resident #1 on 11/13/12 with diagnoses o

¢ include Dementia, Anemia, Adult Failure to Thrive
. and Insomnia. Review of the quarlerly Minimum

i Data Set (MDS),dated 02/14/13, revealed the

! facility assessed the resident with to be severely
 cognitively impaired and required total assistance
- for transfersfambulation, and was at risk for falls,

. Further record review revealed the resident

i sustained a fall from the wheel chair without

; Injury, on 12/08/12, and a psychlatric assessmant
| was obtalned. On (1/28/13, Resident #1

I sustained a fali from the wheeichalr and was

I assassed and treated for a urinary tract infection,

\ Review of Raesident #1's care pian, "At rlsk for
. physical injury from falls related to unsteady gait,

4o SUMMARY STATEMENT OF DEFICIENCIES D PROWDER’S PLAN OF CORREGTION %5)
PREFEX (EACH DEFICIENGY MUST BE: PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE © COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS3-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
checking the function and placement of -
F 282 | Continued From page 6 F 282 ‘

alarms every

shift and as needed. Facility will add to -
TAR to check alarms function and
placement every shift and change i
batteries monthiy. !
4,  Administrative staff and Unit
Managers will audit 10 safety devices
per wing weekly (M-F) to ensure they
are properly ptaced and are functioning |
for 4 weeks, then audit 20 per menth for!
an additional 2 months. Results of the
audits will be presented to the QA
committee to determine the need for
further monitoring,
5. Completed by: 6/12/13
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| history of falfs and non compliance with safety

 issues”, daled 02/14/13, revealed interventions to _

{ include a bed sensor alarm and an alarm to the i

{ wheel chalr. : ‘

An observation, on 05/14/13 at 11:50 AM, ; :
revealad Resident #1 was in his/her room seated : |
in a wheel chair with an atarm altached to the
back of histher wheel chair. The alarm's indicator
- Hight was not turned on to indicate the alarm was
In the functioning mode.

| An interview with CNA #3, on 05/14/13 at 11:50 f

" AM, revealed she had not looked at Resident #1's
alarm; however, she should have checked it. She

* stated the midnight shift assisted the resident to

i the wheel chair and shouid have turned the afarm
to the function mode.

An obsarvation, on 05/15/13 at 9:30 AM, revealad
Resident #1 was sealed in hisfher roomin a
wheel chair with the alarm In place. LPN #1 was
: administering medications to the resident.
: Further observation revealed the indicator light on i
: the alarm was not flashing to indicate it was In the
- function mode. LPN #1 verified the alarm was
i noton, and slated she had chacked the resident's
* bed alarm; however, she did not check the
| resident's wheel chalr alarm.

' An interview with CNA #2, on 05/15/13 at 11:05

! AM, wha was providing care for Restdent #11, : ;
revealed she did not assist the resident up to the !

i wheelchair and did not check the resident's

| afarm.

An interview with CNA #3, on 05/15/13 at 11:10

1 AM, revealed she had not verified Resident #1's ;
i |
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$s=D | PREVENT/HEAL PRESSURE SORES

. Based on the comprehansive assessment of a

i resident, the facliity must ensure that a resident

! who enters the facitily without pressure sores
does not develop pressure soras unless the
individual's clinical condition demonstrates that

. they were unavoidable; and a resident having

| pressure sores receives necessary treatment and

. services lo promole healing, provent infection and

| prevent new soras from developing,

!
This REQUIREMENT is not met as evidenced

" by:

! Based on observation, ilterview, record review,

» and review of the facility's paficy/procedure, it was

" determined the facility falled 1o ensure a resident

: received the necessary care and services related
to a newly developed pressure ulcer for one

| resident (#7), in the selected sample of thirly (30)
residents, Observation of a skin assessment, on

. 05/15/13 at 9:40 AM, revealed Resident #7 had

! an unidentified pressure ulcer to hisfher right

* outer {pinkie) tos.

; Findings include:

i
|
!
|
|
]
|
|

1. The physician and Resident #7°s
responsible party, which was venous in
nature per the nurse practitioner on
5/15/13. A wreatment order was also
obtained on this day although the
physician was aware of this area earlier
and had chosen not to treat it,

2. Resident’s skin was assessed on
each wing by Licensed nurses by 6-6-
13. The physician was notified of any
issues identified and treatment orders
were obtained on that day.

3. Licensed Nurses were in-serviced
by the Administrator on 5/31/13 that
residents who enter the facility should
not develop pressure sores unless the
resident’s clinical condition
demonstrates that they were
unavoidable; and a resident having
pressure sores receives hecessary
treatinent and services to promote
healing, prevent infection and prevent
new pressure sores. Education will be
provided upon hire, quarterly and as

needed to Licensed Nurses and certified

Nursing Assistants related to residents
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| |
F 282 j Continued From page 8 l F 282
alarm functioned; however, she normally checked
i the atarms when transferring a resident,
I
'
E An interview with the Director of Nursing (OON),
+ on 05/17/13 at 2:50 PM, revealed the siaff nurse I
g' was to sign off on the Treatment Adminisiration
! Record {TAR) when alarms were checked for l :
i placement and functioning. The DON staled she ! |
axpected the nurse lo ensure Resident #1's care . F314 1
i plan for the safety alarm was implemented. ; !
F 3141 483.25(c} TREATMENT/SVCS TO F 314 | :

]
i _
|
|

|
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F 314 Continved From page 9

| Araview of the facility's policy/pracedure,

" “Pressure Ulcer Pravention® revealed "On a

l weekly basis, a licensed professional searches

i for areas of skin that differ from surrounding

| tissue. These aroas may be painful, firm, boggy,
soft, warmer, or cooler in femperature compared

! to adjacent lissue, looking also for edema and

I induration {hardness). Particular attention Is

i’ given to bony prominences.”

A record review revealed the facility admitted
Resident #7 on 02/04/13 with diagnoses to
incfude Unspecified Pleuraf Effusion, Chronlc
Obstiructive Pulmonary Disease, Depression,
| Dementia, and History of Pneumonia.

t
A review of the quarterly Minimum Data Set
(MDS) assessment, dated 05/01/13, reveated
Resident #7 had a Stage || pressure ulcar with an
onset date of 02/28/13. The interventions coded
on the MDS Included a pressure reducing device
for the bed and pressure ulcer care.

I
Areview of the Initia Data Collection Teol/Nursing
Service, dated 02/04/13, revealed the resident

+ had a pink, blanchable dask area on hiser

. ceccyx upon admission as well as bruises, scar,

> and a scab.

i Areview of the Pressure Ulcer Risk Assessment

; Tool, daled 02/04/13, revealed a Stage | pressure

: ulcer to the sacral area.

1

| A raview of the comprehensive care plan, dated

i 02/08/13, revealed, on 02/28/13, an unstageable
wound {Slage V) developed on the rasident's left

|
I heel. Furlher review ravealed the resident was at

|
|
|
|
,f
|
|
|
|

© who enter the facility should not

Fat4a| develop pressure sores unless the ,

i they were unavoidable; and

H prevent new pressure sores,

resident’s condition demonstrates that

a resident }

i having pressure sores receives ;
necessary treatinent and services to
promote healing, prevent infection, and

l 4. Untl Managers will audit weekly

l determine if any new areas were

results of the audits will be

need for further monttoring
5. Completed by:

E

the QA eominittee to determine the

identified and avoidable or unavoidable.
Then Unit Managers wilt audit 10 per
; month for an additional 2 months, The

|
|
1
skin assessments (10 per wing) to f

presented fo

6/12/13
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risk for breakdown related fo weakness,
incontinence, and decreased mability. Cars plan
goals revealad the skin will remain Intact with skin
breaks through the next 90 days. : |

‘ Observation of a skin assessment, on 05/15/13 at
9:40 AM, revealed Resident #7 had an
unidentified pressure ulcer to histher right outer
{pinkie) toe,

Intarview with Cerlified Nursing Assistants
{CNAs) #5, #6, and #9, on 05/15/13 at 2:30 PM,
at 2:40 PM, and at 3:10 PM, raspectively,
revealed they had not observed any new areas on
Resident #7's fool during bathing or dressing.

i An Interview with Licensed Practical (LPN) #3, on
. 05/16/13 at 2:40 PM, revealed he/she had not

; worn shoes for a month or fonger, She was
tnaware of how the area to his/her right pinkle
toe developed. She stated it was passibfe that

: helshe hit hisfher toe an something causing a

| deep tissue injury. She further ravealed the
resident had a daughter who was a nurse, who
came in oflen and checked the resident from

‘ head to foe, due to the resident's diagnosis of !
i Peripheral Vascular Disease; howavar, she had
| not mentloned a new area to the nursing staff.

An Interview with the Director of Nursing (DON)
and Assistant Diractor of Nursing {ADON), on 3
05/16/13 at 11:00 AM, revealed the process of |
idantifying new areas on a resident by the CNAs |
was completed during bathing/showaring. Any 1
; new areas would be documented on the |
. shawer/bath sheets and turned in to the charge
nurse and unit manager on duty. :
F 323 | 483.25(h} FREE OF ACCIDENT { F323 F323
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88=D ' HAZARDS/SUPERVISION/DEVICES

- The facllity must ensure that the resident

; environment remains as free of accident hazards
i as Is possible; and oach resident receives

i adequate supervision and assistance devices to
- prevent accidents,

' This REQUIREMENT is not met as evidenced
by:

, Based on observation, interview, record review,

1 and raview of the facllity’s policy/procedurs, the

: facility faited to ensure the resident environment

. remalned as free of accident hazards as is

" possible and assistance devices to prevent

‘ accidents for one resldent (#1) in the sefected

: sample of thirly {30) residents. Observations, on

- 05/14/13 at 11:50 AM, and on 05/15/13 at 9:30

" AM, revealed Resident #1 was seated in a

. wheslchair with an underseat alarm which was

; not in the functioning mode. interviews revealed

- the Certilied Nursing Assistants {CNA)and a

- Licensed Practical Nurse {LPN} did not check or
ensure the residant's alarm was in place and in

" ihe funclioning mode.

Findings include;

: Review of an undated policy, "Management of

| Resident Safety Equipment,” revealed "Each

! resident will be assessed on admisslon and
quarterly thereatter for the uso of a safety devica
baged on the resident’s safety awareness,

I.  The Unit Manager replaced
Resident#] alarm with a new alarm and
assessed functioning and placement
5/21/13. Resident #1's careplan was
revised to include check function and
placement every shift and as needed on |
5/21/13. Resident #l's careguide was i
updated on 5/21/13 to refiect the need to
check placement and functioning ol
alarms and to report to a supervisor if
not functioning,.

2. Resident Care plans were audited
by Unit Managers and MDS
coordinators by 6/7/13 to ensure check |
function and placement of alarms every -
shift and as needed were included on
the care plans.

3, The Administrator educated staff
on 5/31/13 to ensure safety devices
were properly placed and that they were
functioning each shift by staff.
Education will be provided to licensed
nurses and

cerlified nursing assistants upon hire,
quarierly and as needed checking the
function and placement of alarms every
shift and as needed. Facility will add to
TAR to check alarms function and
placement every shift and change
batteries monthly.

4, Administrative staff and Unit
Managers will audit 10 safety devices
per wing weckly (M-F) to ensure they
are propetly placed and are functioning
for 4 weeks, then audit 20 per month for
an additiopal 2 months. Results of the

FORM CMS.2567(02-59) Pravious Yerstons Obsolata

Event ID:NEOC11

Faciity 107 100210

if continuation sheet Page t2 of 19




PRINTED: 06/03/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA £42) MULTIPLE CONSTRUCTION {X3) OATE SURVEY
AND PLAMN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING B COMPLETEQ
185171 0. WING ) 05/17/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CDDE
£44 LONE DAK RO,

PARKVIEW NURSING & REHABILITATION CENTER )

PADUCAH, KY 42003

nm | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION j x3)
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL ! PREFIX {EACH GORREGTIVE ACTION SHOULOD BE | comrLETan
TAG | REGULATORY OR LSC ICEHTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE T
DEFICIENCY) :

: audils will be presented to (he QA
F 323 ! Continued From page 12 F 323l committee to determine the need for

cognition fall history, mobilily, sensory status, 1 further monitoring. ; 112113
medications or predisposing heaith condition. An 5. Completed by: 612
Interdisciplinary plan of care witl be |
devaloped,implemented, raviewed and updaiad ‘

as necessary to reflect each resident's current
safety needs and fali reduction interventions®.

The procedure section of the policy inciuded "The
interdisciplinary team will decide on the least
resirictive safely device and apply appropriately to
the resident, bed, wheelchair, etc” and "Safely
devices will be monitored and will be responded
{o promptly”.

i
i
i
[

]

Arecord review revealed the facility admitted
Resident #1 on 11/13/12 with diagnoses to
include Dementia, Anemia, Adult Failure to Thrive
and Insomnia. Review of the quarlerly Minimum
Data Set (MDS), dated 02/14/13, revealed the
facility assessed the resldent to be severely
cognitively impaired and required total asslstance
for transfers/ambulation, and was at risk for falls.

!
|
|
; I
|
|

Further record review revealed the resident
sustained a fall from the wheel chalr without
injury, on 12/08/12, and a psychiatric assessment
was obtalned. On 01/28/13, Residant #1

» sustained a fall from the wheelchair and was -
i assessed and freated for a urinary tract infection, |

' Review of Resident #1's cara plan, "Al risk for

: physical injury from falls related to unsteady gait,

i history of falls and non compliance with safety
issues", dated 02/14/13, revealed interventions to

! include a bed sensor alarm and an alarm to the

l wheel chair.

i An observation, on 05/14/13 at 11:50 AM,
l revealed Resident #1 was in his/her room seated

+

|
|
|
i
|
|
|
|
|
|
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in a wheel chair with an alarm attached to the
back of hisfher wheel chair. The alarm's indicator
light was not turned on to Indicate the alarm was
in the functioning mode. An observation, on
05/15/13 at 9:30 AM, revealed Resident #1 was
seated in histher room in a whea! chair with the
alarm in place, LPN #1 was administering
medications to the resident. Furiher observation
revealed the indicalor light on the alarm was not
ftashing 1o indicate it was in the function mode.
LPN #1 verified the alarm was not on, and stated
she had checked the resident's bed alarm:
however, she did not check the resident's wheel
chair alarm.

An interview with CNA #3, on 05/44/13 at 11:50
AM, revealed she had not {ooked at Resident #1's
alarm; however, she sheould have chacked it, She
stated the midnight shift assisted the resident o
the wheel chalr and should have turned the alarm
{o the funclion mode. Further interview with CNA
#3, on 05/15/13 at 11:10 AM, revealed she had
not verified functioning of Resident #1's alarm:
however, she normally checked the alarms when
transferring a resident.

e e e e e e e i v e e

Aninterview with GNA #2, on 05/15/13 ai 11:05
AM, who was providing care for Rasident #1,
revealed she did not assist the resident up to the
wheelchair and did not check the resident's

i alarm.

An iInterview with the Director of Nursing {DON),
on 05/17/13 at 2:50 PM, ravealed she expecied !
the nurse fo ensure Resldent #1's care plan

Intervention for the safety alarm was implemented
and te sign off on the Treatment Administration ; :
Record (TAR), ' é
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58=D | SPREAD, LINENS

The facitity must establish and maintain an
[ Infection Confrot Program designed to provide a
1 safe, sanitary and comfortahle environment and

! fo help prevent the development and transmission
of disease and infection.

{a} Infection Contro Program
The facility must establish an Infection Control
Program under which it -
{1} Invesiigates, controls, and prevenis Infections
- in the facillty;
: (2) Decides whal procedures, such as isolation,
! should be applled o an individual resident: and
- {3} Maintains a record of incldents and corrective
i actlans retated to infections.

{b} Preventing Spread of infection

{1} When the Infection Control Program
detarmines that a resident needs isotation to
prevent the spread of infectlon, the facliity must
Isolate the resident.

{2) The facility must prohibit employees with a
communicable disease or Infected skin lesions
from direct contact with residents or thalr food, if
direct contact wil transmit the diseasa.

(3) The facllity must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c} Linens

Persannet must handle, store, process and

transport linens 5o as to prevent the spread of
infection,

{X4) ID SUMKARY STATEMENT OF DEFICIENCIES )] PROVIDER'S PLAN OF CORRECTION o5}
PREFIX {EACH DEFICIENCY MUST DE PRECEQED BY FUEL PREFIX {EACH GORRECTIVE ACTION SHOULD BE ; COMPLETION
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. DEFIGIENGY} i
; i
! ;
F 441 i
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441

I. The soiled boot of Resident#2! was
replaced with a new one on 5/17/13 by

- the Licensed Nurse, Resident#21's

physician was notified on 5/17/13. A
new order was obtained regarding a
lreatient to the resident’s calf. Please
note the resident did not have any
adverse effect from the boot belng
soiled.

2. Protective Devices of other
residents were assessed by Unit
Managers and Licensed Nurses to
ensure they were sanitary, safe and in
good repair by 6/6/13. Any item
deemed unsanitary, unsafe or not in
good repair was replaced at that time,
3. The administrator in-serviced staff
on the Infection Control Program to
include: providing a safe, sanitary, and
comfortable environment to help
prevent the development and
transmission of disease and infection on
5/31/13 ensuring protective devices
were clean and sanitary, safe and in
good repair was also discussed.
Education will be provided to staff upon
hire, annually and as needed. In
addition, Administrative staff and
licensed staff will monitor this through
their rounds and report any issues to
Maintenance,

4. The Unit Managers wiil audit 5
protective devices per wing for 4 weeks
and general infection control procedures
to ensure enviromnents remain safe,
sanitary and comfortable to help prevent \
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e This RECGWMREMENT s not met as evidenced ‘

by: |

. Based on observation, interview, and record J

"review, it was determined the facliity feiled to

: ensure an infection control program was

" mainiained to prevent the development and

" transmission of disease and Infection, The facllity

: failed to ensure a solled beot was cleaned or

- replaced for one resident (#21), in the selected ;

- sample of thirty {30} residents. i
|

Findings inciude:

A racord review revealed the faclity admitted

: Resident #21, on 01/24/12, with diagnoses fo

- include Type i Diabetss, Open Wound 1o the

' Right Foot, and Acute Kidney Fallure, A review of
the annual Minimum Data Set (MDS}, dated
05/03/13, revealed the resident was cognitively
intacl, needed the extensive assist of one staff for
: transfer and bed mobility, was non-ambulatory

- and had acquired an unstagable pressure sore to
“ the right foot. A review of the care plan for skin

| Integrity, dated 05/03/13, revealed the resident

. had a deep tissue injury o the right foot and

- required heel lifl boots and heels off the bed. A

‘ review of the skin assessments, dated 05/10/13,

. revealed an open area to the right calf. A review

! of the Medication Administration Records

I {MARs}, Treatment Administration Records

. {TARs) and physician's orders, dated May 2013,

: revealed no evidence of an order or freatment for i
 the right calf area.

! An observation of Resident #21, on 05/16/13 at
' 3:30 PM, revealed the resident to have an
il uncovered, open area to the back of the right calf

{
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disease and infection. Audits will

include the observation of devices to

ensure sanitary, safe and good repair. .

Then Unit Managers witl audit 10 of the

same per month for an additional 2

months. Results of the audits will be

presented to the QA commniltee to

determine the need for further

monitoring,

5. Completed by: 6/12/13
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and brown-colored drainage noted to the back of
the frayed and worn, foam heel boot, lying in the
¢hair next to the resident. He/she stated the boot
had been wom for some time and no one had
offered to replace the boot or place a dressing

. ovar the wound, to prevent the drainage.

An interview with Licensed Practical Nurse {LPN)
#14, on 05/16/13 at 3:23 PM, revealed she was
unaware of the area to Resident #21's right calf,
; After reviewing the physician orders, MARs and
TARs, the LPN stated sha was not sure this had
been reported to the physician so that freatment
would have been administered and stated the
boot should have been replaced, after it was
noted to have drainage from the wound and a
' Physical Therapy Consult should have been
. obtained to evaluate for another boot, that would
net rub up against the open area.

- An interview with LPN #5 and LPN #8, on

- 05/17/13 at 1:05 P, revealed the physician had
nof been called and nor an order obtained for
treatment of the area. In addition, the resident

" was still wearing the same soiled heel boot to the
right fool,

An interview with the Director of Nursing {DON),
 on 05/17/13 at 2:25 PM, revealed the LPN should
have addressed the new area, noled on the skin
assessment 05/10/13, notified the unit manager
and received an order from the physiclan for
Ireatmant and dressing to the site to pravent

- dralnage, and therapy sheuld have been

. contacted to replace the heel boot. Further
interview with the DON revealed there was no
spacific policy for the replacement of solied
assistive devices.
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A facility must be administered n a manner that
enables Il to use ils resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
wall-being of each resident.

This REQUIREMENT is not mat as evidenced
by:

Based on observation and interview, it was
determined the facifity faited to be administered in
& manner that enabled it to use its resources
effectively and efficiently to attain or maintain the
highest pragticable physical, mental, and
psychosocial well-being of each resident. During
a Life Safety Code (LSC) survey, conducted
05/15/13, there was a deficfency cited on the

[ Previous annual survey (02/2871 2) which had not

been corrected. (Refer to K 0027)
Findings Include:

Observation, on 05/14/13 batween 2:33 PM and
4:30 PM with the Director of Maintenance,
ravealed the cross-corridor doors located at
rooms' # 402, 602, 201, 101, 112, and next to the
main dining room would not cloze completely
when tesied, leaving a gap of approximately
one-quarter of an inch or greatar belween the pair
of doors and would not resist the passage of
smoke. Further observation revealed the doors
at room #502 had a coordinating device that was
not funciioning properly.

1. Cross-corridor doors (402, 602,
201, 101, 112 and the ones next to the
dining room) were adjusted to close
completely on 5/20/13 by the
Maintenance dept. The coordinating
device was repaired by a contractor at
room 502 to ensure it was functioning
properly by 6/28/13.

2. Doors were inspected by the
Maintenance dept to ensure proper
closure and that gaps would prevent the
passage of smoke by 5/30/13.

3. The Maintenance Dept and staff
were in-serviced on the proper atount
of gaps between doors and 1o ensure
coordinating devices function properly
by the Administrator on 5/31/13. This
will also be added to our general
crienfation. The Administrator was in-
serviced by the Divisiona] Vice
President to ensure resources are
administered in a manner that enables
the facility to use them effectively and
efficiently to attain or maintain the
highest practicable physical, mental and
psychosocial well-being of each
resident on 5/28/13. The Admiuisirator
will perform randoin audits of the doors
listed below to maintain compliance.

4. The Maintenance Dept will audit
doors to ensure that the snioke doors
close properly and maintain an
appropriate smoke batrier for 4 weeks
then monthly times 2 months. The
Administrator or Asst. Administrator

|
|
|
|
!
|
1
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closed position. Further interview revealed the
doors were a large focus at the faciiity since they
wore clted last survey. He stated they have a
computer program TELS that triggers them to
audit the doors monthly.

Interview, on 05/15/13 at 10:41 AM with the
Administrator, revealed she was unaware of how
the maintenance personnel conduct the monthty
audits of the cross-corridor doors at the facility.
Tha Adminisirator reveated that she conductad
training on 03/23/12 that followed the plan of
correction but she was unaware of the alfowable
gap in the cross-corridor doors. Further interview
rovealed thal reporting gaps in the corridor doors
was discussed in the iraining that was conducted
on 03/23/12 but she ¢ould not recall if the
maximurn allowable gap was discussed in the
tralning.

This is a rapeat deficlency.

|

i

5. Date completed:

AND PLAN OF CORRECTION IDENTIFICATION NUMEER: A, BUILDING COMPLETED
. 185174 B. WING e 05/17/2013
NAME OF PROVIDER OR SUPPLIER STREET ANDRESS, CITY, STAYE, ZIP CODE
PARKVIEW NURSING & REHABILITATION CENTER 544 LONE OAK RD.
PADUCAH, KY 42003
(X410 SUMMARY STATEMENT OF DEFICIENCIES f D ‘ PROVIOER'S PLAN OF CORRECTION [ om
PREFIX {EACH DEFICIENCY MUST BE PRECEDEQ BY FULL ‘ PREFIX | {EACH CORREGTIVE ACTION SHOLLD BE | covienon
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE vare
; DEFICIENCY} I
! P will audit doors times 5 weekly times2 |
F 490 | Continued From page 18 F 490, months, 5 doors monthly times 2 then 5 i
Interview, on 05/14/13 between 2:33 PM and 4:30 . doors randomly month. Tl:ie fesl““S (;f
PM with the Director of Maintenance, revealed he ; . the audits will be presented to 1 13fQ
was unaware the doors would not close all the ‘ committee t9 d?zermme the need for
way leaving a gap between the doors in the ! further monitoring, s
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STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATiON HUMBER:
185171

(X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
A. BUILDING 01 - MAIN BUILDING 01 COHPLETED
B. WiNG 05/15/2013

NAME OF PROVIDER OR SUPPLIER

PARKVIEW NURSING & REHABILITATION CENTER

STREET AODRESS, CITY, STATE, ZIP COOE
544 LONE OAK RD,

PADUCAH, KY 42003

potential to affect seven (7) of twelve (12) smcke
compartments, twenty (20) residents, staff and %
i

f

L |

(X4} 10 i SUMMARY STATEMENT OF DEFICIENGCIES ; D | PROVIGER'S PLAN OF CORRECTION : o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE ‘ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING [MFORMATIOMN) : TAG ! CROSS-REFERENCED TO THE APPROPRIATE DATE
H ' OEFICIENCY})
; } j
K000 ; Continued From page 1 . K 000! !
Regulations, 483.70{a) et seq. [Life Safety from | K 018
Elre). :

e I 1 The trashcan was removed from in front |
Deficlencies were cited with 1he highsst ! . of resident room #405 on 5-16-13 by the i
deficlency Identified at "F" level, | f Maintenance staff. The corridor doors i

K018 | NFPA 101 LIFE SAFETY CODE STANDARD ! K018 torooms # 601,310,312,208,209, and
88=E _ , | { 107 have been adjusted by the ‘
reained anclosuren of v ooorinet et | Maintenance staf to ensure theylatch
hazardous areas are substantial doors, such as : i properly by 5-20-13. The gap above the
those constructed of 1% inch solid-bonded core ' | door of room 909 was adjusted to I
wood, or capable of resisting fire for at least 20 i ) ensure proper closing and that it met
minutes. Doors In sprinkiered buildings are only ! | the standard concerning the passage of !
required to resist the passage of smoke. There is ‘ ; smoke by the Malntenance staff on l
no impediment to the ciosing of the doors. Doors | 6/5/13. !
are provided with a means sultable for keeping ! 2. The Maintenance dept checked ail other |
;hrg ‘;‘::;;:‘;Zed‘ %u;cg goors mseting 19.3.6.3.6 | ~ doors for proper closing and to ensure |
) o i they met the standard of passage of '
Roller latches are prohibited by CMS regutations : smoke by 5/30/13. l
In all health care faciiities. | 3. The Maintenance dept and staff where z
i educated by the ED to ensure nothing l
| " blocks resident’s doors from closing and
: ©to monitor for gaps in the doors above
. 1/8” and report any Issues to the
! Maintenance dept promptly on 5/31/13. |
‘F #. Maintenance dept will audit 50 doors |
!‘ per week to ensure proper closure and
i . monltor for proper gap width in doors.
. i Then 50 doors per month for an
This STANDARD is not met as evidenced by: ‘ additionat 2 months. Results of the
Based on observa_li_on at_'ld interview, it was F audits will be presented to the QA
. - further monitoring.
NFPA standards. The deficiency had the S Completed by: §6/12f2013
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TAG REGULATORY OR LSC IDENTIFYING INFORMATICH) ! TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
] i DEFICIENCY)
T
K 018 | Continued From page 2 K 018

Twenty-Elght (228) beds with a census aof
Two-Hundred Nine (209} on lhe day of the
survey. The facility failed to ensure resident
doors could be closed with a single motion, and
doors would properly fatch.

visitors. The facliity is certified for Two-Hundred |
r
:
1

Tha findings include:

Observatlons, on 05-14-13 between 2:33 PM and '
4:30 PM with the Director of Maintenance, !
revealed the corridor doors to the resident rooms
were blocked from closing. The rooms affectad
by this were room * s# 405 bed blocking door and
808 had frash can blocking door.

interviews, on 05-14-13 belween 2:33 PM and
4:30 PM with the Director of Maintenance,
revealed he was unaware the llems were
blocking the doors from closing.

Observations, on 05-14-13 between 2:33 PM and
4:30 PM with the Director of Maintenance,
revealed the corridor doors {0 rooms# 601, 310,
312, 311, 208, 209, 107 would not latch properly.
Further observation ravealed the door to roomi#
809 had a gap at the top of the door.

interview, on 05-14-13 between 2:33 PM and
4:30 PM with the Director of Mainterance,
revealed he was unaware of doors not laiching
and revealed he was unaware these doors were
not latching properly, The Director of
Maintenance was aware that all resident room
doors must latch In the event of an emergency.

Reference; NFPA 101 (2000 edition)

|
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|
]
K 018! Gontinued From page 3 K018

19.3.6.3.1" Doors protecting corridor openings in
other lhan required enclosures of vertical
openings, exils, or hazardous areas shall be
substantial doors, such as those constructed of
13/4-in. (4.4-cm} thick, solid-bonded core wood

: or of consiruction that resists fire for not less then
20 minules and shal! be constructed to resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shalf
! not be required. Clearance befween the boltom
of the door and the floar covering not exceeding
! 1in. (2.5 cm) shall be permitted for corridor
doors.

Exceptlon No. 1: Doors to toilet rooms,
bathrooms, shower rooms, sink closets, and
similar

auxiary spaces that do not coniain flammabls or
combustible materials.

Exception No, 2: In smoke comparments
protected throughout by an approved, supervised
automatic sprinkler system in accordance with
19.3.5.2, the door construction requirernents of
19.3.6.3.1 shalf not be mandatory, but the doors
shail be constructed to resist the passage of
smoke,

19.3.6.3.2* Doors shall be provided with a means
suitable for keeping the door closed that is
acceptable to the authority having Jurisdiction.
The device used shall be capable of keeping

the door fully closed if a force of 5 Ibf (22 N} is
applied at the latch edge of the door, Roller
latches shall be prohibited on corridor doors in

: buitdings not fully protected hy an approved
automatic sprinkfer sysiem in accordance with

:19.3.6.3.3
Hold-open devices that release when the door s

P

|
|
|
i
;
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' ! !
i : ;
K 018 | Continusd From page 4 K018
pushed or pulled shall be permitted,
A.19.36.3.3 ]
i Daoers shouid not be blocked open by furniture, ;
door stops, chocks, tie-backs, drop-down or
plunger-lype devices, or other devices that
necessitale manual unfatching or releasing action :
to close. Examples of hold-open devices that I
release when the door is pushed or pulled are
friction catches or magnetic catches. :
K 025 : NFPA 101 LIFE SAFETY CODE STANDARD K 025
S8=F :
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in K025 j
accordance with 8.3, Smoke barriers may
terminate at an atrium wall. Windows are . . §
' protected by fire-rated glazing or by wired glass 1. The smoke partitions, extending above
: panels and steel frames. A minimum of two the celling located at rooms # 601, 501, .
: separate compartments are provided on each 101, 201, 301, 401, and 902 have been |
- floor. Dampers are nol required in duct i repaired by our maintenance dept and |
. penelrations of smoke barrlers in fully ducted ! contractors by 6/28/13. The !
; heating, ventilating, and air conditioning systems. Malntenance director has obtalned the
1 19.3.7.3,19.3.7.5,19.1.6.3, 19.1.6.4 : fire rating of the insulation material
i ‘ used at the top of the barriers.
! . The Maintenance dept has inspected
smake partitions to ensure they
: This STANDARD Is not met as evidenced by: maintaln a smoke barrier that is
Based on observations and interview, it was : acceptable as of 6/21/13.
! determined the fadility failed to maintaln smoke | .The Maintenance dept was in-serviced
Ea{rlers that ijd resls: the {)a_ssage o;smol-ce ' on 5/31/13 by the Administrator on
etween Smoke compartments in accordance : f
with NEPA Standards. The deficiency had the maintaining proper smoke barriers
potentlal to affect twelve {12) of tweive (12) between compartments anc{ to kee'p
smake compartments, all residents, staff and spec sheets on any types of insulation
visitors. The facliity Is certified for Two-Hundred materials used. They also were in-
Twenty-Eight {228) beds with a census of serviced on 5/31/13 to monitor the
Two-Hundred Nine (209) on the day of the
H {
FORM CME-2567(02.99) Provicus Versicns Obsalets Event iD:NECC21 Faciity |D: 100310 If continuation sheel Page 5 of 20




PRINTED: 08/03/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {Xi) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A, BUILOING 04 - MAIN BUILDING 04 COMPLETEQ
185171 B.winG 051512013
MNAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
544 LONE OAK RD.
PARKVIEW NURSING & REHABILITATION CENTER
PADUGAH, KY 42003
(X4}1D SUMMARY STATEMENT OF DEF{CIENCIES [3] ' PROVIDER'S PLAN OF CORRECTION xs)
PREFiX {EACH DEFICIENGY MUST BE PRECEDEO BY FULL ' PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRORRIATE DATE
DEFIGIENGY)
: |
K 025 | Continued F 5 | ;
t Lontinued From pags K025 corridors and all parts of the smoke

survey. The facllity failed to ensure nine {9}
smoke barriers were sealed around pipes and
wires to resist the passage of smoka.

The findings include:

Observations, on 05-14-13 baetween 10:40 AM
and 12:00 PM with the Dlrector of Maintenance,
revealed the smoke partitions, extending above
' the ceiling located at room# 601, 501, 101, 201,
301, 401, 112, and at 802 were penetrated by
pipes and wires. Further observation revealed
ihe walls at the dining area, roomi#t 411, the
kitchen and at 511 had insuation stuffed in the

: top of the barrier and no paperwork on the fire
rated time of that material.

Interview, on 05-14-13 between 10:40 AM and
12:00 PM with the Director of Maintenance,
revealed he was unaware of tha panetrations in
the smaoke barriers as the facility only monitored
tha corridor areas. Further inlerview revealed he
was unaware of the rating of the insufation
material used at the top of the barriars,

Referanca: NFPA 101 (2000 Edition).

. 8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipmant that pass through
flaors and smoke barrlers shall be protected as
follows:

(a) The space batween ihe penetrating item and
the smoke barrier shalt

{ 1. Be filled with a material capable of maintaining
| the smoke reslstance of the smoke barrier, or
‘2.Be protected by an approved device designed

compartments by the Administrator.

4. The Malntenance dept wifl audit 10
smoke compartments per week to
ensure the proper smoke barrier has
been maintained and will check to
ensure any contractors/ our staff in the
bullding leave us proper paperwork on
insulation used. Then the Malntenance
dept will monitor 10 compartments per
month for an additional 2 months. The
results of the audits will be presented to!
the QA commlttee to determine the
need for further auditing. ?

5. Completed by: i 6/28/13
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H : I
K 025! Continued From page & : K025

for tha specific purpose.

{b} Where the penetrating item uses a sleeve to
penetrate the smoke barrier, the sleeve shail be

| solidly set in the smoke barrier, and the space

: between the item and the sleeva shall

1. Be filled with a materiat capable of maintaining
the smoke resistance of the smoke barrfer, or | : |
2. Be protectad by an approved device designed ! . :
- for the specific purpose,

| (¢) Where designs take transmission of vibration
into consideration, any vibration isofation shall

1. Be made on either side of the smoke barrler, or
2. Be made by an approved device designed for

! the specific purpose.

: 8.3.6.2 Openings occuering at points where fioors
or smoke

| barriers meet the outside walls, othar smoke

| barriers, or fire

. barriers of a building shalt mest one of the

i following conditions:

i (1) It shall be fifted with a material thai is capable : ;

. of maintaining : !

: the smoke resistance of the floor or smoke :

! barrier.
(2} it shall be protected by an approved device

i that s .

: designed for the spacific purpose. . K027 3 |
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K 027! ‘

SS=E. : i 1.The Maintenance dept. adjusted the |
i Doorlopenings in smoke barrlers have at least a cross-corridor doors at rooms 602, ‘
| 20-minute fire protection railng or are at least | 210, 101 and 112 and next to the

" 1%inch thick solid bonded wood core. Non-raled
| protective plates thal do not exceed 48 inches
¢ fram the bottom of the door are permilled.

‘ main dining room to ensure they close |
! completely to prevent the passage of |

i Horizontal sliding doors comply with 7,2.1.14. i § smoke by 5/20/13. The contractors
* Doors are seif-closing or automatic closing in ; repaired the door located near 402 by
r accerdance with 19.2,2.2.8, Swinging doors arp ! 6/28/13. The door at 502 was

FORM CMS-2567(02-99) Pravious Versions Qbsolete Evenl iB-HECCEH Fachiy 100 100350 If continuation sheet Page 7 of 20
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' : DEFICIENCY)
i :
K027 ! Continued From page 7 i K027|  adjusted by the Maintenance dept on '
! not required to swing with egress and positive 5/21/13. Maintenance dept also
; latching is not required.  19.3.7.5, 19.3.7.6, : added additional door stripping to
19.3.7.7 i © ensure the safety of our residents and
i reduce the gap on 7/19/13.
i 2. The Maintenance dept checked all
This STANDARD is not met as evidenced by: other doors for proper closing and to
| Based on observation and interview, it was ensure they met the standard of the
| determined the facifity failed to ensure cross passage of smoke by 5/30/13, |
| -corridor doors located In a smoke barrier would 3. The Maintenance dept and staff were i
| resist the passage of smoke in accordance with educated by the ED to ensure nothing
. NFPA standards. The deficiency had the ! blocks resident’s doors from closing .
' potential to affect nine (9) of twelve (12) smoke ! and to monitor for gaps In the doors
, compartments, two-hundred four {204) residents, " ;
| staff and visitors. The facility Is certified for above 1/8” and report any issues to ;
. Two-Hundred Twenty-Eight (228) beds with a the Maintenance dept promptly on
i census of Two-Hundred Nine (209} on the day of 5/31/13. 5
the survey. The facifity failed to ensure seven (7} 4, The Maintenance dept wil! audit 50 [
doors in the smoke barriers had a gap less than doors per week to ensure proper !
1/8 Inch where the doors meet. Furthermore the ! closure and monitor for proper gap I
i facility was cited this deficiency previously on width in doors, Then 50 doors per '
! 02-2.8112 regarding the cross.-corm:‘lor dqors. the month for an additional 2 months.
 facllity conducts monthly audits which failed to : R d
identity these issues. ! | Results of the audits will be pre:‘:ente
! i to the QA committee to determine
| the need for further monitoring. ;
The findings include; 5. Completed by: 37/19/13
. Observation, on 05-14-13 betwsen 2:33 PM and ‘[
; 4:30 PM with the Direclor of Maintenanca,
revealed the cross-corridor doors located at room i
" sif 402, 602, 201, 101, 112, and next to the maln L
dining room would not close completaly when :
tested, teaving a gap of approximately
one-quarter of an inch or greater betwesn the pair

of doors and would not resist the passage of
smoke. Furlher observation revealed the doors
j at room# 502 had & ceordinating davige that was

'
|
!
|

i
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DEFIGIENCY}

K 027 | Continued From page 8
rot functioning properly.

interview, on 05-14-13 between 2:33 PM and

1 4:30 PM with the Direclor of Maintenance,
revealed he was unaware the deors wouid not
close all the way leaving a gap between the deors
in the closed position. Further interview reveated
the doors were a large focus at the facility since
they were cited last survey. He stated they have

i a computer program TELS that triggers them to

¢ audit the doors monthly.

interview, on 05-15-13 at 10:41 AM with the
Adminisirator, revealed she was unaware of how
ihe malnlenance personnel conduct the monthly
audits of the cross-corridor doors at the facility.

! The Adminlstrator revealed that she conducted
training on 03-23-12 that followed the plan of
correction but she was unaware of the allowable
. gap in the cross-corridor doors. Further interview
revealad that reporting gaps in the corrdor doors
: was discussed in the training that was ¢onducted
on 03-23-12 but she could not recall if the
maximum allowable gep was discussed in the
training.

This Is a repeat deficiency.
Rafarence: NFPA 101 {2000 edition}

| 8.3.4.1* Doors in smoke bamiers shall close the
opening leaving

only the minimum clearance necessary for proper
operatjon

and shall be withoui undercuts, louvers, or grifes.

¢ Reference: NFPA 80 (1999 Edition)
Standard for Fire Doors 2-3.1.7
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K 027 : Continued From page 9 i K 027
The clearance betwean the edge of the door on i
the puli side shall be 1/8 In. {(+/-} 1/16in. (3.18 i
mm {+/-} 1.59 mm) for steel doors and shall not ;
exceed 1/8 in, {3.18mm}) for wood doors. i
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 K038
$S=E !
Exit access is arranged so that exits are readily
i accessible at ail times in accordance with section 1. New signs were made for each of the

7.4, 19.24

|

1

‘ This STANDARD is not met as evidenced by:

| Based on observation and interview, it was
determined the facifity failed to ensure sgress
doors and exits were maintained in accordance
with NFPA standards. The deficiency had the
potential lo affect flve {5) of iwelve (12) smoke
compartments, fifty-seven (57) residents, staff
tand visilors. The facility is certified for
Two-Hundred Twenly-Eight (228) beds with a
¢ensus of Two-Hundred Nine {209) on the day of
the survay. The facility failed to ensure alf agress
doors had the proper signage for defayed egress
doors,

"The findings Include:

Observation, on 05-14-13 between 2:33 PM and
4:30 PM with the Director of Maintenance,

! revealed three doors in the facliity were equipped
 with signage for the delayed egress doors with no
contrasting background on the signs.

i

delayed egress doors to include a
contrasting background for each sign.
They were replaced by the maintenance
dept on 5/27/13. ‘

2. Delayed egress doors had new stickers
applied with a contrasting background
by the maintenance dept on 5/27/13.

3.The Maintenance dept and staff were in-
serviced by the AdmInistrator of the |
need for contrasting backgrounds on our |
signs of delayed egress doors on ‘
5/31/13,

4, The Asst. Administrator wilf audit the
delayed egress doors to ensure the
stickers remaln intact with the
contrasting backgrounds weekiy for 4
weeks then monthly for 2 additional i
menths. The results of the audits will be
presented to the QA committee to
determine the need for further
monitoring.

5. Completed by:

6/12/2013
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K 038 | Coniinued From page 10 ! K038
Interview, an 05-14-13 between 2:33 PM and

! 4:30 PM with the Director of Maintenance,
i revealed he was unaware the signs must have a
| contrasting background.

1 Referance: NFPA 101 {2000 Ediion)
.18.2.2.2.4 _ :
" Doors within a required means of egress shall not
“ be equipped with a latch or lack that requires the :
: use of a tooi or key from the egress side,

| Excoption Na, 1: Door-locking arrangements

| without delayed egress shall be permitted in

| health care occupancies, or portions of health i !
| care occupancles, where the clinical needs of the |
| patients require specialized securily measures for
! their safety, provided that staff can readily unlock
i such doors at all times, (See 19.1.1.1.5 and
119.2.2.2.5.)

; Excaption No. 2* Defayed-egress locks

i complying with 7.2.1.6.1 shall be parmitted,

. provided that not more than one such device is
tocated in any egress path.

Exception No. 3. Access-controlied egress doors
complying with 7.2.1.6.2 shall be permitted.

7.2.1.6.1 Delayed-Egress Locks. Approved, |
listed, delayed egress f
locks shall be permitted to be installed on doors i !
sarving 3
low and ordinary hazard contents in buildings
i protected

throughout by an approved, supervised automalic |
fire detection

system in accordance with Section 9.6, or an
approved,

FORX CMS-2537(02-99) Previaus Varsions Chsolole Event ID:NEDC2 Factity ID: 100310 if continuation sheet Page 11 of 20
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K 038 | Contlnued From page 11 K 038

supsrvised automatic sprinkter system in
accordance with Section

9.7, and where permilted In Chapters 12 through
42, provided

that the following criteria are met.

i {8) The deors shall untock upon actuation of an

i approved, supervised automatic sprinkler system
In accordance

with Section 9.7 or upon the actuation of any heat
detector or activation of not more than two smoke
detectors

of an approved, supervised automatic fire
detection systemt in

accordance with Section 9.6,

{b} The doors shall unlock upon loss of power
controlling
the lock or locking mechanism.

{c} An Irreversible process shall release the lock

within 15

: seconds upon application of a force to the release

i davice

| reguired in 7.2.1.5.4 that shalt no! be required to

| exceed 15 tbf

1 {67 N) nor be required to be continuously applied

¢ for more

! than 3 seconds. The Initiatlon of the refease

process shall aclivate

an audible signal in the vicinity of the door, Once

the i

doar lock has been released by the application of

force to the

i releasing device, relocking shali be by manual

i means only. .

Exception: Where approved by the authorit ;
having jurisdiction, a delay

: " i }
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K D38 | Continued From page 12 : K038,
not exceeding 30 seconds shalf be permitted. o
{d) *On the door adjacent to the refease device, ‘
I there 1 i
shall be a readily visibte, durable sign in letters {
not fees than 1 fn. (2.5 cm) high and not less than |
18 in. (0.3 cm) in stroke width on a contrasting
background that reads as follows:
PUSH UNTIL ALARM SCUNDS K051 i
' DOOR CAN BE OPENED IN 15 SECONDS : :
K 051 NFPA 101 LIFE SAFETY CODE STANDARD K081: 1. The pulf stations at the laundry exit,
S8=E wing 2 exit, wing 2 exit and outpatient

A fire alarm system with approved components,
devices or equipment is Installed according to
NFPA 72, National Fire Alarm Code, to provide
effective wamning of fire in any part of the building.
Activation of the complete fire alarm system is by
- manual fire alarm Initfation, automatic detection or
exlinguishing system operation. Pull stations in
patiant sleeping areas may be omitted provided
that manual pull stattons are within 200 feet of
nurse's stations. Pull stations are located in the
path of egress. Electronic or written records of

: tosts are available, A reliable second source of
power is provided. Fire alarm syslems are

i malntained in accordanco with NFPA 72 and
 records of maintenance are kept readily available.
! There is remote annunciation of the fire alarm
system to an approved central station. 19.3.4,
9.6

|
i

a and front entrances were moved within
5 feet of the exit door by a contractor by
6/28/13.

2. All other pull stations were located
within 5 feet of an exit door or met the
standard of the fire alarm system with
approved components and/or
equipment by observation from our
maintenance dept on 6/6/13.

3. The Maintenance dept and staff were In-
serviced by the Administrator of the
requirement to have pull statlons within
5 feet of an exlt door on 5/31/13,

4, The Asst, Administrator will audit 5 exits
per week to ensure we have pull
stations within 5 feet of an exit then will
audit 5 exits per month for an additional
2 months. The results of the audits will

! be presented to the QA committee to
determine the need for further
monitoring.

5.Completed hy:

6/28/13
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K051 | Cantinued From page 13 K 051

This STANDARD is not met as evidenced by:
Based on obsarvation and interview, it was : |
determinad the facility failed to ensure the 5
building fire alarm system was instalied as

required by NFPA standards. The deficlency had

the potential to affect five (5) of twelve (12}

i smoke compartmentis, all residents, staff and

' visitars. The facllity Is cerliffed for Two-Hundred
Twenty-Eight (228) bads with a census of |
Two-Hundred Nine {209) on the day of the i
: survey. The facliity failed to ensure five (5) exits

: had a manual fire alarm pull station focated within
5 feel of the daor.

The findings include:

Observation, on 05-14-13 belween 2:33 PM and
4:30 PM with the Director of Maintenance,
revealed the laundry exit, wing 3 exit, wing 2 exit, f
the front entrance, and the outpatient therapy exit i
did not have a manual pult station located within 5 '
feet of the axil daor,

Interview, on 05-14-13 betwaen 2:33 PM and !
4:30 PM with the Director of Maintenance,

revealed some of the exits had been moved and

new exits were added. He was unaware of the
 requirement to have a fire pull focated at each

i exil.

|
|
\
; Referance: NFPA 101 (2000 Edition). ‘ J

| 19.3.4.2* mitiation. :
initiation of the required fire alarm systems shall i

FORM CMS5-2567(02-09) Previous Verslcns Cbsolate Event ID:NECC21 Facitly 1D: 100310 I continuation sheet Page 14 of 20




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE &

MEDICAID SERVICES

PRINTED: 06/03/2013
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

1861714

(X2} MULTIPLE CONSTRUCTION
A.BUILDING §1 - MAIN BUILDING 04

B WING

(X2} DATE SURVEY
GOMPLETED

05/15/2013

PARKVIEW

NAME OF PROVIDER OR SUPPLIER

NURSING & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
5§44 LONE OAK RD.

PADUCAH, KY 42003

*4pn |
PREFIX !
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED DY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACT{ON SHOULD BE
CROSS-REFERENCEO TO THE AFPPROPRIATE
DEFICIENCY)

: (L
I COMPLETHON
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K 051

K073 |
sssF |

Confinued From page 14

be by manual means in accordance with 9,6,2
and by means of any required sprinkler system
waterflow alarms, detection devices, or detection
systemns,

i Exception No. 1: Manual fira alarm boxes in
 patieni sieeping areas shall not be required at
i exits if located at all nurses® conirol stations or

other continuously attended slaff location,
provided that such manual fire alarm boxes are
visible and continuously accessible and that travei
distances required by 9.6.2.4 are not exceedead.
NFPA 101 LIFE SAFETY CODE STANDARD

i No furnishings or decorations of highty flammable

character are used.  19.7.5.2, 19.7.5.3, 19.7.5.4

This STANDARD is not met as evidenced by:

g Based on observation and interview, it was
determined the facitity failed to ensure that no

combustible decoratlons were used in the facility,
in accordance with NFPA standards., The
deficiency had the potential to affect twelve (12}
of lwelve {12) smoke comparlments, alf
residents, statf and visifors. The facility is
cartified for Two-Hundred Twenty-Eight {228)
beds with a census of Two-Hundred Twenty-Eight
(209} on the day of the survey. The facility failad
lo ensure decorations brought into the facility
were being properly fire treated.

The findings include:
Observalion, on 05-14-13 batween 10:40 AM and

4:30 PM with the Director of Maintenance,
revealed sevaral stuffed animals, wreaths, and

K051

K073

Social Services removed stuffed animals .
for decoration and had maintenance
spray flame retardant on any residents
combustible items by 7/31/13.

All residents benefit when from having
combustible items sprayed with flame
retardant and logged.

Staff were in-serviced on 7/26/13 by
SDC to ensure any combustible item
brought into the facility will be fire
treated by maintenance and logged
appropriately,

Soclal Services will audit 5 rooms per
week for 4 weeks then 5 monthly x 2
months on each hallway to ensure
combustible decorations/stuffed
animals have been properly treated with |
fire retardant. Results of the audits will
be presented to the QA Committee to
determine the need for further
menitoring.

Completed by

7/31/13
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K 073 Continued From page 15 K073
artificial floraf arrangements throughout the faciiity :
had no documentation of flane retardant being ;
applied.
Interview, on 05-14-13 between 10:40 AM and
4:30 PM with the Director of Maintenance,
revealed he was unaware combustible |
¢ decorations brought Info the facllity were required ?
fo be treated with a fire retardant spray.
Reference: NFPA 101 (2000 Edition)
i
19.7.5.4 Combustible decoratlons shalt be
. prohibited in any health care occupancy unless
~they are fiame-retardant,
K076 , NFPA 101 LIFE SAFETY CODE STANDARD K076

SS=E |

for Health Care Facilitias.

{a} Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation.

(b) Locations for supply systams of greater than
i 3,000 cu.ft. are vented to the outside,
14.3.1.1.2, 19.3.24

|
|

| This STANDARD Is nol met as evidenced by:
Based on observation and interview, it was

Medical gas storage and administration areas are
protected in accordance with NFPA 99, Standards

NFPA 99
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K076 Continued From page 16 : K078,

determined the facility failed o ensure oxygen
storage areas were protected in accordance with
NFPA standards. The deficiency had the potential
to affect three {3} of twelve (12) smoke
compartments, one-hundred forty {140) residents,
i staff and visitors. The faclilty Is cedtified for

| Two-Hundred Twenty-Eight {228) beds with a
census of Two-Hundred Tweniy-Eight {209} on
the day of the survey. The facility faited {o ensure
oxygen storage over 300 cu fi. was stored 5 feet
away from any combustibles and ignition sources
: were located five {5) fast from the floor.

' The findings Includs: i

: Cbservation, on 05-14-13 belween 2:33 PM and
. 4:30 PM with the Direclor of Maintenance,

. fevealed twenty-five (25) oxygen tanks in the Fall
. Prevention/O2 room on B, 7, &; fifteen (15} tanks
: slored in the 200 hall; and sixty-five (65) tanks
stored in the O2 room on wing 10. The oxygen : :
tanks were being stored within five (5) feet of : ! i
; combustible items and ignition sources were not
! located over five {5} feet from the floor.

" Interview, on 05-14-13 between 2:33 PM and
4:30 PM with the Director of Maintenance,

; revealed he was unaware oxygen tanks couid not
i be stored within five (5) feet of combustible

- materials and all electrical ignition sourcas must

| be located five {5) feet from the floor once the
storage equals over 300 cubic feet in a smoke
companment.

: Referance: :
- NFPA 101 (2000 edition) ; ;
: 831112 ; :
. Storage for nonfiammable gases grealer than

FCRM CMS-2567402-89) Presvious Varsions Obsolete Event ID;MEOGZ1 Facility ID: 100310 If centinaation sheet Page 17 of 20
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|
1
£

gas, liquid, or vapor.

Systems

cylinder storage.

with 4-3.1.1.2(b)4.

! limitations.,

]

| 4.3.5.2.1(b)27.

1

K 076 | Continued From page 17

8.5 m3 (300 f3) but less than 85 m3 (3000 ft3)
(a) Storage locations shall be outdoors in an
enclosure or within an enclosed interior space of
noncombustibfe or limited-combustible
construction, with doors {or gates outdoors) that
i can be secured against unauthorized entry.

{b) Oxidizing gases, such as oxygen and nitrous
oxide, shall not be stored with any lammable

{c) Oxldizing gases such as oxygen and nitrous

; oxide shall be separated from combustibias or
materials by one of the folfowing:

(1} A minimum distance of 6.1 m (20 ft}

{2) A minimum distance of 1.5 m {5 f1) if the entire
slorage location is protected by an automatic
sprinkler system designed in accordance with
NFPA 13, Standard for the Installation of Sprinkler

(3) An enclosed cabinet of noncombustible

: construction having a minimum fire protection

: rating of 2 hour. An approved flammable liquid
: storage cabinet shall be permitted to be used for

- (0) Liquefied gas container storage shall comply

" {e} Cylinder and container storage locations shalt
meet 4-3.1.1,2{a)11e with respect to temperature

i {f} Electricat fixtures in storage locations shall
J meet 4-3.1.1.2{(a)11d.
i (g} Cylinder protection from mecharnical shock
; shall meet 4-3.5.2,1(b)13.

{h} Cylinder or container restraint shall meet

! {i) Smoking, open flames, electric heating

- slements, and other seurces of ignition shall ba
i prohibited within storage

!ocations and within 20 i (6.1 m) of outside

K076
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K 076 | Continued From page 18 i K 078
| storage locations. |
| i) Cylinder valve protection caps shall meet i
| 4-3.6.2.1(b)14. _ |
K 103 : NFPA 101 LIFE SAFETY CODE STANDARD K 103_

S8=D
. Interior walls and partitions in buildings of Type |
; or Type It construction are noncombustible or
| limited-combustible materials, 19.1.6.3

This STANDARD is not met as evidenced by:
! Based on observatlon and interview, the facility

failed to construct a wali using noncombustible or |
- limited combustible materials in a nancombustible
structure In accordance with NFPA standards.
: The deficlency had the potential to affect one (1)
: of twelve {12} smoke compariments, residents,
* staff and visitors. The facility Is centified for :
: Two-Hundred Twenty-Eight (228) beds wilh a : i
: census of Two-Hundred Twenly-Eight (209) an : :
. the day of the survey. The faciity failed to snsure
- two (2} walls were propesly complated in the

facility.

: Findings include:

! Observation, on 05-16-13 at 8:54 AM with the

' Director of Maintenance, reveaaled that the wall

| that separated back of the dryers fram the

. laundry was constructed of non-listed, ardinary,

! two by four wood framing materials covered with

! sheet rock. The wood framing was visible on the

! Inside, unfinished wall of the room that was nat

f covered with sheet rock. Furiher abservatian i
' revealed the wall that separated the dirty linen
+ sorting area from the laundry was not complete to
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Interview, on 05-15-13 at 8:54 AM with the

| Director of Maintenance, revealed the facility was
. not aware of the requlrement to prohibit the use

1 of combustible materials for interior walls and

; partitions in Type I buildings.

i Reference: (NFPA 101 2000 ad.) ;
[ 19.1.6.3 All interior walis and partitions in |
; buildings of Type
i bor Type Il construction shail be of i
: noncombustible or imited-

; combustible materials,

: Exception:* Listed, fire-retardant-treated wood

! studs shall be parmitted

: within non-foad bearing 1-hour fire-rated i
; partitions. '
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