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F 00D INITIAL COMMENTS ‘ FOo0l  Riverview Health Care Center does -
: 1ot believe and does not admit that
A standard health survey was conducted on ‘any deficiencies existed, before,
February 7-9, 201%. Deficient practice was ' during or after the survey. The
idensfied withy the:highestscope and severity at Eatility reserves all Fights to
"E* lovel 7 7 , contest the survey findings thiough
364 1 482:36(d(1)-(2) NUTRITIVE VALUE/APPEAR, ! F 3647 informal dispute resolition, formal :
geep | PALATABLE/PREFER TEMP ‘ appeal procesdings or any '
. _ . _ . | administrative or lega) procsedings.
Each resident receives and the fagliity provides ) This plan of correction. is not meant
food preparad by methods that conserve nutrifive to establish any standard of care,

value, flavor, and appearance; and food that s,

| pajatable, atiractive, and.at the proper ‘contract obligation or position and

the Facility resérves all rights o

temperature. - taise all possible contentions and
_ deferises in any type of eivil or

This REQUIREMENT Is-not et s evidencad - | criminalelaim, actionor

by : : ' pr__ogeeélng Wotling contained

Based on abservation; intarview, and record this plam:of correction should be

review, the facility failed to provide foods/iquids © conisidéred 93 & waiver of any

hatwere palatable and:at'the proper fempetaiure potentially applicable Peer Review,

during the evening meal-on February 7, 2011, and. Quality Assuyanee or self eritical

the noon meal on February 8, 2011. .exaniination privilege witich the

7 : Facility does not waive and
The findings inchude: reserves the right to assert in any

aduiinistrative, ¢ivil or criminal
claim, action or proceeding. The
Facility offers its respouse, credible
-allegations of compliande and plan

Observation. of the-evaning meal service on
February 7, 2011, revealed tha foad cart Was.
delivered frorm the Kitchen 1o the firstfloor, north

end, at 6:31 p.m. The lasiiray was removed from| L oFcerrection as Bart nf i onanin
the cart af 8:55 p.m,, 24 minutes afterthe cart - 0 correction as part of its-on-going

| was delivered to the floor. A food terperatire efforts fo provide guality of care to

| and palzstabiliy test was conducted on the food residents.

items from the tast thay with facility staff. The
food temperature revealed the roast beef was 20
degrees Fabrenhett, the patatoss were 94
degrees Fabrenhafl, the collard greens were 85

- 1 degrees Fahrenheif; themilk was 38 degrees

i Fahrenhelt, and the its oraEin was. 30 degrees
Fahrenheit The palaiability test revealed the
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Any defizzncy statememl%ﬁiag with #n Esiarisk {*) denbies 2 dofi c{ghich-tha instifution may be exeused from comasting providing itis determined that
other sareguards provide sificient protestion loihe padents. (See jnstrusiions.) Exceptier pursing homes, the findings statd above sre disolosableH0 days
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roast beef, potatoes, and collard greehis were No:specific residents were 314t

room femperature fo tasts, the mitk ¢oo 1 laste,
and the:ice cream had rielted oniop,

Observations of the finon meal sendce on
Fabrugny 8, 2011, reveslsd the fobd cart was
deltverad from the Kitchen fo.thé first floar, north -
end, at 12:35-p.m. The last fray was removed
from the sart at 1:00 g, 25 minltes after the

cartwas delivarad to.ihe flosr, A food
‘fermperature and palatabiity test was conducted
- on the food fterns from the-last tray with fasility
 staff The food temperatires revealed the fried

chicken was 122 degress Fahrénheit, the
macaron and chessewss 118 degrees
Fahrenheit, the.green beans were 102 degrees
Fahrenhsit, the: milk Was 49 degrees Fahrephelf,
and the pudding was 42 degrees Fahrenheil. The
palatability-test revisalad the fried chicken was
cool on the afside and warm:en tha inside, the
niacarsn) and cheese waswarm, the green

beans were room tempefature and the milk and
pudding were room temperature o'aste.

A group interview was condusted on February g,
2011, at-4:80 pam., with ning alertioriented
resxdents The: remderzts reported that foods were

¢ aoeasionally cold, with no specific meal being

cold more fraquently thamanother.

An interview with the Dietary Manager (DM) on
February B; 2011, a8 1:08 p.,, revedled the
temperatuies sbtained during thie noon mealwere
rot hot encugh. The DM stated the milk should

have been ne higher than 40 degress Fahrenhatt, |

and the pudding fio higher than 40 degrees’
Fahrenheit The DRV went on ty say that el hat
foods should.be above 130 degrees Fahrenhsit at:
poitt of service per the faciiity palicy.

idensified in this deficiency. All
apphicable residents will be
interviewed regarding the food to
ensure it i palatable and at the
proper temperature. ¥ood

 distribution changés will be made

- to ensure ail residents receive

his/ber food at the propér

tensporature; These changes

incfude assessing residents on each -

¢ hallto determine the amicunt.of

time it tales o sevve/feel those

residents, From that gssessment

the order of tray delivery was

changed {o include stariing at'the

other end of thé hallway fivst.

! Those changes also included having
the mili stored in coolers.on a

- different cart.for use during mezal
pass. The Dietary Maugerfdemgnee
will check thieg trays pér weskto
ensure proper femperaturas.
Further, the Social Services
Directorfdesignee will interview (3) .
residents: per weelt to enstre foed is
being served ai the proper
temperature. Tray wonitoring and
resident interviews will be ongoing
for at least 90. days. All resulis will
be brought to the menthly QA

? Committee Vieeting for revidw.

Ay concerns wil] beaddressed and

changes made a8 uecessary.

3111 }
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Acreview of the facility poficy, not:dated, revealed |
the temperature of hot foods served to the
residents should have been no less than 149
degrees Fahrerihelt The facity poiioy further .
revealed the temperature of potentially hazardous
oid foods would ret be greaterthan 40 degrees
Fahrenhelt during tray assernbly and 45.degrees
Fahrenheit when-sarvad fo the resident.
F 371 483.35() FOOD PROCURE, . FaT omm ‘ |
§5=¢ | STOREPREPARE/SERVE - SANITARY ; ! No specific residents were: L]
‘ | identified in this deficiency. No N
The faciity must - ‘ - pesidents have beén identified as
(1) Proeare food ffom seurces appreved or - hieing affected. The Tacility’
censidared sattsfactmry by Federal, State or ocal employs a licensed pluniber and
-auﬁonhes and . ‘has #lso had the drain evalioated by
{2) Stere, prepare, distribute'and sevefood aMaster Plumber, The deais is on
under sanitary conditions a preventive inaintenance schkedule

to. ensureit doesnot bécome
elogged. The draii is checked
weekly by reaintenaxce
supervisoi/designee to ensare |
proper water flow. Results of
weekly checks will be reviewed:at: : |
monthly QA Committee mestings.
Any concerns idéutified will be -
addregsed and changes

made as BECLSSary.

3911

This REQLH ?{EMENT is not met-as avidenced
by:

Based on obsarvation.and interview the facility
failed 6-ehsure that food Was stared, prepared,
and distributed under sanitaty conditions.
Obsearvafion of the floorand pipe under the
three-compartiment sink on February 9, 2011, |
Tevealed a backflow of suds/liguid waste water on
e floor seaping from the sink's drainage pipe.

Fhe findings inciude:

Observation of the ﬁwree—mmpartment sink da rsng : .
the final sanitation audk condusted on February 8, ' ;
2011, at 430 a.m., revealed  backflow of suds ,
-and lquld waste Water from the floor pipe carrying . , |
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This REQUIREMENT is ot mst &s evidenced

supervision of alicensed nurse.

- A facility must provide pharmacectical services
- fincluding procedures that assure the accurate

- acquirng, receiving. dispensing, and

: edministering of 2l drugs and biclogicals) fo mest.
the needs of each resident.

The;faciﬁ,{y must empioy or obtain the services of
t a ficensed pharmacist who provides-consultation
- on ali aspects of the provision of phammacy
SEI'VICES in the facilfty.

! Yicensed staff weye inserviced on

! nparcotic storage and if blister packs
are toFn, the medication is:to be.

! wasted by two licensed rurses.

. Also,inserviced that blister packs

| are net.to be réinforced with tape.

| These mservices were conducied on
I 3/9/11 & 3/11/11 by the DON and

i Adminstrator. The QA '

| Nurse/designee will moniter all
naresfic drawers weeldy o cnsure
no bitster packs are reinforced with
tape. Monitoring will be ongoing
with no intended stop date at this
“fime. Any problems identified will
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F 371 | Continued From page 3 F a7
the liguid waste waler lo the sewage system. '
An interview was conducted with the faclity
Dietary Manager on February 8, 2011, at 10:35
a.m., reveaied the pipe had frequently leaked
sudsinthe past
: An interview with the facllity Maintenance
. Supefvisar on February 8, 2011, revealed the
pipe had frequentty ieaked suds and waste waier i
in the past. Thefadiity Maintenance Supervisor
stated the faciiiy had nothad & plumberio
correct the drainage preblem.
F 425 483.60(a),(b) PHARMACEUTICAL SVC - Fa25 paos
58=D ACCURATE PROCEDURES. RPH No specific residents were 3l
T o . identified in this defi crenc}’, )
| :ghe-‘faCIIl{’;ybml.ljst_%prt:lavtgf ogt'r}.z arn%d-emei;}gtepcy however, residents with blister
mgs E.’D - ologica '_S' us.n_esx _Ien = .O_r obialn paci nareotics remfurced with tape
them under an agreement deseribed in d
i ) g T were wasted by two (2) Heense
§483.75() of this part. The faciity may permit nurses. Miedications were
unficensed personnel {6 admilmister deugs if State reordered as necessary. No other
law permits, but only under the gereral  residents were identified, Al
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by:

Baged on-obsenvatior and inferview was
defermined the facifity failed io provide
pharmaceutical senvicss {o snsure accurate
storagé and admmistation of narcofic drids tp

aware rarcotic. medication packages were-belng
taped o hold narcotic nedications in placs;
 lowever, tha facility falied {o:Have an effective
rsystern o ensure the nareolic medications wers
‘NGt being tampered with.

The findings inclide,

125 p.m, of tha medieation narcefics drawer
reveaied-a multi-dose Hlister pack of
Hydrosodone7.5/500 miligram {rg) tablets with
the stiges™torn and frayed, and g tongue biade
secured with tape'to the back of the blister-card,
In addition, on the back of the blister-card were
‘twio visible tears noted with a piece of plastic tape
which réinforcad the tears.

An interview conducted on February 8, 2073, at:

revesled the tongue blade was taped to the bagk
ofthe Hydrocodone 7.5 mgisa0 myg biister card fo
prevent the-Hydrocodens frsf faling out. The.
LPN further reveqlst the blister card was tormi and
frayed due.fo wear and tear from the drawer

| which was overdilled and made it difficult to
termnoye the hlister cards which helil the
medication.

; An additional interview.conducted an February g,
2011, at 1:45 p.m., with LEN.#3 révealed hefshe
would TEIOIsE: ihe back of e blister card with
tape rather than waste the medicafion.

meaf the seeds of each resident. The faciliywas

An observation congucted gn Febmaryg 2081 at b

1:25 p.m,, with Licensed Practical Nurse (:L?N}*‘z;

.F 425 pe eorr,ected:mmed!ateiy and all

findings will be reported. at the

monthly QA Committee meeting.
* Any-vonrcerns identified will be

addressed and changes made as

necessary,

3411
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An intérview sonducted on February 9, 20114, at
B:15p.m,, with LPN#4 revealed if the back of the
narcobio. bhster pack tore hefshe would tapethe
back of the pack. The LPH further revealed if the
narociic ol out of the blisterpack then the
nareotic would be wasted and witnessed by a
second licensed nurse,

An addftional interview conducted on Febiuary. 9
2314, at 3:30 pam., with LPH #5 revealed the
faclh‘fy received.a full mont. sUpply.of narcefics

for all residedts; howeéver, the narcofics drawer

had limited space for storage, Therefore, the
nareoticblister packs were worh dnd fz*ayeﬁ andt

the marcotic: pills fell out at imes.

An interview copducted on Februaly 8, 2011, with
the Director of Nursing {DON) revealed heishe
was aware the nurses added taps to the backof
the narcofic blister packs. The DONglse-
ravealed the faeifty received one mionth of each

residert's narcolics atthe begm*ung of the menth
-and the narcotics drawer was very full

Aninterview conducted with.the Consuitant

Pharmacist {CP} revealed hafshe parfarmed
quarterly spof checks on the facility's medication
starage. The CP revealed he/she had ohserved
“failed blister packs” of narcotics that were
reinforced with tape. The EP firther stated
hefshe.had advised the facility of "incorract

‘praciice™ and recommended wasfing the

medications in the failed blister packs.

An interview conducted with the Director of
MNursing on: February 8, 2071, &t 4:30 p.m.,

revesled there was no narc:a’ncs policy. rec;ard:ng
tapihg of narcetlcs

F 425
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EENVIRON

The facility fiust provide a safs, functiona,
sanitary,-and comfortabls envirorment for
residents; staffanpd the publis:

- This REQUIREMENT s not met as evidenced
by |
' The faciliy falled ¢ maintain a safe, funclional,

saritary, and comiartable anvironment foy
residants, staff; and the public as-evidenced by
the Seuth and North medication carts on the
second floor observed fo be soiled.

The findings include:

An observation on February 9, 2011, at 11:00;
a.rmn.,.of the secong floar Narth nall medlcabion
Garl rweaied a slicky, red substance-covering the
Bottom of the diawer snd séveral bottles of iquid
mediciies.

An ‘intewéew anebruary &, 2011, at 11:00 am., .
with the Licenssd Practical Nurse raspmnsxbla for

| the Nerih.hatl medication cart stated the night
| ghift staff was resparisible for cleaning the carts
1 0ne to two times aweek. Thée nurse frher

stated she/he was unaware of a cleaning
schadule;

At obiservation oh February 8, 2011, at 11:30
a.m...of the secend fioor Seuth hall medication
carf revea[ed a.sticky, red substanee . covering the
botiom of ene draweron.the bottsm of the cart,

During an interview or-February 8 2841, at 11:30

a.m., with the Registered Nurse responsible for

deficicncy, No résidents have beex

idezitified as being affected. All

medication carts/drawers weie .

i cleaned on 2/9/1 1. Licenged staff
_way inserviced on the medication
storsge policy-and carts/drawers
must bé cleaned after each wied
pass. Also, inserviced and
implemented a cleaning schedute
for might shift to deep clearn carts
two (2) times weekly, These A
inservices were conducted on 379/11
& 3/11/11 by the DON and
Administrator. The QA :
nurse/designéewill tionitor all med
carts weekly 10 ensure proper '
$leaning, This mopitoring will be .
ongolng with wo intended.stop date -
atthis Hme. Any problems.
identified will ¢ covrected
imniediatély. All findings will be
féporied at the monthly QA
Committee meéting. Concerns
identified will be addressed and
changes made A8 NeCessary.

AL
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Continuad From:page 7
the cart the Registersd Nurse slated the night

shift was responsible for cleaning the carts, and '

there was no documantation of wheh the carts
were last cleaned.

| An intarview on February 9, 2011, at 11530 am.,
“wilti the Uinit Manger for the seccnd flobr reveaied,
the medicalion carls were required (0 be

inspected for cleanliness on-a daily basis by night
shift staff and were cleaned on the night shift as
needed. The Unit Marager further stated at

times when the boities were opened the fiis didn't!

secure tightly and this caused leakage,

The Pollcy for Bedication Administration-Storags,
effective December 2010, Tevealed medication

; storage areas were to be kept.olean, well i, and
fiee of clutter and-extrame. tempera'eures The
| poticy further revesied outdeted; contammated ar

deteriorated medications and tbosa I containers
that'were cracked, soiled, of without secure
closures swere fo be lmmed!a‘ely remdvad from
stock, disposed of accarding o procedures for
medication disposal, and reprdered fror the

pharmacy i & current order existed.
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING 01 - MAIN BUILDING 01
B. WING
185151 02/08/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
79 SPARROW LANE
RIVERVIEW HEALTH CARE CENTER
PRESTONSBURG, KY 41653
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000
A life safety code survey was initiated and
concluded on February 8, 2011, for compliance
with Title 42, Code of Federal Regulations,
§483.70 and found the facility in compliance with
NFPA 101 Life Safety Code, 2000 Edition.
No deficiencies were identified during this survey.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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