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F 281
A Recertification Survey was conducted on ‘ ; ; 5
Y It is the policy of NHC Madisonville to

04/22/14 through 04/24/14 to determine the
facllity's compliance with Federal requirements.
The facility failed to meet minimum requirements
for recertification with the highest S/S of "F",

F 281 [ 483.20(k)(3)(i) SERVICES PROVIDED MEET
55=D | PROFESSIONAL STANDARDS

provide or arrange services that meet
professional standards of quality.

F 281 The physician orders on Resident B
were reviewed by the ADON on
04/22/14. The physician for Resident B
was contacted by the ADON on

The services provided or arranged by the facliity
04/22/14 for review of medications.

must meet professional standards of quality.

The blood pressure of Resident B was

This REQUIREMENT is not met as evidenced monitored by licensed nurses every shift
by: % 3 days beginning with 04/22/14 then
Based on observation, interview, record review, weekly x 21 days. The blood pressure
and review of the facility's "Medication on Resident B was within normal limits,
Administration General Guidelines"

policy/procedure, it was determined the facility A 100% audit of blood pressures was
failed to ensure services provided met completed on all residents from
professianal standards of quality for one (1) :
unsampled resident (Resident B), LPN #1 failed ggszzéﬁpt};ﬁgg&ﬂﬁggﬁ gi;:d“

to administer Coreg (blood pressure) with food as Licensed Management Team of nurses
Rér the:phiygicians order, The audit revealed all blood pressures

being within normal limits therefore no

The findings include: >
g other residents were affected.

Review of the "Medication Administration General
Guidelines" policy/procedures, dated 10/11,
revealed medications were administered as
prescribed in accordance with good nursing
principles and practices and only by persons

A 100% audit of physician orders was
conducted on all residents by DON,
ADON and RN LPN Team Leaders on
04/25/14 with all other physician orders

legally authorized to do so. found to be in compliance,
Revlew of the History & Physical for Resident A, In-service instruction and education was
dictated 03/01/14, revealed diagnoses to include provided to RN and LPN staff on
Hypertension and Orthostatic Hypotension. 04/28/14 on physician order
Review of the Clinical Pharmacy Review, dated compliance. The facility does not
LABORATORY DIRECTOR'S GR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

D Zaolnd A an 624 -1

Any deficlency statement ending v!dh an aslerisk (*) denotes a deficlency which the instilution may ba excused from correcting providing it ts determined that

other safeguards provide sufficlant pratection to the patients. (See inslructions.) Except for nursing homes, the find ngs slated above are dlsclosable 90 days
foilowing the date of survey whether or nol a plan of correction is provided, Fer nursing homes, the aboye findings and plans of correction are disclosaktls 14

days following the dale these documents are made available to the facility. If deficiencles are cited, an approved plan of correction Is requisite to continued

program pariicipation.
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Continued From page 1

03/02/14, revealed Coreg was given for
Hypaeriension, Review of the resldent’s
Physician's Orders, dated 03/06/14, and the Apri
2014 Medication Administration Record (MAR)
revealed an order for Coreg 3.125 mg by mouth
twice dally with meals at 8:00 AM and 5:00 PM.

CObservation of a medication pass, on 04/23/14 at
9:40 AM, revealsd Licensed Practical Nurse
{LPN} #1{ administered Coreg (blood pressure)
3.125 milliigrams {mg), one (1} tablet by mouth at
9:40 AM to Resident B, The resident was not
eating a maai at the time of administration.

Interview with LPN #1, on 04/23/14 at 9:50 AM,
revealed Resident B had breakfast at
approximately 8:00 AM. She revealed
medications should be administered one hour
hafore or after the scheduled time.

Interview with the Pharmacist, on 04/24/14 at
1:15 P, revealed If Coreg was ordered for
hypertension, it was recommended to administer
the medication with {cod to dacreass the chances
of orthostatic effects,

Interview with the Director of Nursing {DON}, on
04/24/14 at 2:00 PM, revealed she expected staff
to give medications one hour before or afier the
scheduled time on the MAR. She expected staff
to follow the physician's order or get it clarified.
483.20(K){3)iiy SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

"The services provided or arranged by the facility

must be provided by qualified persons In
accordance with each resident's writien plan of
cars.

F 281

F 282

employ Certified Medication Aides.
‘The Director of Nursing and Pharmacist
provided the in-service.

All residents are protected as a result of
the in-servico instruction and weekly
monitoring of physician orders by the
Director of Nursing and Pharmacist.

The monitoring of physician orders and
monitoring of blood pressures will be
the responsibility of the Director of
Nursing and Pharmacist. The
monitoring will be accomplished
through weekly review of physician
orders and blood pressures x § weeks to
ensure medications are given as ordered
and to ensure blood pressures are within
normal limits.

Monitored by the Director of Nursing
and Pharmacist a Quality Assurance an
audit on physician orders will be
conducted beginning in May 2014 and
monthly x 2. '

F 281 continued on separate page

F282

It is the policy of NHC Madisonville to
provide and arxange services by
qualified persons in accordance with
each resident’s plan of care.

6/3/14
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The findings will be reported to the
Quality Assurance Commiitea which
consists of the administrator, DON,
medical director, associate medical
director, registered dictician, social
waorker, health information manager,
housckeeping supervisor, maintenance
supervisor, activity director,
Administrative Nurses, and facility
director of rehab,, The monitoring will
be continued by the Director of Nursing
and Pharmacist or as directed by the
Quality Assurance Comunitiee.

Monitored by the Director of Nursing, a
Quality Assurance an audit on blood
pressures will be conducted beginning
In June 2014 and monthly x 2. The
findings wili be reported to the Quality
Assurance Committee which consists
of the administrator, DON, medical
director, associate medical director,
registered dietician, social worker,
health information manager,
housekeeping supervisor, maintenance
supervisor, activity director,
Administrative Nurses, and facility
director of rehab. The monitoring wilt
be continued by the Director of
Nursing or as directed by the Quality
Assurance Committee,
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This REQUIREMENT s not met as evidenced
by:

Based on observation, Interview, record review,
and review of the faciity's “Care Plans" policy and
procadure It was determined the facility falied to
ensure services provided or arranged by the
facility were provided by quailified persons in
accordance with the resldent's written plan of
care for one {1} of sevanteen (17) sampled
rasidents (Resident #1). Observations revealed
fall mats wera not in use as per the resident's
care plan.

The findings include:

Review of the facliity's policy and procadure, titted
"Gare Plans", dated 01/01/05, revealed care plan
approaches are specific, individualized steps
partners and patients will take to assist the
patient to achieve the goal,

Record review revealad the facility admitted
Resident #1 on 11/11711 with dlagnoses which
included Atrial Fibrillation, Hypertenslon,
Gastroesophageal Reflux Disease, Anemia,
Dementia, and Cerabral Atherosclerosis.

Review of the Comprehensive Care Plan, last
revised 03/17/14, revealed an intervention for
mais on floor beslde the bad.

Observetlons, on 04/21/14 a1 8:35 AM and 10:12
AM, rovealed Resldent #1 was in the bed and
there were two floor mats standing against the
wall on the left side of resident's bed.

Interview with the Team Leader, on 4/24/14 at

The fall mats were placed at the bedside
of Resident # 1 on 04/22/14 upon the
instruction of the Director of Nursing to
ensure care plan compliance.

A visual audit was completed by the
DON, ADON, and RN LPN Team
Leaders of all residents was completed
on 04/22/14. The audit inciuded
rosidents with fall mats. The audit found
all fall mats were properly placed
therefore no other residents were
affected by out of place fall mats.

In-service ingtrection and education was
provided to the licensed nursing staff
and CNA staff on 04/25/14 on
compliance with care plan interventions
and fall mat use. The Birector of
Nursing provided the in-service
training.

In addition, in-service instruction and
education was provided on 04/25/14 to
the housekeeping staff on fall mat
interveniions. The Director of Nursing
provided the in-service training,

Understanding of the education by the
staff was validated by refurn
demonstration and visual observation of
tasks following the training. Further
validation in understanding the
education is monitoring of results
through the QA process.
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The faciiity must ensure that the resident
environment remains as free of accident hazards
as Is possibie; and each resident recelves
adsquate superviston and assistance devices to
prevent accidents.

This REQUIREMENT s notmatas evidenced
by

Basad on observation, interview, racord review,
raview of the Materlal Data Safety Sheets
{MSDS), and review of the facllity's "Storage of
Chemicals"policy/procedure, it was determined
the facility falled to ensure the resident
environment remalned as free of accldent
hazards as possible related to the storage of
chemicals behind unlocked doors in the facllity.
The facility identifled thirteen {13) residents with
pehavior of wandering. Additionally, the facllity
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F 282 | Gonfinued From page 3 F 282
1:34 PM, revealed she expscted staff to follow \
the care plan for fall mats to be placed at the All residents aro protected as a result of
rasident's badslde. the in-service and instruction regarding
implementation of care plan
Interview with the Assistant Director of Nursing interventions and fall mat uso. 6/3/14
(ADONY), on 422114 at 2:27 PM, revealsd the
care plan should be followed and if the resident
was In bed, the fall mais should be on the floor by F 282 continued on separate page
the bed.
Interview with the Direcior of Nursing {BON), on F 323
412214 at 2:35 PM, revealed she expected staff
to foliow the care plan and the fall mats should It is the policy of NHC Madisonville to
have been at the resident's bedslde. ensure that the resident environment
F 323 | 483.25(n) FREE OF ACCIDENT F 323}  remains as free of accident hazards as is
s5=F | HAZARDS/SUPERVISION/DEVICES possible; and each resident recelves

adequate supervision and assistance
devices to prevent accidents.

Coded keyless entry locks were
ingtalled by maintenance supervisor on
the soiled utility/biohazard room
located on B Hall, the Central Supply
room, all soiled utility rooms, and on all
storage room doors containing
hazardous chemicals, The maintenance
director installed the coded keyless
entry locks on 05/08/14.

A 100% review of all residents was
completed on 04/28/14 by DON,
ADON, and RN LPN Team i.eaders,
including the thirteen residents with
behaviors, with all residents being at
their baseline condition. Therefore no
residents were affected by hazardous
chemicals.
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The monitoring of care plan
interventions and fall mat use will be
the responsibility of the Director of
Nursing. The monitoring will be
accomplished through visual daily
monitoring of care plan interventions
and falls mat use by the DON, ADON,
RN LPN Team Leaders and Nurse
Supervisors. The monitoring witl be
weekly x 8 weeks.

Monitored by the Director of Nursing a
Quality Assurance audit will be
conducted beginning in May 2014 and
monthly x 2. The findings will be
reported to the Quality Assurance
Committee which consists of the
administeator, DON, medical director,
associate medical director, registered
dietician, social worker, health
information manager, housekeeping
supervisor, maintenance supervisor,
activity director, Administrative Nurses,
and facility director of rehab. The
monitoring will be continued by the
Director of Nursing or as directed by
the Qualify Assurance Commitiee,
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failed to ensure each resident received adequate
assistance devices to prevent injurles with falls
for one (1) of seventeen (17) sampled residents
(Resident #1). Resident #1 did not have fall mats
in place on the floor by the bed to prevent
potential injury.

The findings include:

Review of the facility's "Storage of Chemicals"
policy/procedure, (not dated ), revealed each
chemical would be utilized for it's intended use
and stored under lock and key as recommended.

Observation of the solled utility/biochazard room
located on (B) hall, on 04/22/14 at 12:00 PM and
on 04/23/14 at 9:00 AM and 2:05 PM, revealed
the room was accessible as the key was left in
the door lock. The following was cbserved in the
room:

1. (1) container of all purpose liquid odor
neutralizer

2. (1) container of heavy duty floor cleaner

Review of the MSDS for "Water Soluble
Deodorant”, dated 09/28/12, revealed the product
may cause mitd skin irritation and was an eye
irritant.

Interview with Licensed Practical Nurse (LPN) #1,
on 04/22/14 at 12:20 PM, revealed the solled
utility room key should be placed above the door
after leaving the room; however, staff "sometimes
forget" and leave the key in the door.

Observation of the Central Supply room on the
Round Station, on 04/23/14 at 2:05 PM, revealed
the room was accessible as the key was left in
the door lock. The following was observed in the

The installation of coded keyless entry
locks protects all residents from the
storage of hazardous chemicals.

In-service instruction and education was
provided to the licensed nursing staff,
CNA staff, dietary staff, and
housekeeping staff on 05/06/14 on
storage of hazardous chemicals and
coded keyless entry door locks, The
Administrator provided the in-service
training.

Understanding of the education by the
staff was validated by return
demonstration and visual observation of
tasks following the training, Further
validation in understanding the
education is monitoring of results
through the QA process.

The monitoring of storage hazardous
chemicals and keyless entry door locks
will be the responsibility of the
Maintenance Director. The monitoring
will be accomplished through daily
inspection of the coded keyless entry
door locks.

Monitored by the Maintenance Director
a Quality Assurance audit will be
conducted beginning in May 2014 and
monthly x 2, The findings will be
reporied to the Quality Assurance
Committee which consists of the
administrator, DON, medical director,

FORM CM8-2867(02-99) Previous Verslons Obsclete

Even! ID:C3CN11

Facility ID: 100185

If continuation sheel Page 5of 13




PRINTED: 05/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ, 0838-0391
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICEIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185015 B. WING 04/2412014
NAME OF PROVIDER OR SUPPUER STREETADDRESS, LITY, SYATE, ZIP CODE
NHC HEALTHCARE, MADISONVILLE 419 NORTH SEMINARY ST
' MADISONVILLE, KY 42431
x910 SUMMARY SYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 323 | Continued From page 5 F 323

room.:

1. {1) spray boftle of general virucide, bactericide,
ubareulocide, fungicide, sanitizer
2. (1) bottle Isopropyl rubbing alcoho!

Revisw of the MSDS for “Isopropyl Alcohol”, {not
daled), revealed Inhalation of vapors would irritate
the respiratory tract. Ingestion could cause
drowsiness, unconsciousnass, and death, It could
also cause skin frritation and eye irritation.

Interview with the Director of Nursing (DONj}, on
04/24114 at 2:00 PM, revesled staff should
retrieve tha key from the hook above the door
and put the key back when lsaving the room. She
revealed staff should never leave the door
accessible fo residents.

Interview with the Administrator, on 04724114 at
2:15 PM, revealed staff should never lsave the
kay in the door to the soiled utility room or the
central supply room. He ravealed the doors
should be locked at all imes and the key
inaccessible to resldents.

2. Record review revealed the facllity admitted
Resident #1 on 11/11/11 with diagnoses which
included Atrlal Fibrillation, Hypertension,
Gastroesophageal Reflux Dissase, Anemia,
Dementia, and Cerebral Atherosclerasls. Review
of the quarterly Minimum Data Set (MDS}
Assessment, dated §2/27/14, revealad the faclity
assessed Resident #1's cognlition as moderately
Impairad with a Brief Interview of Mental Status
(BIMS) score of twelve (12) indicating the
resident was intsrviswable,

Review of the Comprehensive Care Plan, last

associate medical director, registered
dietician, social worker, health
information manager, housekeeping
supervisor, maintenance supervisor,
activity director, Adminisirative Nurses,
and facility director of rehab. The
monitoring will be continued by the
Maintenance Director or as directed by
the Quality Assurance Committee.

The fali mats were placed at the bedside
of Resident # 1 on 04/22/14 upon the
instruction of the Director of Nursing to
ensure safoty for the resident.

A visual audit of 100% of all residents
was completed by DON, ADON and
RN LPN Team Leaders on 04/22/14,
The audit included residents with fall
mats. The audit found all fall mats were
properly placed therefore no other
residents were affected by out of place
fall mats,

In-service instruction and education was
provided to the licensed nursing staff,
CNA staff, and housekeeping staff on
04/25/14 on comptliance of fall mat use,
The Director of Nursing provided the
in-service training.

Understanding of the education by the
staff was validated by return
demonstration and visual observation of
tasks following the training. Further
validation in understanding the

FORM CMS-2567(02-69} Previous Versions Obolete

Event I C3CNH

Facility 1D: $00185

If continuation sheet Page 6 of 13




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/08/2014
FORM AFPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
185016 B. WING 04/2412014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
418 NORTH SEMINARY ST
NHC HEALTHCARE, MADISONVILLE MADISONVILLE, KY 42434
41D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION o0
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR1.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TGO THE APPROPRIATE DATE
DEFICIENGY)
F 323 | Continued From page 6 F 323 L. L.
revised 03/17/14, revealed an interventlon for education is monitoring of results
mats on the fieor beside bed. through the QA process.
Observations, made on 04/21/14 at 6:35 AM and Ali residents are protected as a result of
10:12 AM, revealed Resldent #1 was In the bed the in-service and instractions regarding
and there were two (2) floor mats standing fall mat use.
against the fail on the left slde of rasldent's bed.
The monitoring of fall mat use will be
Interview on 4/24/14 at 1:34 PM with the Team accomplished through daily review of
L eader revealed she expected staff to have the fail mat use during rounds by DON,
fall mats on the floor by the bed to help reduce ADON, RN LPN Team Leaders and
the risk of injury in the event Residsnt #1 felf from nursing supervisors, 6/3/14
the bed.
‘ Monitored by the Director of Nursing, a
Interview on 4/22/14 at 2:27 PM with Assistant Quality Assurance audit will be
Director of Nursing (ADON}) revealed if the conducted beginning in May 2014 and
resident was in the bed, the fall mats should on monthly x 2, The findings wifl be
the floor bedside the bed to decrease the Hsk for reported to thie Quality Assurance
injury if Resldent #1 rolled out of the bed. Committee which consists of the
Interview on 4/22/44 at 2:35 PM with Director of administrator, DON, medical director,
Nureing (DON) revealed, she expects the staff to associate medical director, registered
follow the care plan and tha fall mats are piaced fheﬁ‘”a“: social worker, health
at resident's bedside to minimize the risk of injury information manager, housekeupmg
in the event of a fall fror the bed. supervisor, maintenance supervisor,
F 371 | 483.35(i) FOOD PROCURE, Farg|  activity director, Adminisirative Nurses,
§§=F | STORE/PREPARE/SERVE - SANITARY and facility director of rehab.

The facility must - -

(1} Procure food from sources approved or
considered salisfactory by Federal, State or focal
authorities; and

(2) Stors, prepare, disiribute and serve food
under sanitary conditions

Monitoring will be continued by the
Director of Nursing as directed by the
Quatity Assurance Committee.

F37t

It is the policy of NHC Madisonville to
procure food from sources approved or
considered satisfactory by Federal,
State, or Local authorities; and store,
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This REQUIREMENT is not me! as evidencad
by:

Based on observation, interview, and review of
the facility's "Refrigerated Foed Storage Guida”
policy, it was determined the facllity failed to
ensure food was stored under sanitary conditions.
Review of the Census and Condition, dated
04122114, revealed there were eighty-two (82)
resldents with five (5) residents recelving tube
feeding.

The findings include:

Review of the "Refrigerated Food Storage Guids"
policy, {not dated), revealed cottage cheese could
be stored until the manufacturer's expiration date
or seven {7} days after opening, whichever cams
first, Milk storage time was the manufacturer's
axpiration dale.

Observation, on 04/22/14 6:15 AM, revealed the
following in the refrigerator:

1. (1) unopened container of cottage cheese with
a "best by" date of 04/07/14,

2. {1) opened contalner of cottage cheess, dated
as openad 04/16/14 with a “best by" date of
04107114,

3. {1) opened container of fat free skim milk with
a manufacturer's date of 04/19/14.

Interview with the Dietary Manager, on 04/22/14
at 6:50 AM, revealed the milk should have been
discardad after the expiration date listed on the
contalner and the cottage chease should have
bean discarded by the manufacturer's explration
date or seven (7) days after opening, whichever

came first,

K40 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECHON &8
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prepare, distribute and serve food under
sanitary conditions,

Monitored by the Dietary Manager, the
unopened container of cottage cheese
with a ‘best buy’ date of 04/07/14 was
removed and discarded from the
refrigerator on 04/22/14. The opened
container of cottage cheese with a *best
buy’ date 04/16/14 was removed and
discarded from the refrigerator on
0412214,

The opened carton of fat free skim milk
with a manufacturer’s date of 04/19/14
was removed and discarded from the
refrigerator on 04/22/14,

The removal and discarding of products
with out of date ‘best buy’ dates
protects ali residents.

Monitored by the Dietary Manager on
04/22/14 a visual inspection was
compteted on all refrigerated products
with no other findings of out of
compliance ‘best buy’ dates.

The dietary manager conducted in-
service training and education for all
dietary staff members on 04/25/14
refated to *best buy’ dates.

The monitoring of *hest buy’ dates will
be the responsibility of the Dietary
Mansger. The monitoring will be
acconiplished through daily inspection
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The facility must establish and maintain an
Infection Control Program deslgned to provide a
safe, sanitary and comforiable environment and
to help prevent the development and transmission
of dissase and infection.

{a) Infaction Cantrol Program

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

{1} Investigates, controls, and prevents Infections
in the facility;

{2) Decldes what procedures, such as isofation,
should be apptied to an individual resident; and
{3} Maintains a record of Incidents and correclive
actions related to infections,

{b) Preventing Spread of Infection

{1} When the Infection Control Program
detarmines that a resident neads isolation to
pravent the spread of infaction, the faciiity must
isolate the resident.

(2) The facility must prohiblt employess with a
communicable disaase or Infecled skin lesions
from direct contact with residents or thelr food, if
direct contact will transmit the disease.

{3} The facllity must require staff to wash their
hands after each direct regident contact for which
hand washing is indicated by accepted
professicnal practice,

{c) Linens

o0} I SUMMARY STATEMENT OF DEFICIENCIES 2} PROVIDER'S PLAN OF CORREGTION %63
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of ‘best buy® dates through visual
interview with the Administrator, on 04/24/14 at inspection of food products. 6/3/14
2:15 PM, revealed he expecied staff to follow the . )
policy refated to food storags In the refrigerator. F 371 Continued on separate page
F 441 | 483.85 INFECTION CONTROL, PREVENT F 441

~ safe, sanitary and comfortable

F 441

1t is the policy of NHC Madisonville to
establish and maintain an Infection
Conirol Program designed to provide a

environment to help prevent the
development and transmission of
disease and infection.

On 04/22/14 CNA’s were provided in-
service education and training by Team
Leaders on hand washing and the use of
hand sanitizer during meal tray pass.

By providing in-service education and
tralning to CNA on hand washing and
use of hand sanitizer protects all
residents related to infection control
issues.

In-service instruction and education was
provided to the licensed nursing staff
and CNA staff on 04/28/14 and
04/30/14 regarding hand washing and
use of hand sanitizer during meal tray
pass. The Director of Nursing provided
the in-service.
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Monitored by the Dietary Manager a
Quality Assurance audit will be
cenducted boginning in May 2014 and
monthly x 2. The findings will be
reported to the Quality Assurance
Committee which consists of the
administrator, DON, medical director,
associate medical director, registered
dietician, social worker, health
information manager, housekeeping
supervisor, maintenance supervisor,
activity director, Adminisirative Nurses,
and facility director of rehab, The
monitoring will be continued by the
dietary Manager as directed by the
Quality Assurance Committee.
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Personinel must handle, store, process and
fransport linens 2o as to prevent the spread of
infection,

This REQUIREMENT {s not metf as evidenced
by:

Based on observation, interview, review of
facility's "Infection Control Manual, Handwashing”
policy, it was determined the facility failed to
maintain an Infection Control Program designed
to provide a safe, sanltary and comfortable
environment and to help prevent the development
and transmission of disease and Infaction for ten
{10) of ten {10) unsampled residents related to
staff failing fo sanitize thelr hands during meal
pass.

The findings include:

Raview of the facility's "infection Control Manual,
Handwashing” Polley, last revised 10/01/08B,
revealed handwashing is performed fo decrease
the number of microorganisms, preveniing cross
contamination between staff and patients.

Observation during a meal pags on Hall "C", on
04/22/14 at 10:01 PM, rovealed three (3} staff
passing foed trays to ten {10) unsampled
residants without sanitizing hands.

Interviews with Cerlified Nurse Aide {CNA) #1,
CNA#2 and CNA#3, on 04/22/14 at 12:30 PM
and 12:35 PM and on 04/23/14 at 12:33 PM,
revegled staff should use hand sanitizer between
fray pass of each resident and should wash thalr
hands with soap and water after every third
resident. The CNAs stated they did not use hand

4y 1D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION @5
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COUPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMARON TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From pags 8 F 441

The monitoring of the hand washing
and vse of hand sanitizer wilt be the
responsibility of the Director of
Nursing, The monitoring will be
accomplished through daily visual
observation of hand washing and hand
sanitizer use during meal tray pass. The
monitoring will be weekly x 8 weeks,

Monitored by the Director of Nursing a
Quality Assurance audit will be
conducted on hand washing and hand
sanitizer use beginning in May 2014
and monthly x 2, The findings will be
reported to the Quality Assurance
Committee which consists of the
administrator, DON, medical director,
associate medical director, registered
dietician, sociaf worker, health
information manager, housekeeping
supetvisor, maintenance supervisor,
activity director, Administrative Nrses,
and facility director of rehab, The
monitoring will be continued by the
Director of Nursing as divected by the
Quality Assurance Committee. 6/3/14
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sanitizer or wash hands during the meal pass for
funch on 04/22/14,

[ntarview with Reglsterad Nurse (RN} #1, on
04/22714 at 12:50 PM, revealed she expected
staff io sanitize hands betwesn every meal tray
pass and wash their hands after every third
resident. The RN slated this was to prevent the
spread of infection from resident o resldent,

Interview with Team tLeader #1 and #2, on
04/22/14 at 1:00 PM and 1:04 PM, ravealed staff
should wash their hands using hand sanitizer
during meal pass for up to three (3) residents.
They stated before passing additional food {rays
or after resldent care, staff should wash their
hands using soap and water to prevent the
spread of infection from resident to resident. The
Team Leaders revealed there were no exceptions
to this practice based on staff job description,

Interview with the Director of Nursing, on ~
04/24/14 at 2. 37 PM, revealad she expscted alf

staff to wash thelr hands between each resident B
during meat pass. She stated if staff provide care
such as pulling up residents in bed or thelr hands
become soiled during the meal pass, the staff
should wash hands with socap and water before
continuing to pass meal trays. She revealed the
cancern with staff not washing and sanitizing their
hands was the spread of infaction.

F 502 | 483.75())(1) ADMINISTRATION F 502 F 502

§8=D
The facility must provide or obtain laboratory It is the policy of NHC Madisonville to
services to meat the needs of its residents. The provide and obtain laboratory services
facllity is rasponsible for the qualily and timeliness - to meet the need of residents.
of the services,
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This REQUIREMENT s not met as evidenced
by:

Based on interview and record review, it was .
determined the facility failed to ensure a Baslc
Metabalic Profile (BMP) was obtained timely for
one (1) of seventeen {17) sampled residents
{Resident #13). The staff failed to obtain a BMP
for Resident #13 on 04/04/14 per physician's
order,

The findings include;

Record review reveafed the facliity admitted
Reaslident #13 on 03/25/14 with diagnoses which
included Compression of Brain, Cerebral
Aneurysm, Wound Dehiscence, Urinary
Obstruction with retention, Hypertension,
Hyperlipldemia, Insomnia, and Tracheostomy.

Review of the physician orders, dated 04/01/14,
revealed an order for a BMP {o be obtainad on
04/04/14 (Friday) with morning labs.

Review of Resident #13's laboratory reports,
rovealed there was no laboratory repert for a
BMP drawn on 04/04/14.

interview with the Team Leader {TL), on 04/23/14
at 1:34 PM, revealed the BMP was placed on the
calender at the nursing station and should have
been drawn but it was not obtained. She stated
lab services draws the Jabs on Tuesday’s but on
other days It Is the responsibility of the 11 PMto ?
AM nurse to draw the labs ordered. She
indicated that labs were tracked by the Team
teader Monday through Friday but no one tracks
them on the weekends,

The physician was contacted on
04/22/14 by nurse supervisor and a
BM? lab test for Resident # 13 was
obtained on 04/22/14. The physician
was contacted upon the instruction of
the Director of Nursing.

A 100% andit of pending labs due was
competed by DON, ADON and RN
LPN Team Leaders on 04/25/14 on all
residents. All other labs are on track to
be done gecording to the time frame
due. There were no other labs that were
‘missed’ on residents.

In-service instruction and education was
provided to the licensed nursing staff on
04/28/14 and 04/30/14 regarding
pending labs due. The Director of
Nursing provided the in-service,

AH residents are protected as a result of
the in-service and instruction regarding
pending labs.

The monitoring of pending Tabs will be
the responsibility of the Director of
Nursing. The menitoring will be
accomplished through weekly
monitoring of pending lab work
schedules. The day shift RN will be in
charge of manitoring labs on weekends.

Monitored by the Director of Nursing a
Quality Assurance a monitor of 10 labs
per week x 8 weeks will be conducted
on pending lab work to enswre
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Interview with Licensed Practical Nurse (LPN)#2,
on 04124114 at 12:45 PM, revealed the an order
from the physician should be placed in the
computar which generates thres (3} copies. She
further revealed one copy Is placed on the chart,
one Is placed In the basket at the nurses station
for the physician to sign and one should be
placed In the Team Leader's office for iracking.
She stated the BMP ordered for 04/04{14 should
have been drawn by the night nurse.

Interview with the Assistani Director of Nursing
(ADON), on 04124114 at 2:27 PM, revealed she
was not notified the BMP was never collected.
She stated she would expect the night nurse to
draw the lab as ordsred by the physiclan. She
rovealed 1he orders are placed in the computer,
placed on the Treatmant Administration Record
{TAR), end communicated via the calendar at the
nurses station. She statad the Team Leader
chacks labs daily Monday through Friday. She
revealed she expacted the nurse on the weekend
to follow-up on any labs pending.

Interview with the Diractor of Nursing (DON), on
04724114 at 2:35 PM, ravealed all orders were
reviewed daily Menday through Friday by the TL,
ADON and DON, The DON reveaied she
expected alf labs ordered to be obtained in a
timely manner or on {he specific date of the order.
She revealed she was not aware the BMP was
not obtainad on 04/04/14 as ordered by the
physician.
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compliance with physician orders
beginning In May 2014, The findings
will be reported to the Quality
Assurance Committee which consists
of the administrator, DON, medical
director, associate medical divector,
registered dietician, social worker,
health information manager,
housekeeping supervisor, maintenance
supervisor, activity director,
Administrative Nurses, and facility
director of rehab. The monitoring will
be continued by the Dircctor of Nursing
as directed by the Qualify Assurance
Committee. 6/3/14
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BUILDING: 01. K 052

PLAN APPROVAL: 1965. . ' ; "
It is the policy of NHC Madisonville to
SURVEY UNDER: 2000 Existing. install, test, and maintain the fire alarm
system in accordance with NFPA

FACILITY TYPE: SNFINF. standards.

TYPE OF STRUCTURE: One (1) story, Type Il On 04/23/14 the fire alarm inspector

(211). vendor was contacted by the
Maintenance Director, The

SMOKE COMPARTMENTS: Five (5) smoke Maintenance Director educated the fire

compartments. alarm inspector vendor to perform a
charger test and discharge test on the

FIRE ALARM: COmplele fire alarm SYSIEm .ﬁfﬂ glarm system baﬂeﬁeg on an annual

installed in 1985, and upgraded in 1995 with 128 - basis. In addition, the fire alarm

smoke detectors and 10 heat detectors. i inspector vendor was contacted and

. . educated to perform a voltage load test
TR S e o i s o0
PURAETY Pg | semi-annual basis.

in2012. .
A 100% audit of remaining fire alarm
system review was completed by the
Maintenance Dirgctor on 04/25/14 and
all other checks were made.

GENERATOR: Type 1l generator installed in
1972. Fuel source is Natural Gas,

A standard Life Safety Code Survey was

conducted on 04/23/14. The facility was found not . )
to be in compliance with the requirements for The maintenance director conducted in-

participation in Medicare and Medicaid. The service education and instruction on
facility Is certified for ninety-four (24) beds with a 04/25/14 with the fire alarm inspector

census of eighty-two (82) on the day of ihe vendor to ensure the charge test on the
survey. fire alarm system batteries and

discharge test on the fire alarm system
The findings that follow demonstrate batteries was completed on an annual
noncompliance with Title 42, Code of Federal

TITLE {X6) DATE

LABORATORY DIRECTCR'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
bauvie, Bolun A b2 ~Iof

Any deficlency statement endﬁrb with an asterlsk {*) denotes a deficiency which the institulion may be excused from correcting providing It Is determined that

other safeguards provide sufficlent protection to the pallenls. (See Instructions)) Except for nursing hames, the findings stated above are disclosable 80 days
following the date of survey whether or net a plan of correctlon Is provided. For nursing homes, the atove findings end plans of correction are disclosable 14

days following the date these documents are made avallable to the facility. If deficlencles are cited, an approved plan of correclion [s requisite to continued

program participation.
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Regulations, 483.70(a) et seq, (Life Safety from basis and the voltage load test being
Fire) ‘ done on a semi-annual basis.
On 04/25/14 the administrator
Deficiencies were cited with the highest conducted in-service education for the
deficiency identified at "F" level, Maintenance Director to ensure the
K 052 charge test on the fire alarm system

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD
S8=F
A fire alarm system required for life safety Is
installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA 70 and 72. 9.6.1.4

This STANDARD is not met as evidenced by:
Based on fire alarm Inspections and interview, it
was determined the facility failed to ensure the
fire alarm system was inspected and tested In
accordance with Natlonal Fire Protection
Association (NFPA) Standards, The deficient
practice has the potential to affect five (5) of five
{5) smoke compartments, all residents, staff and
visitors, The facllity has the capacity for
ninety-four (84) beds and at the time of the
survey, the census was elghty-two (82).

The findings include;

batteries and discharge test on the fire
alarm system batteries was completed
by the fire alarm vendor on an annual
basis and the voltage load test being
done on a semi-annual basis,

All residents, staff, and visitors are
protected by the in-service education
and instruction regarding the fire alarm
system tests and documentation.

The monitoring of the charger test,
discharge test, and voltage load test of
the batteries on the fire alarm system
will be the responsibility of the
Maintenance Director, The monitoring
will be accomplished through
inspection of documentation of the fire
alarm system from the inspection
vendor,

Overseen and monitored by the
Maintenance Director a Quality
Assurance audit of the center’s
compliance with charger test, discharge
test, and voltage load test of the
batteries on the fire alarm system will
be conducted monthly x 2 beginning in
May 2014. The findings will be
reported to the Quality Assurance
committee which consists of the
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administrator, DON, medical director,
Fire alamn inspection review, on 04/23/14 at associate medical director, registered
10:30 AM with the Maintenance Supervisor, dietician, social worker, health
revealed the charger test was not documented on information manager, housekeeping
the fire alarm inspection papsrwork. supervisor, maintenance supervisor,
activity director, Administrative Nurses,
interview, on 04/23/14 at 10:31 AM with the and facility director of rehab.. The
Maintenance Supervisor, revealed he was monitoring and training will be
unaware the inspection company was to perform continued by the Maintenance Director
a charger test on the fire alarm batteries on an or as directed by the Quality Assurance
annual basis, Committee. 6/3/14
Fire alarm inspection review, on 04/23/14 at
10:32 AM with the Maintenance Supervisor,
revealed the discharge test was not documented
on the fire alarm inspection paperwork.
Interview, on 04/23/14 at 10:33 AM with the
Maintenance Supervisor, revealed he was
unaware the inspection company was to perform
a discharge test on the fire alarm batteries on an
annual basis.
Fire alarm inspection review, on 04/23/14 at
10:34 AM with the Maintenance Supervisor,
revealed the load voltage test was not
documented on the fire alarm inspection
paperwork.
Interview, on 04/23/14 at 10:35 AM with the
Maintenance Supervisor, revealed he was
unaware the inspection company was to perform
a [oad voltage test on the fire alarm batteries on a
semi-annual basls.
The census of eighty-two (82) was verified by the
Administrator on 04/23/14. The findings were
acknowledged by the Administrator and verifled
by the Malntenance Supervisor at the exit
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Actual NFPA Standard:
NFPA 101, 9.6.1.4. Afire alarm system required
for life safety shall be installed, tested, and
malntained in accordance with the applicable K 066
requirements of NFPA 70, Nationa! Elecirical
Code, and NFPA 72, National Fire Afarm Code. It is the pelicy of NHC Madisonville to
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K086 adopt and maintain smoking regulations
88=E according to NFPA standards.

Smoking regulations are adopted and include no
less than the following provistons:

{1) Smoking is prohibited In any room, ward, or
compariment where flammabla fquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area is postad with slans that read NO SMOKING
or with the international symbol for no smoking.

(2) Smoking by patients classified as not
responsibte Is prohibited, except when under
direct suparvision.

{3) Ashtrays of noncombustible materiat and safe
design are provided I al] areas whera smoking Is
permifted.

(4) Metal containers with self-closing cover
devices Into which ashirays can be emptied are
readily available to all areas where smoking is
permitted. 19.7.4

This STANDARD s not met as evidenced by:

On 05-06-14 and 05-07-14 in-service
education was provided to all staff
related to the designated smoking area
of the facility and the proper disposal of
cigarette butts. The in-service was
conducted by the Administrator,
Director of Nwrsing, and Maintenance
Director.

On 05-12-14 two (2) approved ashirays
were put in place in the designated
smeking area for use.

The Maintenance Director received
instruction and education from the
administrator regarding approved
ashtrays in the designated smoking area
on 04-25-14,

As aresult of the in-service on smoking
only in the designated area and the use
of approved ashirays in the designated
smoking area, the safety of residents,
staff, and visitors are protected.
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Basad on observation, smoking policy raview,
and intarview, it was determined the facility failed
to ensure the use of approved smoking areas, in
accordance with Natienal Fire Protection
Association (NFPA) standards. The deficient
practice has the potentiaf to affect bwo (2} of five
{6} smoke compartments, forty-elght (48)
residents, staff and visitors. The facllily has the
capacity for ninety-four {94} beds and at the time
of the survey, the census was elghty-two (82).

The findings include:

Observation, on 04/23/14 at 12:45 PM with the
Maintenance Supervisor, revealed the area at the
a-hall exit was being used as a amoking area with
fifteen (15) cigarette butls on the ground around
the concrete platform.

Intesrview, on 04/23/14 at 12:46 PM with the
Maintenance Supervisor, revealed he was
unawars of smoking occurring at the exit.

Observation, on 04/23/14 at 1,00 PM with the
Malntenance Supervisor, rovealed the employee
smoking shack area had three (3) unapproved
ashlrays In use and over twenty-five (25) cigaretie
butts on the ground,

Interview, on 04/23/14 at 1.00 PM with the
Maintenance Supervisor, revealed he was
unaware the ashirays at the smoke shack were
not the proper type and was unaware of the bults
on the ground..

The consus of elghty-two {82) was verifled by the
Adrainistrator on 04/23/14, The findings were
acknowledged by the Administrator and verified
by the Malntenance Supervisor at the exit

‘The monitoring of the designated area
smoking and the use of approved
ashirays in the smoking area will be the
responsibility of the Maintenance
Director. The monitoring will be
accomplished through daily inspection
of the designated smoking area and
visual inspection of approved ashtrays
in the designated smoking area.

Overseen and monitored by the
Maintenance Director a Quality
Assurance audit of the center’s
compliance of tho designated smoking
area and approved ashirays will be
conducted monthly x 2 beginning in
May 2014, The findings will be
reported to the Quality Assurance
committee which consists of the
administrator, DON, medical director,
associate medical director, registered
dietician, social worker, health
information manager, housekeeping
supervisor, maintenance supervisor,
achivity director, Administrative Nurses,
and facility director of rehab. The
monitoring will be continued by the
Maintenance Director or as directed by
the Quality Assurance Committes, 6/3/14

FORM CMS-2867(072-99) Previous Versions Obsolele

Event i: C3CN21

Fadifity 1); 100185 If continuation sheet Page 5 of 8




’ PRINTED: 05/08/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NGO, 0938-0321
STATEMENT OF DEFICIENCIES (X4} PROVIDER/SUPPLIERICLIA (42} MULTIPLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAFION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
186015 B. WING 04/23/2044
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE
NHC HEALTHCARE, MADISONVILLE 419 NORTH SEMINARY ST
MADISONVILLE, KY 42431
K4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION o5
PREFIX (EAGH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENGY)
K068 | Continued From page 5 K 066
interview on 04/23/14.

Actual NFPA Standard:

NFPA 101 (2000 edition) 16.7.4* Smoking.
Srnoking regulations shall be adopted and

shaif include not less than the followlng
provisions;

(1) Smoking shall be prohibited in any room,
ward, or compariment

where flammable liquids, combustible gases, or
oxygen is used or stored and In any other
hazardous focation,

and such areas shall ke posted with signs that
read NO SMOKING or shall be posted with the
internationat

symbol for no smoking.

Exception: In health care occupancies where
smoking is prohibited

and slgns are prominenily placed at all major
entrancas, secondary

signs with language that prohibits smoking shall
not be required.

{2) Smoking by patients classified as not
responsible shall be

prohibited.

Exception; The requirement of 19.7.4(2) shall not
apply where the patient

is under direct supervision.

{3) Ashfrays of noncombustible material and safe
design

shall be provided in all areas where smoking is
permitted,

{4) Metal contalners with self-closing cover
devices into

which ashtrays can be emptied shall be readity
available

to all ereas where smoking is permitted.
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Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFFA 89,  3.44.1.

This STANDARD is not met as avidenced by:
Based on record review and interview, it was
determined the facllily failed to ensure emergency
generators were maintained In accordance with
National Fire Safety Protection Assoclation
{NFPA) standards. The deficlent practice has the
potential tc affect five (5) of five (5) smoke
compariments, all residents, staff and visitors.
The facility has the capacity for ninety-four (94)
beds and at the time of the survey, the census
was sighty-two (82).

The findings Include:

Generator run log review, on 04/23/14 at 1G:17
AM with the Maintenance Supenvisor, revealed
the fransfer time for the generator was not being
documented at the facllity.

Interviaw, on 04/23/14 at 10:18 AM with the
Maintenance Supervisor, revealsd he was
unaware of the requirement to document the
transfer time on his monthly load test papenvork.
Furiher interview revealad ha knew it transferred

Tt is the policy of NHC Madisonviile to
ensure the emergency generator is
maintained in accordance with NFPA
standards,

In-service instructions and education
was given to the Maintenance Director
on April 29, 2014 related to performing
a power transfer test on the emergency
generator. The emergency generator
service vendor presented the
instructions to the Maintenance
Director. The admiaistrator gave
instructions on the monthly
documentation for the emergency
generator log,

As a result of performing power transfer
time tests on the emergency generator
and documentation of the time, the
safety of residenis, staff, and visitors are
protected.

The Maintenance Director will monitor
the emergency generator transfer test
times through visual inspection of the
emergency generator test logs ona
monthly basis,

Overseen and monitored by the
Maintenance Director, a Quality
Assurance audif of the center’s
compliance with power fransfer test
times for the emergency generator and
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very rapidly but was unaware of the exact
seconds.

The census of eighty-two (82) was verified by the
Adminlstrator on 04/23/14. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisor at the exit
interview on 04/23/14

Actual NFPA Standard;

Reference: NFPA 101 { 2000 ed.)
7.9.1.2 Where maintenance of illumination
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documentation of the times on the log
will be conducted monthly x 2
beginning in May 2014. The findings
will be reported to the Quality
Assurance Committee which consists
of the administrator, DON, medical
director, associate medical director,
registered dietician, social worker,
health information manager,
housekeeping supervisor, maintenance
supervisor, activity director,
Administrative Nurses, and facility
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depends on director of rehab. The monitoring will

changing from one energy source to another, a be continued by the Maintenance

delay of not _ Director or as directed by the Quality

more than 10 seconds shall be permitted. Assurance Committee. 6/3/14
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