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F 000 | INITIAL COMMENTS F 000
AMENDED
A Recertification Survey was conducted on .
05/27/15 through 05/29/15 with a deficiency cited
at a Scope and Severity of an "E". In addition, a
Life Safety Code Survey was conducted on
0527115, with the highest deficiency cited at a
SIS of an "F".
F 6502 | 483.75(j)(1) ADMINISTRATION F 502 | what corrective action{s) will be accomplished | 7,5,/
58=E for those rasidents found to huve been affected
The facility must provide or obtain laboratory by the deficlent practice:
services to meet the needs of its residents. The IThere were no residents jdentified to have been affected by
facility is responsible for the quality and timelinass the deficient practice. To pravent any possibility of residents
of the sarvices being affacied by this deficient practice, all medication rooms
' {1, 2, 3 and 4) on every unit were invenioried by the Assigned
Administrative Nurses (#1, #2, #3 and #4). All laboratory and
medical equipment was checked for expiration dates with no
This REQUIREMENT is not met as evidenced expired aguipment identifisd, This was completed on 05/29/15
by; {See Attachment A).
Based on observation, intarview and facility | How will you IdentHy other residents having the
i i P H il i potential to be affected by the same deficient
policy re\new._lt e fa?mhty . practice, and what corrective action will be
to ensure expired laboratory and medical taken:
equipment were not accessible for use. N . ST
Observations gf the met_:licatipn rooul'ns‘revealed ali"l:cte; by m':ﬂme d;ﬁ%umegmﬁ?inyzﬂfamm‘w
laboratory testing supplies with expiration dates of andfor medical equipment being delivered to the units will be
02/2014, and 01/2015. inventeried by the assigned Unit Charge Nurse (RN of LPN)}
to ensune the already existing laboratory and/or medical
) . equipment with the earllest axpiration date is braught to the
The findings include: front for first use (See Attachment B). The Westem State
Nursing Facility 13-7 Medication Room Check was updated
: st H i to indude “Laboratory and/or medical equipment are stocked
F sview Df. the famllly s policy en'tlt!ed . according 1o shelf life with the most current expiration data in
Psychobiological/Pharmacological Interventions front for first use. Also, ihe assigned Unit Charge Nurse
Medical Treatment Rooms/Emergency Carts”, (RN or LPN} will check expiration dates to ensure the use by
dated March 2015, revealed all dated supplies dates are current, P"°”°Al:‘=: d‘:’ any gN of laboratory andfor
should be checked for expiration dates and any el bl i e Sl e
items noted to have an expired date should be
removed and sent back to the pharmacy or
central supply.
LABORATQRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

5 Lebea) A

Dipacde—

¢frafzors

Any deficiency statement endithh an asterisk (*) denotes a daficiancy which the institution may be excused from correcting providing it is detemmined thht
other saleguards provide sufficient protaction 1o the patients . (See instructions.) Except for nursing homes, the findings staled above are disclosabls 90 days
following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documeants are made available to the facility. If deficiencies are ciled, an approved plan of correction is requisits to continued
progrem participation.

FORM CMS-2567(02-89) Previous Varsions Obsolete

Event ID XXMO1

Facility 1D 100480

If continuation sheet Page 10l 3




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/16/2015

FORM APPROVED
8 NO. 09 1
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: LT COMPLETED
185228 BIWING 05/29/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WESTERN STATE NURSING FACILITY 2400 RUSSELLVILLE ROAD
HOPKINSVILLE, KY 42240
X0 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CQRRECTION I o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)

F 502 | Continued From page 1

1. Observations of the medication room on Unit
312 on 05/28/15 at 10:10 AM, revealed fourteen
(14) purple rubber top lab testing tubes and
twenty (20) green rubber top lab testing tubes
| available for use, with an expiration date of
02/2014.

Interview (post survey) with Licensed Practicat
Nurse (LPN) #2, on 06/05/14 at 10:18 AM,
revealed she worked the 11:00 PM - 7:00 AM
shift on Unit 331 and Unit 312. LPN #2 stated
she did not check blood vials because staff come
from an outside lab and draw the residents' blood
and bring their own lab testing tubes. LPN #1
stated the other supplies in the medication room
were checked once a week and any identified
expired supplies were thrown away.

Interview with the Support Services Supervisor,
on 05/28/15 at 2:05 PM, revealed using expired
specimen containers could potentially iead to
erroneous laboratory results, thus causing an
improper diagnosis and treatment,

2. Observation of the Medication Room on Unit
#321, on 05/28/15 at 10:30 AM revealed one (1)
indwelling catheter kit with an expiration date of
01/2015.

-Interview with UM #2, on 05/28/15 at 3:00 PM,
ravealed the facility should follow the expiration
date on the supplies and they should return them
to pharmacy or throw them away, UM #2 stated
the nurses should check the dates before using
the items.

Interview (post-survey) with LFN #1, on 06/05/15
at 10:16 AM, revealed she worked 7:00 PM-7:00

F 502 wWhat measures will be put into place, or what

systemic changes you will make to ensure that
the deficlent practice does not recur:

| @n 0615117, the Nursing Service Standard Of Operation
Secticn IV Provision of Clinical Services SOP 9 O; Medical
Treatment Rooms/Emergency Carls {See Attachmenl B) was |
updated by the DON toinclude: 1. All expired laboratory
and/or medical equipment is to be discarded and the most
current expirstion date placed in front for first use, 2. The
Westem State Nursing Facility 11-7 Medication Roorm Check
was updated 1o include “Laboratory andior medical
equipment ana stocked according to shelf life with the most
current axpiration date in front for first use. 3. Also, the
assigned Unit Charge Nurse (RN or LPN} will check
expiration dates to ensure the use by dates are current, prior
10 use of any type of iaboratory and/er medical equipment.

| 4. Should there be any axpired laboralary and/or medical
equipment, it will be discarded immediately (See Attachment
B).

Additionally, in-servicing was provided 1o re-iteraia these
nursing policy revisions to all the licansed nursing staff (RNs
and LPNs) presented by tha Clinical Coomndinators (#1 and
#2) beginning on 06/19/15 and completed by 06/2515. (All
licensad nursing siaff (RN and/or LPN) on leave at the time
of the in-service will review the revised policy upon first day
of return to work}., The follewing nursing revislons were
reviewed: iha medication moms (1, 2, 3 and 4) are io be
checked svery Sunday night on the 11-7 shift utilizing the
revised Western State Nursing Facility 11-7 Medication
Room Check (See Aftachment B). When any new laboratory
andfor medical equipment are delivered to the units, the
assigned Unit Charge Nurse (RN or LPN) will ensure the
already existing laboratory and/or medical equipment with
the earliest expiration date is brought to the front for first usa.
Also, the assigned Unit Charge Nurse (RN or LPN) will
ensure thet all laboretory and/or medical equipment's
expiralion date is current and stocked on the shelves and in
the cablnets with no expired iaboratary andfor medical
equipment available for use. Should thera be any expired
laboratory andfor medical equipment, it will ba discarded
immediately. This checklist will be turned in each Monday
mormning to the DON/ ADON (See Attachmant C)
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F 502 | Continued From page 2 F 502 How the corrective action{s) will be monitored to

AM on Unit #332. LPN #1 stated the medication
room checks were conducted every Sunday and
all expired medications and supplies should have
been remaved. Further interview with LPN #1
revealed she did not know supplies were stored
in drawers or under the cabinets so she had not
checked them. In addition, she stated she was

Interview with Registered Nurse (RN) #1, on
05/28/15 at 2:30 PM, revealed, the nurses on the
night shiit were responsible for checking each
medication room for outdated supplies once a
week. RN #1 stated using an expired specimen
container could possibly lead to inaccurate lab
results.

Interview with the Laboratory Manager, on
05/28/15 at 4:10 PM, revealed it was not
recommended to use any expired laboratory
supplies, and the facility staff was responsible to
check for outdated medical supplies.

Interview with the Director of Nursing (DON), on
05/28/15 at 4:30 PM, revealed the Charge Nurse
on the night shift was responsible for completing
a weekly audit of the medication room to check
for expired supplies. The DON stated using an
expired taboratory testing tube could lead to the
potential of having to re-stick the resident to
obtain the proper sample, She further stated
there was a check and balance system in place,

revealed she would have expected the night

to have remoaved any expired medical supplies.

not the only nurse who worked on Sunday nights.

but evidently it was not working. Further interview

nurse responsible for completing the weekly audit

ensurs the daficient practice will not recur, La.
what quality assurance will be put into placs:

Additionally, the assigned Clinical Coordinatars (#1 and #2)
will conduct a review of each medication mam on their
assigned units for any expired laboratory and/or medical
squipment weekly beginning the week of 06/22/15, This
review will ba conducted on a weskly basis for six months to
ensure that no expired laboratory and/or medical equipmant
available for resident use. {See Attachment D). Results of
thesa checks will be documented and tumed in to the ADON/
DON. Any identified concerns will be addressed immediately
wilh the involved licensed nursing stalf (RN or LPN).
Additienally, weekly random medication room audits will be
conducted by the ADON/TON to ensure there are no expired
laboratory and/or medical equipment avallable for use. This
audit will begin the week of 6/29/15, (See Attachment E).
These audita will ba conducted weakly times four weeks and
then monthly times fiva months. The results of tha DON/
ADON medication Room Audit will be reported to the Quality
Assurance Commitiee by the ADON/DON quartary for 6
monihs with any performance plans necessary initiated.
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K 000 ! INITIAL COMMENTS K 00D |

CFR: 42 CFR 483.70(8)

| POC ACCEPTED

| BUILDING: 01
i

PLAN APPROVAL: 1358 JUN 25 2015

| pramrst®
SURVEY UNDER: 2000 Existing | W

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: Three (3) story, Type
{222)

mn:e E COMPARTMENTS; T (13) amoke : RECEIVED

FIRE ALARM: Complete fire slarm system with : JUL 2015
heat and smoke datectors. INSPE%;;HCE OF

. OR GEN;
SPRINKLER SYSTEM: Complets automalic wet FRAL
sptinkler system.

GENERATOR: Type |l generator, Fus! source Is
ciesel.

| A Life Safely Coda Survey was completad on

| 06127118, The Eacility was found 1o ba not in

i complance with the Requirements for

. Participation in Medicare and Medicakd in

| accordance with Title 42, Code of Federal

! Ragulalions, 483.70 (a) at seq. (Life Safety from
Fire). The facility is cariified for one-hundred and
forty-four (144) beds with a cansus of
ona-hundred and ten (110) an the day of the !
survay.

The findings that follow demonstrate

LASORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIMLE [(XBYOATE

ﬁw D rec foe ‘/9'3_//5'

Any daficency lmmmelﬂnh'manlmdu(')danmnddldanq'whthmahsﬂmnmyummmwmabmmm
other safeguards provide sufficient protection to the patients. (See instructions.) Excaptfer pureing homes, the findings staled above sre disclosabla 20 days
following the data of survay whether or hot a plan of cormection b pravided. For nursing homes, the sbove findings and plans of conection ara disclossbla 14
days fllowing the dats these documents ar mede avadabie to the facilty, If deficiencies are clind, an approved plan of comaction la requisite 1o continued
pogram participetion
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noncomptiance with Titte 42, Code of Federal
Regulations, 483.70{a) el seq, (Lile Safety from
Firs).
! Deficiencies were cited with the highast
! deficiency identified at Scope and Sevarity of an
F.
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD
8SaF
Generators are inspecied weekly and exercised
under load for 30 minules per month in
| accordance with NFPA S8, 3.4.4.1.

This STANDARD Is not met as avidenced by:

' Based on interview, i was detarmined the facilily
failed 10 maintain tha generator sat by Natlonal
Fire Prolection Association (NFPA) standards.
This delicient practice affected thirtasn (13) of
thirteen (13} smoke comparimants, staff and ali
the reskients. The facility has the capacity for
one-hundred and forty-four (144) beds with a

- census of one-hundred and len (110} an tha day
of survey.

The findings include:
Duting the Life Safaty Code Survaey it was

detanmined the facility did not have a log of
docurnented monthly checks for the generator
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K 000 | Continued From page 1 K 000

K '|44| What cormactive actions will ba for those

residents found to heve bean affected by
| the deficlent practice:

NS

‘The deficient practice oifected thirteen {13) of thirteen
{13} smoke compartments, and ai? residents, staff and
visitors, On S/27/15, the Powar Plant Manager and Safety
Specialist manually tested generator lmnsler switch o
ensurg switch was opetating as

How the faciity will identiy other reskdents
heving the potentisl to be affected by the same
Heflciant practics, snd what corrective actlon
will ba takant

i On E/23/18, tha Safaty Specialist credted an Emengency Powes
Systems policy (A S1A) inthe Wastetn Stata Nursing Facility
Genaral Manual o ereuwe the genarator’s transdes switch was
manually tested onte & month and therefere maintained In
sccordante with the Nationsl Fre Protection Astocation
NFPA)] standards [See attachment AL

|What messures will be put Into place ar what
usystemic changes wili be made to ensure the
daficiant practice will net mcusn

On &35, the Safety Sprosist in-serviced sl power planl stalt
regRrng NFPA standands on penerpior kastng srd marusly 193ng
the irensfer Bwich oNca B Mants 10 Femein in compilancs wth s
Salaly code and 1o snsure It dellcient practicn doss not recar
{Sae sttachment B]. The Salety Spacaist also in-sarnvicnd powst plani
aiaif on tha new Emenpency Powsr Syalems Folicy (A 57) thal was
pt inta placs o anaum eper lsstng of the penarator and the rmanual
vEAsier Betichird. The powar pleal K3-8arwch 850 included the Litangey
one pruvaniaive mainienance (PM} mondor for the generettr
mwmwmmuummumm
oach monit (Seo sitachment C). {Anry empicyes on extended lesve &
the tetia ol In-aaniong will be inserviced upan thair retm o work)
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How the corrective actiens will be munitored to
K144 | Continued From page 2 K144/ grgure the deficient practice doas nat recur
transfer switch. Imerview on 0527/15 at 1:15
PM, with the Power Plant Manager at the S -
generator transfer switch revealed he was not m&mm,m“mm.
awara he was supposed 1o manually test the tasiad the Wird weeh of asch month and n compiance wih NFPA 99 8
generator transfer switch on a monthly basis. ::»?M‘E e aen """"""‘"’" 19) yoar
This typa of testing helps ensure the generaior mmnmmmamwm
transfar swilch is operating as inlended. Manapement commitios on 8 quartarty basis far ons {1} year
(Gee amachment 03).
The findings ware revealad to tha Acling
Administrator during the axit confarence on
05/2716.
Reference: NFPA 110 1989 sdition .
6-4.5 Level 1 and Level 2 transfer switches shall
| be oparated monthly. The monthly testofa
| transter switch shall consist of slactrically
operating the transfer swilch from the standand
postion to the allemate position and then a retumn
to tha standard position.
:
i
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