PRINTED: 11/22/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
185340 B. WING 11/14/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
220 WESTWOOD ST.
GLASGOW
Gi ASGOW HEALTH & REHABILITATION CENTER GLASGOW, KY 42144
X4y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}
Based upon implementation of the acceptabie
POC, the facility was deemed to be in
compliance, 11/14/13, as alleged.
, |
LABCGRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) 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 protaction 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 documenis are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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/! /) /> PRINTED: 10/26/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES ,f / Ver 7 ﬁ) 7/ FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES = ~/ @ OMB NO. 0938.0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION =] £ /R .5, |{X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A_BUILDING \ r Y ¥ " COMPLETED
! - > /
185340 B.WING A & : 1.0')11/201 3
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP.CODE L 7
220 WESTWGOD ST. ' '
GLASGOW HEALTH & REHABILITATION CENTER GLASGOW, KY 42141
(X4io SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION D)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFIGIENCY)
|
F 000/ INITIAL COMMENTS F 000 The submission of this plan of
cotrection does not constitute an
A Recertification suryey was conducted 10/08/13 adn]ission by the pl'o\rider Of‘any
through 10/11/13 to determine the facility's fact or conclusion set forth in the
compliance with Federal requirements. The Statement of Deficiency. This plan

facility failed to meast minimum requirements for . , . v
recertification with the highest S/S of "D". is being submitted because it is
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 required by law.
88=p | PARTICIPATE PLANNING CARE-REVISE CP
, _ ) Resident # 10 was discharged from
The resident has the n_ghl. unless adjudged the facility on 10/28/13. The care
incompetent or otherwise found to be ;

plan for resident #7 was updated on

incapacitated under the laws of the State, to . i
participate in planning care and treatment or 10/29/13 by the interdisciplinary

changes in care and treatment. team to address all resident

interventions related to falls.
A comprehensive care plan must be developed
within 7 days after the completion of the A 100% audit was Completcd by the

camprehensive assessment; prepared by an ) i
" interdisciplinary team, that includes the allending DQN on 10/29/13 for al[.icsl.dems
with a catheter. The audit will

i physician, a registered nurse with responsibilily

"for the resident, and other appropriate staff in ensure there is a MD order and care
! disciplines as determined by the resident's needs, plan addressing the catheter.
i and, lo the extent practicable, the participation of Nursing administration to bring

! the resident, the resident's family or the resident's . . :
. legal representative; and periodically reviewed COple? of the 2.4 hour l‘epﬂl‘t to
- and revised by a team of qualified persons afler morning meeting monitol tof any
" gach assassment. new catheters, Care plans will be
updated at this time as well as

| ensuring a MD order is present.

Education on care planning

. This REQUIREMENT s not met as evidenced ? h ,
catheters will be provided to nursing

" by:

Based on observalion, interview, record review staff/MDS Coordinator by the DON
- and facllity policy and process review, il was on 10/30/13 to ensure compliance.
. determined the facility failed to review and revise St . . :
i £ ation will also include
* the care plan for two (2) of fifteen (#15) samplad qff sducatio ) . !
writing a MD order timely. |
i

. residents (Residents #10 and Resident #7).

MBWUPPUER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
NN =l-ry

A y d fan, ,' slalemam ending with an aslerisk (*) denoles a deficlency which the Institution may be excused from correcting providing it is determined that
alher safeguards provide sufficient proteclion lo tha palients. (See instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whather or nat a plan of cereection Is provided. For nursing homes, the above findings and plans of correclon are disclosable 14
days following the date these documents are made avalable lo the faciiity. If deficiencies are ciled, an approved plan of correction Is requisile to conlinued

program parlic'pation.
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PRINTED: 10/26/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICUA X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IRENTIFICATION NUMBER: A BUILDING COMPLEYED
186340 8. WING 101412013
NAME QF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CONE
GLASGOW HEALTH & REHABILITATION CENTER 220 WESTWOOD ST.
GLASGOW, KY 42141
(X4} 1D SUMMARY STATEMENT OF DEFICIENCGIES 13 PROVIDER'S PLAN OF CORRECTION 5}
PREFIX | {EACH BEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIOH
e ! REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS.REFERENGCED 70 THE APFROPRIATE DATE
i DEFICIENCY)
f The DON will review the audit form
F 280 . Continued From page 1 F 280 weekly for one month to ensure care

Resident #10's care plan was no reviewed and

" revised refated to an urinary catheler and

: reoccutring Urinary Tract Infeclions (UTls) and

: Resldent #7's care was not reviewed and revised
relaled Lo falls.

The findings Include:

1. An interview with the Direclor of Nursing
(DON,} on 10/11113 at 2:25 PM, revealed the
facility did not have a spacific poficy for care plans
but utitized the "Lippincoft Manual of Nussing
Practice, Fifth Edition” for all skills and
procedures regarding urinary cathelers and UTls.

! Record review revealed tha facifily admitted

Resident #10 on 10/14/11 with dlagnosas which
Includaed Alzheimer's Dementia with Behavioral
Disturbances and Incontinence.

Review of the quarterly Minimum Data Set (MDS)
assessment, dated 09/10/13, revealed the facility
; assessed Resident #10 had a urinary cathelet,

i secondary to difficulty volding and an inguinal

; Hemia.

! Raview of Ihe Potential for Infaction related lo an
E Indwelling Calheter Care Plan, daled 09/05/13,

i ravealed ihe care pfan was discentinued on

1 09/2413; however, an observation of Resident
[ #10, on 10/11/13 at 2:00 PM, revealed a urinary
; catheter was draining light amber uring 10 the

! bedside drainage bag and dignily bag,

Interview with Licensed Practical Nurse (LPN} #1,
ton 10711413 at 2:07 PM, revealed the resident

| shoutd have a care plan and she was unsure

; when the catheter was placed, as there was no
 order for the cathetar and stated the nurse who

plans are updated. She will then
review monthly for one year for
continued compliance. Any

deficient areas will be brought to the
QA Committee for review,

A 100% audit was completed on
10/29/13 on residents with falls in
the last 30 day by nursing
administration to ensure any noted
interventions have been care
planned. The interdisciplinary team
will be in serviced by the Regional
Nurse Consuftant on 11/1/13
regarding the importance of
updating care plans with each
incident,

Incident Reports will be reviewed at
morning meetings by the
interdisciplinary team and care
plans will be updated at this time, if
applicable. An audit tool will be
developed to track the discussed
interventions. The DON will review
this audit tool weekly for one month
to ensure compliance with care
planning the interventions. She will
then review the audit tool montlily
for one yeat to ensure compliance.
Any deficient practice will be
reviewed with the QA Committee
quarterly.

iy N4
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PRINTED: 10/25/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X5} PROVIDERISUPPLIERICLIA (%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
186340 B.VHG 10/19/2013
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GLASGOW HEALTH & REHABILITATION CENTER 220 WESTIOOD ST.
GLASGOW, KY 42141
{X4) I SUMMARY STATEMENT OF DEFICIENCIHES 0 PROVIDER'S PLAN OF CORRECTION (45
PREFIX ! (EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX [EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENGY}
o
F 280 | Continusd From page 2 F 280

taceived the order, should have updatad the care
[ ptan,

| An Intarview with (he Director of Nursing {DON),
ion 101113 at 2:25 PM, revealed the ficensed

i nurse, whio worked the unil the day the ordar was
1 received for the catheter and the antiblolic, from

l! the physician, shoufd have reviewed and revised
i the care plan. The DON stated the urinary

| cathetar was noled on the Trealment Record but
! there was no mention of the catheter being

: placed in the physiclan orders, nursing notes or
the care plan, and she stated the care plan
should have bean completed by the charge nurse
i or {he licansed nurse who received the order.

2. A review of the facility policy "Fall
Management’, daled 01/01/10, revealed staff
would review the current plan of care and if
necassary revise intarventions, or if no plan of
care Is in place, develop a plan of care to reduce
! {he likelihood the fall would reoccur and minimize
! the risk of injury refated fo a falt.

{ Record review revealad ihe facllity admitted
Residant #7 an 05/24/12 with diagnoses to
Hnclude Delidium, Parkinson's Disease,

! Osteoporosis, Ostevarthiills, Chronic Pain and
I Verligo.

j Reviaw of the MDS assessment, dated 07/24/13,
¢ revealed the facilily assessed Resident #1's

' cognition as cognilively intact and to have had

" one {1 fall with no reportad injury since the last

: raview.

. A review of facility incident reports ravealed
; Resident #7 had elght (8} falls between 05/06/13
[ through 10407113, However, review of the

!
|
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PRINTED: 10/25/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {Xt) PROVIDERISUPPLIER/CUIA {X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBESR; A BULDING COMPLETED
135340 B.WNG 10/41/2013
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
GLASGOW HEALTH & REHABILITATION CENTER 220 WESTWOOD ST.
GLASGOW, KY 42141
XD SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORREGTICN )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B COMPLEFION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED FO THE APPROPRIATE DATE
: DEFICIENGY)
F 280 | Continued From page 3 F280]  Resident # 10 was discharged
gl:lséig;m #7's Comprehensive Care FPlan, dated from the facility on 10/28/13.
2, revaalad thers were no revisions made s
i 1o the care plan related to falls since 03720113, The physician was COI“a?ted on
| 10/30/13 for resident #7 in
! An observation of Resident #7, on 10/08/13 at regards to the missed UA.
| I13245 PM, f(;a\égale:i hGEIIShQ was Iyi?gdon t?:e;:e:.
rulsing and discoloralion were noted around the ,
i right eyi with a dressing noted above the right A 100% audit was completed on
L eye. 10/29/13 by nursing
o administration for residents with
. An inlerview with the MD'S Coordinalor, on . .
| 10111413 at 9:20 AM, rovealed orders were a catheter to ensure tifo'se
! changed, on the care pian by the floor slaff, as residents have a physician order
new orders are oblained. for the placement of the catheter
An inferview with the Assistant Director of Nursing as well as a care plan.
| (ADON), on 10111713 al 10:05 AM, revealed care
| plans ware updated by the interdisclplinary team. Nursing staff will be inserviced
g The ADON reported that nat all interventions are by the DON on 10/30/13 on the
care planned. \ ,
importance of documenting the
An interview with the DON, on 10/11/13 at 10/20 order on the physician orders as
: AM, revealed staff would not add every well as care planning the order.
¢ intervention to the care plan and this was :
dstermined by the interventions placed. The . .
| DON stated the staff made appropriate The medical records custodian
: Interventions for the resident falfs. will bring a copy of each
F 281 : 483.20{k){3)i} SERVICES PROVIDED MEET F 281

$5=0 | PROFESSIONAL STANDARDS

‘Fhe servicas provided or arranged by the facility
| must mest professional standards of qualily.

b

|

. This REQUIREMENT is not met as evidenced
“by:

" Based on observalion, intervisw, record reviaw
and facility process review, it was determined the

physician order to the morning
meeting to ensure any catheter
that was placed has the
appropriate order. An audit form
was developed on 10/29/13 to
track and trend a MD order was
obtained for the placement of the
catheter as well as a care plan
completed by the

FORM CMS-2567(02-99) Previcus Varslons Obsolete
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PRINTED: 10/26/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUFPLIERICHIA (X2 MULTIPLE GOHSTRUCTION [X3) OATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A HUILOING COMPLEYED
186340 B. VARG 10/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAYE, ZIP CODE
GLASGOW HEALTH & REHABILITATION CENTER 220 WESTWOOD ST.
GLASGOW, KY 42141
(%910 ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG | REGULATORY OR LSC IDENTIFYING INFORLUHON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
!
F 281 | Continued From page 4 F 281 The DON will review this audit

f facility failed to provide trealment and sarvices

! that ms! professional standards of care for two

i (2) of fiftgen (15) sampled residents (Residents

! #7 and #10). The facilly fafled fo follow the

, physiclan's arder to obtain an Urinalysis {U/A) for
' Resident #7 and to obtain a physicians order for
an Indwelling urinary catheter for Resident #10.

The findings Inclzde:

An interview with the Director of Nursing (DON,)
on 10/14/13 at 2:25 PM, revealed the facility did
not have a specific policy for urinary catheters or
cars plans but utilized the "Lippincett Manual of
Nursing Practice, Fifth Edilion" for all skiils and
procedures regarding urinary cathelers and U/As.

1. Record review revealed the facility admitied
i Resident #10 on 10/14/11 with diagnoses which
included Incontinence and Alzheimer's Dementia.

An observation of Resident #10, on 10/11/13 at

: 2:00 PM, revealed a urinary calhetar dralning light
i amber urine to the bedside drainage bag and
dignity bag.

Revisw of the physician's orders revealed there
was no physician order for the Indwalling urinary
catheter.

An inferview with Licensed Practical Nurse (LPN)
i #1, on 10711713 al 2:07 PM, revealed the resident
i shoutd have a physician's order for the cathalar

i and he was unsure when the catheter was placed
i and stated the nurse who recaived the order,

! should have written the order, in the resident's

. chart,

* An Interview with the DON, on 10/11/13 at 2:26

sheet weekly for one month to
ensure an order was obtained for
a catheter. She will then monitor
the audit monthly for one year
and report any deficient practice
to the QA Conmumittee.

A 100% audit was completed on
10/29/13 to ensure all lab ordets
in the Jast 30 days had the
appropriate foliow up.

The medical records custodian
will be responsible for bringing
lab orders to the daily meeting so
they can be placed on an audit
tool to track they were completed
as well track any follow up that
is needed.

A copy of the audit tool will be
monitored weekly by the DON
for one month to ensure
compliance. This will then be
‘reviewed monthly for one year
and any deficient practice will be
reviewed with the QA
Commifiee,

A\CNTE
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PRINTED: 10/25/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (Xf) PROVIDER/SUPPLIERICLIA {X2} MULTIPLE CONSTRUCHON (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185340 B. NG 10/11/2013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 2IP CODE
LAS HABILI N CENTE 720 WESTWOOD §T.
G GOW HEALTH & RE TATIO TER GLASGOW, KY 42141
K10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ®s)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG | REGULATORY OR LSG ICENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 281 ; Continued From page 5 F 281 :

M, revealed the urinary catheter was noted on

: the Trealment Record but there was no physician
; order. The DON stated the ordsr should have
been completed by the charge nurse or the
Hicensed nurse who recelved the order.

i

{ 2. Record review reveafed the facilily admitted

| Residant #7 on G5/24/12 with diagnosis of Urinary
: Tract infection (UT1.)

| Review of a physician's order, dated 07/03/13,

! revealed an order for Macrobid (an antiblotic) 100
mg by mouth (PO} for seven {7) days, with an

{ Urinalysis {UA) to be complsted in ten (10) days

| (O7/10143).

i Review of Resident #7's laboratory results

[ revealed there was no evidance an UAwas

: completed per the physician's order.

. Aninlerview with LPN #2, on 10/10/13 at 10:10

' AM, confirmed an UA was ordered to ba

: completed for Resident #7, alter completion of

i the antibiotic therapy. Tha LPN staled, when an

. order was received, a laboratory requisition was

| generated and (he needed tost was placed on the
: calendar, at the des¥, to ensure completion,

¢ An interview with the DON, on 10/11/13 at 40:45
| AM, revealed the ticensed staff were to lranseribs
! orders and complete the requisitions for labs and
: place a note on the calendar, at the desk for the
- appropriate dale. The DOMN staled the UA should
- have baen obtained, whan the physician ordered.

{
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EventID:P1E
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PRINTED: 11/22/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185340 B. WING 11114/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
GLASGOW HEALTH & REHABILITATION CENTER 220 WESTWOOD ST.
GLASGOW, KY 42141
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES i8] 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
DEFICIENGY)
!
{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
POC, the facility was deemed fo be in
compliance, 11/14/13 as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE "(X8) 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 grotection 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 lo continued
program participation. :

FORM CMS-2567{02-99) Previous Versions Obsolete Event ID:P1E122 Facifity 10: 100014 H continuation sheet Page 1 of 1




/v ey ~ PRINTED: 10/26/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES i A ) e FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES | Ly /8 /. i OMBNO. 0938-0391

STATEMENT OF DEFICIENCIES (X1)' PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION /1 r Fus (%3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - A GUILDING 01 - MAIN B‘U[LDHG 61 S /LI5S COMPLETED
\ , y
185340 B. WiNG B % 7. W 10/08/2013
NAME OF PROVIDER OR SUPPLIER 2 STREET ADDRESS, CITY, STATE, ZIP CODE
GLASGOW HEALTH & REHABELITATAON CENTER g
GLASGOW, KY 42141
(X410 SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION [x5)
PREFIX i (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE COMFLETICN
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
!
i

K000 ! INITIAL COMMENTS K 000

¢ CFR: 42 CFR 483.70(a)
BUILDING: 01.

PLAN APPROVAL: 1985.
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

- TYPE OF STRUCTURE: One (1) story, Type Il
(@211).

SMOKE COMPARTMENTS: Seven (7) smoke
companments.

+ FIRE ALARM: Complete fire alarm system
_Inslalled in 1985 and upgraded in 2008, wilh 86
' smoke detectors and 3 heat detectors.

SPRINKLER SYSTEM: Complete automatic dry
' sprinkler system installed in 1985 and upgraded
£ in 2008.

. GENERATOR: Type Il generator installed in ‘
' 1987. Fuel source is natural gas. ;

A slandard Life Safely Code survey was

: conducted on 10/08/2013. Glasgow Health and

: Rehab was found in non-compliance with the

* requirements for participalion in Medicare and
Medicaid. The facility is certified for sixty-eight

. (68) beds with a census of sixty-three (63) on the

_day of the survey.

: The findings that follow demonstrate

noncompliance with Title 42, Cods of Federal E
f

/!ﬁ?vﬂﬁj@cmj\msmumtm REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
MH A N-1-%

n eftlency statement ending with an asterisk (*) denoles a deficlency which the Inslitulion may be excused from ccrreclmg providing it is datermined that
other safeguards provide sufficient protection o he palients, (See instruclions.) Except for nursing homes, the findings slaled above are disciosable 90 days
fellowing the date of survey whalher or not a plan of correclion is previded, For nursing homes, lhe ateve findings and plans of correction are disclosable 14
days following the dale these documenls are made available to the faciiity. I deficiancies are ciled, an approved plan of correclion Is requlsile to conlinued

program participation,

FORM CMS-2667(02-99) Prev.ous Versions Chsolels bwntJD P1E121 Facilly ID: 100014 If continuation sheet Page 1of 6



PRINTED: #0/25/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (K1) PROVIDERSSUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANG PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 0% COMPLETED
186340 8. WING 10/08/2013
NAKE OF PROVIDER QR SUPPLIER STREET ADDRESS, CGITY, STATE, ZIP CODE
220 WESTWOOD ST,
GLASGOW HEALTH & REHABILITATION CENTER GLASGOW, KY 42441
x4 | SUMMARY STATEMENT OF DEFICIENCIES D PROVINER'S PLAN CF CORRECTION s
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
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!
K 000! Continued From page 1 K 000 The submission of this plan of
Regulations, 483.70(a) st seq, {Life Safety from correction does not constitute an
Fire). admission by the provider of any
Deficiencies ware citad with the highest fact or concl} isiof S.et forth m. the
deficiency identified at "E" level, lState.ment of I?eﬁmency. T!n§ plan
K 026 | NIFPA 101 LIFE SAFETY CODE STANDARD Kozs| s being submitted because it is

§S=E
Smoke barriers are consiructed to provide at
feast a one half hour fire resistance raling in

: accordance with 8.3. Smoke barriers may

. lerminale at an atrium wall. Windows are

! protecled by firg-rated glazing or by wired glass

i panels and steel framaes. A minimum of lwo

' separate compariments are provided on each

i floor. Dampers are not required in duct
penelrations of smoke barriers In fully ducted
heating, ventilating, and alr conditioning systems.
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by:
Based on observations and interview, it was

| determined the facliity failed to maintaln smoke

! barriers thal would resist the passage of smoke

: batwaen smoke compartments In accordance
with NFPA standards. The deficiency had the
potantial 1o affect three (3} of seven (7} smoke

- comparimenis, twenty (20) residents, staff and

{ yisitors. The facility is certified for sixly-eight {68}
 beds with a census of sixty-three (63) on the day
. of the survey. Thae facllity failed lo ansure two

! {2) smoke barrers were sealed around pipes and
| wires.

: The findings include:

required by law.

The maintenance director sealed
the areas in regards to
penetrations in the stmoke
barriers on 10/17/13

A 100% audit of all smoke
battiers was conducted by the
maintenance director on 10/17/13
to ensure there were no others
that had been failed to been
sealed.

The maintenance director will
add a section to his vendor log
for both he and the vendor to
initial off all arcas have been
sealed properly when work in the
attic has been completed.
Maintenance director will make |
rounds weekly for 4 weeks then ¢
monthly to check to see that

there are no penetrations in fire by
walls,

¥
P
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K 025 Conlinued From page 2 K025

 Observations, on 10/08/13 between 12:25 PM

= and 1:35 PM with the Maintenance Director and
! Laundry/Housekeeping Supervisor, reveafed the
. smoke partitions, extending above the celling

| located on bolh sides of the kitchen in the Grace
‘ hal, wero penatraled by pipes and wires without
i proper sealant around the penetrations.

' tnterview, on 10/08/13 between 12:25 PM and

i 1:35 PM with the Maintenance Diractor and

| Laundry/Housekeeping Supsrvisor, revealed they
{ were unaware of the penelrations in the smoke

" barriers and they are checked on a monthly basis
* for penetrations.

| Reference: NFPA 101 (2000 Edition).

- 8.3.6.1 Pipes, canduils, bus ducls, cables, wires,
i alr ducts, pneumatic lubes and ducts, and similar
: buitding servics aquipment that pass through
: floors and smoke barriers shall be prolecled as
! follows:
+ {a) The space botween lhe pensirating item and
| the smake barrier shall
: 1. Bo filled with a maleriai capable of maintaining
i the smoke resistance of the smoke barrier, or
: 2. Be protactad by an approved device designed
{ for the spagific purpose.
: {b) Where the pensirating item useés a sleeve to
| ponetrate the smoke barrier, the sleeve shall bs
: solidly set in the smoke barriar, and the space
| betwean the item and the siceve shall

1. By filled wilh a material capable of maintaining
. the smoke resislance of the smoke barrier, or
' 2. Be prolected by an approved device dssigned
: for the spesific purpose.
* {6) Where designs lake transmission of vibration
. into consideralion, any vibration isolation shall

These rounds will be recorded in
the TELs program and reviewed
by RDFM no less than quartetly
to ensure rounds are being
completed. Maintenance director
will report any ongoing issues to
Administrator who will report on
same to the facility QA
Committee for one year.

Y
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The ignition sources in the 02
K025 | Conlinuad From page 3 K025 room on Qaklawn Hall were
;. ge mage gn gither side Zlc{lhelsmgka.barr;e;, or covered on 10/9/13. The boxes
. Be made by an approved device designed for . ) - _ ]
the speaific purposs. in the Grace Hall O2 room were
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD kore|  removed when brought to staffs

SS=E -
. Medical gas slorage and adminisiration areas are
| prolected in agcordance with NFPA 88, Standards

E for Health Care Facilities.

L

E {a) Oxygen storage lacations of greater than
3,000 cu.f. are enclosed by a one-hour
separation.

3 (b} Locattens for supply systems of greater than
: 3,000 cu.ft. are vented to the oulside. NFPAG9
14.3.4.1.2, 19324

%

P

| This STANDARD is not mel as evidenced by:

! Basad on observation and interview, i was

i determined the facility failed 1o ensure oxygen

: storage areas were protacted in accordance with
: NFPA standards. The deficlency had the polential
i {o affect two {2) of seven (7) smoke

! compartments, twanly (20} residents, staff and
 visitors. The fachity is cerlified for sixky-sight {68}
i bads with & census of sixly-three {63) on the day
: of the survay.  The facilily faited to ensure

| oxygen storage over 300 cu fl. was stored five {5)
i foal away from any combustibles and ignilion

; sources wars located five (5} feet from the floor.

: The findings include:

attention by the surveyor.

A 100% audit of the facility will
was done on 10/14/13 by the
maintenance director to ensure
1no other areas have combustible
material stored/ignition sources
with O2 tanks.

Staff will be inserviced on
10/30/13 by the Maintenance
Director in regards to not storing
combustible items with O2,

The safety committee will audit
areas weekly for 4 weeks then
monthly to ensure combustible
materials are not stored with 02
tanks,

The results of the safety
committee audits will be
reviewed quarterly at the QA
Committee for one year.

ll.\“ff\'}
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K 076 | Continued From page 4 K076

! Cbservation, on 10/06/13 hetween 12:25 PM and
£ 2:04 PM with the Maintenance Direclor and

: LaundryfHousekesping Supervisor, revesled

! twenty-one {21) oxygen tanks in the grace hall

L oxygen room wilh bwo {2) cardbeard boxes stored
- in the room with them. Furiher cbservation

: revealed fifteen (16) oxygen tanks in the Oaklawn
- oxygen roam where ignition sources were not

. located over five (5) feet from the floor.

! Interview, on 10/08/13 between 12:25 PM and

| 2:04 PM with the Mainlenance Director and

t Laundry/Housekeeping Supervisor, revealed he
. was unaware of the boxes stored in the oxygen
" room and the requirement to have any ignilion
sources located five (5} feel from the floor.

i Reference:

{ NFPA 101 (2000 edition)

83112

i Slorage for nonflammable gases greater than

| 8.5 m3 (300 f3) bul Jess than 85 m3 (3000 #3)

: {a) Storage locations shall be outdoors in an

" enclosura or within an enclosed interior space of

' nongombustible or imited-combustible

| construction, with doors (or gates outdoors) that

i can be secured against unauthorized entry.

*(b) Oxidizing gases, such as oxygen and nilrous

- oxide, shall not be stored with any lammable

| gas, liquid, or vapor.

i {¢) Oxidizing gases such as oxygan and nitrous

* oxide shalf ba separated from combustibles or

i materials by one of the following:

£ (1) A minimum distance of 8.1 m (20 ft)

- {2} A minimum distance of 1.5 m {5 fi} if the entire

- storage location Is protected by an automatic
sprinkler system designed in accordance with

- NFPA 13, Standard for the Installation of Sprinkler

i
¢

i
I
I
i
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;! Systems

" (3} An enclosed cabinet of noncombustible

: construction having & minimum fire prolaction

i rating of ¥z hour. An approved flammable liquid

i storage cabinet shall be permilted to be used for
; cylinder storage.

| {d) Liquefied gas container storage shall comply
| with 4-3.1.1.2(b)4.

i (e} Cylinder and container storage Jocations shatl
I meet 4-3.1.1.2(a) 11a wilh respect to temperature
i limitations.

! {f) Eleclical fixlures in storage locations shall

i meet 4-3.1.1.2(a)11d.

i {g) Cylinder protection from mechanical shock

- shall meet 4-3.5.2,1(b)13.

i {h} Cylinder or container rastraint shall maat
L4.3.5.2.1(hj27.

i {i} Smoking, open flames, electdic heating

* elements, and other sources of ignition shall be

| prohibiled within storage

{ locations and within 20 f (6.1 m}) of ouiside

: slorage locations.

i) Cylinder valve protection caps shall meet

1 4-3.5.2,1(b} 14,
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