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F 000 INITIAL COMMENTS

. A Recertification Survey was initiated on
: Q8054 and conciuded an 08/OTH 4, with
, deficiancles cited at the highest Scope and

| Tothe best of my knowledge and
F 000, belief, as an agent of Carter Nursing
a' and Rehabilitation Center, the
. following plan of correction
constitines a writtan allegation of r
substantial compliance with Fedaral
Medicare and Medicaid

ny deficigncy stalement énbind witts risk ("} denates & déhcienc

‘hor safeguards provide Sullicient proteciion t4 the patinnts, (See instrust
llzwing the dais of survey whsther or nat 8 Plan of correction s provided.
1ye felivwing the dute these documents are mads available to the facilty.

aErath parficipation.

ona.} Except for nursing homes. the fin

 Severity of an 'F" ‘ :
F 1571 483.10(b){ 11} NOTIEY OF CHANGES F 157 requirements,
§8=D " (INJURY/CECLINE/RCOM, ETC) - Preparation and execution of this
: ‘ | plan of correction does not constiute
i A faciiity must immediately inform the resident | ¢ @n admission or dgreement by the
1 consuit with the resident's physician: and if - provider of the truth of the facts !
, known, notify the resident's lega! representative ¢ allaged or conclusions set forth in the
or an interested famlly member when there isan . alleged deficiencies. This plan of
~accident invoiving the resident which results in ; " correction is prepared and/or
Vinjury and kas the potential for requiring physician " evecuted solely because it |
sintervention; a significant change in the resident's : required b rgvis'o P 5
{ ' physical, mental, or psychosocial status (e, & | | State Loy | O Visions of Federal and
; deterioration in health, mental, o psychosocial podlelaw, " )
, status in either life threatening conditions or . Itis the practice of Carter Nursing &~ 9/17/14 |
. climical compiications); a need to alter freatment - Rehabilitation Center to notify a
' significantly (i.e., a need to discontinue an ! resident's physician when an
Vexisting form of treatment due to adverss " alteration in treatment oscurs,
| Consequences, or o commence g new form of | Resident #4's physician was notified
! | reatment): or a decision o transter or discharge - on 8/6/14 by the RN unit manager
I i the f’@ﬁj\d@;’?t from the faﬂmty as Sp&’Cfﬂﬁd 0 : regarﬁfng several refuga[s of
 §483.12(a). medications. No new orders were
: . , ‘ i - received from the physician.
- The facility must also promptly notify the resident : : )
i @nd. if known, the resident's legal representstive | ; Ris;dent s care plan w:?s tpdated to
. or irteresied family member when there iz a refiect th,at {es_mfen% periodically spits
‘change in room ar roommate assignment as ! out medications. L
specifled in §483.15(e)2); or a changs in - All current resident MAR's will be
i resident rights under Federsi or State law or reviewed by the Mealth Information
- regulations as specified in paragraph (b)(1) of Management Coordinator by 9/5/14
- this section, to ensure that no other resident has
. been affected. Residents physician
t The facifity must record zad periodically updats . will be notified by the ficensed
- the address and phanel numiber of thef resident's nursing unit manager in the event
: legal representative or interested family member. that any alteration in treatment is
ABORATCRY DIRECTOR'S OF REOVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE nDEEdfpm. .E}‘f_’jR FEVIEW. {x8) DATR
Uinlry

m coréeting providing i is detalrminsdthar
dings staled sbove am disclossble 50 days
and plans of comection are disciozabie 14
lan of comection is requisite o continuad

e the mstitutian may be axcused fro

For nuesing homes, the abave findings
If deficlencies ara oited, =n appravad p

et e st 2 1A 1 A om0 R—

R
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| ' The Staff Development Coordinator
and ADON will provide education to

F 157 ; Continued From page 1

- This REQUIREMENT is net met as evldanced
by

" Bazad on record review, interview and review of

! the facility's policy, it was determined the facility

fatled to ensure the Physician was notified whern

there was an alleration in treatment for ong (1) of

3) sampied residents (Resicent

i #4). Interview and record review of ther July and

- August 2014 Medication Administratiors Racord
{(MAR]} revealed medications ordered wers not

- given as ordered or as scheduled reloted to

; Resident #4 either refusing o take the

. Medications or spitting the medication out,

fHawever, there was na documenisd avidanca the

| Physician was notified of the alteration in

treatment regarding the madications refused or

spil oul
l

tweniy-three (2

- The findings include:

' Review of the facility's poliey titled, "Change in
i Condlition” effective date 12/01710, revealed a ‘
, change in condition was an indication the currant |
' care and treatments were no longer aporopriste |
I and the Physician and other members of the
 health care team were to be consulied 1o deat
“with the thange and plan reatment aliernatives.

. Record review revealed the facility initizily
| admitted Resident #4 on 08/18/05, and
Fre-admitted the msident on C8/12/14, with

( | diagroses which included Cerebral Vascular

Accident with Left Side Hemipteaia,

! - Nen-Alzheimer's Dementia, Coronary Artery
i Digeasa, Acute Desp Valn Thrombosie (DVT), & |
biood clot in a deep vein, and Dysphagia, difficuity |
‘swallewing, Review of the Quarterly Minimem ‘

F157.
: all nurses and CMT's regarding the

Center's "Change in Condition and

Physician Notification™ practice by

b4,
[ The Health information Management

Coardinator will parform 10 MAR E /
audits weekly X 12 weeks. Audit i
findings will be discussed weekiy in = }
the Center's Focus committes :

meeting and any issues addressad,

Audit findings will also be forwarded /
to the Canter's QAPI committee

manthly X 3 for review to ensure ths

soiution is sustained,

I

f
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F 157 .[ Continued From page 2
' Data Set (MDS) Assessment dated 05/20/14.
s revesied the facility assessed Resident 44 as
| being severaly cognitively impaired,

i
- Raview of Resident #4's July 2014 Physician
- Ordars revealad orders for: Metoprolol Tartrate

i (used to treat several cardiovascular diseases) 25 ;

. milligrams (mg) twice dally, Pentasa {used to

- treat inflammation of the colon) 500 my four
‘times a day, Metformin HCL [Dizbetes

i medication} 500 myg twice daily, Zosor

i {chalesterol medication} 20 mq tablet once daily,

~and ProMed Liquid Pratein 30 milliliters {(mi) twice

' daily.

1 Review of Residant #4's MAR for June 2014
“revealed the medication Metoprolol Tartrate was
' documented as not administered one {1) time on
FDBIRE/M4, the 7:.00 PM dose. Doses of the

i Pentasa medication were documentad ag not

; administered on the following dates and times:

- 08/08/14 at 7:00 AM; 06/14/14 at 11:00 AM:

P DB/28/14 at 11:00 AM, 3:00 PM, and 7:00 P
fand on 06/27/14 at 3:00 PM. Doses of the

. madication Mefformin HCL were documented as
not administered on; 06/08/14 2t 9:00 AM; and on
' OBf26/14 and 0B/27/14 at 3:00 PM.

, However, review of Resident #4's MAR for July

and August 2014 revealed a pattern of

! medications documentad as not administered

- when Certified Medication Technician (CMT) #4
was administering medications. Review of the
July 2014 MAR: the medication Metoprolol

! Tartrate at the 7:00 PM dose ware documented

| as not administered on 07/01714, 07/02/14,

- U7106114 thraugh 07/09/14, 07112414 through

0771514, O7/18/14, 07/20/14, 07/21/14, 07724114 |

 through 07727114, 07/30/14 and 07/31/14, 2 total

F 157!

i

: !
‘ |

; | f
i

P
{

t
FIIRM CME-Z56T(02-98) Pravious Varsions Qbaolate

Event ID:CNUPH Faciity iD: 160571

if aondinuation dheet Page 3 of 24

L LT -



PRINTED: 08/21/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_0938-0%97
j (A2} MULTIELE SONSTRUCTION (X3 DATE SURVEY
COMPLETED

II STATEMENT OF CEFICIENCIES K1) PROVIDERISUPPLIER/CLIA f’
IRENTIFICATION NUMBER, A, BUILOING i
y L . f

1 AND PLAN OF CORRECTION

| ] 185263 B VNG i 08072014
’ MARE OF PROVIDER OR SUPPLIER | STREETADDRESS CIVY, STATE, 21F AODE
CARYER NURSING & REMABILITATION CENTER 250 TCDAVID BLVD f
L F GRAYSON, KY 41143 |
a M | SUMMARY STATEMENT OF DEFICIENCIES : n] FROVIDER'S PLAN OF CORRECTION (28
PREFIX {EACH DEFICHENCY MUST BE SRECEDED BY FULL i PREFX (BEACH CORRECTIVE ACTION SHOULD BE | FEMELETION
TAG REGULATORY R 15C [DENTIFYING IEQRMATION) P otag CROEE-REFERENGED TO THE ABPROFRIATE DATE
' ‘ ; DEFICIENGY)
i | j |
. FA157, ‘ {

F 157 : Cortinued From page 3
i of nineteen (19) doses; the medication Pentasa
1 3:00 PM and 700 PM doses were documented
"as not administered on 0701714, 07/02/14,
070814 through 07/09/14, Q7I2Ma4, 07Mand,
P Q754 0T84, O7120014, Q7/21714, O7/24/14
, through 07/27/44, 07730714 and 07731 14, atotal |
“of thirty-six (36) doses; the medication Matformin . i
i 3:00 PM doses were documented as not given an {
07101744, 07/06/14 through 07/09/14. D724, ‘
(0713014, 07115014, 07/18/14, 07720714, 724714,
( OT124114 through 07/27/14, 07/30/14 and |
'07/31/14, a total of seventeen (17} dozes; the |
{ Zocor medication 7:00 PM dose was documented )
" as not given on 07/01/14, O7/02714, G706/ 4 1
' through 07/09/14, 07/12/44 through 0715/14, j : ;
: 07118114, Q772014, 07721114, 0724714 through ;' i ' i
CO72714, B7120/14 and 07/31/14, a tntal of : : |
! ningteen (19) doses: and the FroMad ; ;
documented as not given at the 4:00 PM dose on :
FOTAXM4, OTI0EM14 through 07/09/14, ortang,
(07113714, 07715114, 07/18/14, 072014, G724,
07724714 through 07/27/14, 07/30/14 and :
1073114, a total of sevenieen {17) doses,
Further review of the July 2014 MAR reveaisd
FemT #1 had initisied all the shove doses of
s medications as not administered, |

. Review of the August MAR revealed: the 7:00 PM
, Metoproiol Tartrate dose was documented as not )
Fgiven on 08/01/14, 08/0214 and 08/05/14: the |
- Pentasa medication 3:00 PM and 7:00 PM deses ;
' documented as not given on 08/01/14, 08/02/14
- and 08/05/14, the Metformin medication 300 PV i
_dose dosumented as not given on 08/01/14, ; !
t 08/02/14 and DB/05/14; the Zocor 7:00 PM dose )

; was documented as ot given 08/01/14, 08/02/14 | !

*and 0B/05/14; and the 4.00 PM dose of ProMod

- documented as not given DR/02/14 and 08/05/14. |

_Further review of the August 2014 MAR ravealeg

Evont ID:5NUPYI Facllity 1D 100571

|
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|
|
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£ 157 !

F 1587 | Continued Erom page 4 |
edications as | :

v

LOMT g1 had initinled all the above m
ot administerad,

i Interview with CMT #1 on DB/D7/14 at 1017 AM, !
regarding the July and August medication i
. admiristration not administered, revealed
* Resident #4 “rarely" tock the medication for him
" desgpite mulliple atternpts to administer it. The
CMT revealed the resident would not open histher !
mcuth or would spit out the medications when he
r gave them. The CMT stated the facility's process |
; wis followed when the medications were nat i
administerad, as the charge nurse was notified

"and the "Administration Record” was completed ;
nating why the medication was not administered. | )
CMT #1 further stated it was the charge nurse's
1 responsibifity to notify the Physlsian, and § was

i important o natify the Physician when

; medications were not administered. He revealed |

, e one from the facility had addressed the " ; ;
- - administration problem however. ’

Linterview, on 08/07/14 &t 3:41 PM, with Licensed |

Practical Nurse (LPN) #1/Supervisor reveslag !
; She waorked with CMT #1 and had provided care |
for Resident #4. The LEN statad she ;
administared Resident #4's Coumadin and had
 difficulty because ha/she wauld spit it out, but was ;
+ evantually able (o get the rasident to lake the : _

medication. LPN #1 stated she did nnt remember | !

CMT #1 informing her Resident #4 was not taking ; ; .f
 his/her ordered medications, However, she ! 3 #
| staled such occurrences were supposed to be , ‘
reported so they could investigated and ensure ? :

“there was not a problem. In addition, the LEN | ;
Frevealed it was important to notify the Physician
116 determine if Resident #4's treatment needed o | ;
; be changed: such as a different medication form, | ;
, diffgrent doses or imes, or less medication, :

FORM CMS-2567(02-89] Previous Versions Cisclate Event £ CNUFPT
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F 157,

F 157, Continuzd From page &

Intarview, on 08/07/14 2¢ 10:00 AM, with

' Reglstered Nurse {RN) #1/Unit Manager (UM)
revesled # Resident # 4 was not taking hig/her
. madication the CMT was suppased ‘o inform the ;
-nurses who were to investigate and sontact the |
| Physician. The RN/UM alse revealed It should

have been brought to her attention and indicated ;
the the treatment plan might have needed to be | i

: changed,

Hinterview, on 08/07/14 at 4:43 PM, with the :
Director of Nursing (DON) revealed uvinless a !
problem was identified they reviewsd the
Hresident’s MAR prior to care plan conferences,
; and stated the facility was not auditing the
Administration Record. The DON revealed they .
depended o CMTS o inform the nurses ifa :

. resident refused histher readication and on the

' nurses o notify the Physician, Per irterview, she .

stated nurses should have been informed if 5

. Resident #4 was not faking the medications, and | :

L the Physician notified. She stated the conesrn 5 ;
- was the resident had not taken prescribed ‘F
- medication; however Resident #4 had not
experienced any negative outcome from the i
~missing the doses of medication.

Interview with the Physician on 08/07/14 at 4-31 i
PM, revealed she was unable to recat if she was
- notified Resident #4 had not taken medication,

- but stated she should have been. The Physician
| revealed If she had been notified she and faciiity j
- stalf could have determined which madications . | ‘ ,
were not taken and investigated ways to get the F j
medication adrinistered. She stated, after being :

. netified by the Surveyar of the medications not
given, the missed blood pressure madication was i
| important; howaver, Resident #4's vitg| signs had | j
Event D ChLUR Faciity [0 100871
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F 157 ; Continved From page 6

i been checked and were stable.
F 176, 483.10[n} RESIDENT SELF-ADMINISTER
s5=r DRUGS IF DEEMED SAFE

Anindividuat resident may self-administer drugs if;

; the interdisciplinary team, as defined by
. $483.20(d)(2)ii), has determined that this

" practice is safs.

| This REQUIREMENT is not met @2 evidenced

by:
~ Hased on obsarvation, interview, record review

fand review of facility pot

H

icy, it was determined the

i facility failed to assess residents for their abitity to

saflely self administer medications and

aszessed to sately self adrninister, for four (4}
unsampled residents,
Cand O,

| Observations revealed the four (4) unsampled

residents had both ever the caunter {OTC) and

s prescrited medications stored in their roorms &t
bedside, which included medications, sunh ag,

 OTC saline nasal spray, OTC lubricating eye

' drups, prescribed inhalers, prescribed eye

medication drops and OTC pink Bismutr

; stomach medication.

The findings include:

. Review of the facility's "Self-Administration of
. Medication” poficy, undated, residents who
- desired to self administar medications ware

tzam (IDT) determined the resident was safe to
"do g0, and it was sale for other residents in the
f

rmedications stored appropriately m their rooms if

permitted fo do so if the facility’s interdisciplinary

Unsampled Resitents A, B, :

]

PRERX
TAG T CROSS-REFERENCED TO THE APPROFRIATE
DEPICIENCY)
Fi57:
P78 1pig the practice of Carter Nursing &

- Rehabifitation Center to ailow

- residents to self-administer drugs if

* deemed safe to do so by the

:‘ interdisciplinary team.

" The current policy “Seif-

© Administration of Medication” has

" been revised znd re-named: “ Best

' Practice Guidslinas for Self-

* Administration of Drugs”.

' The nursing administration team

' {Sheils Rice, RN, Al Tackett, RN,

' Sharon Price, RN, Ronda Debaard,

" RN, Stephanie Dunn, RN) will check

] all resident rooms in the Center

- before 8/31/14 for bagside
medications to assure that no other

_ residents are affected.

. Unauthorized medications will he

- removed and resident’s responsible
party notified far dispositicn.

 The mterdisciplinary team will

~ determine whether those residents

affected, {unsampied residents A, B,

€ & D) are deemed safe 0 selfs

administer medications, 50, a

physician’s order will be obtainad

regarding self-administration as welf

dsan order to be kept at bedside if

desmed appropriate. Care plans will

J {
| 9/17/14 /

)
|
|

e e
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- be updated to reflect the residant's
F176; request and ability to self-administer

F 176 Continued From page 7
faciiity. This determination was to be mada o |
' the IDT's routing and quarterly assessments for
; rasidents wishing to self administer, and the
, Tesident was o compiste a “hedside record”
“indicating admiristration of the medication stored |
rat bedside. The "bedside record” was ic be ;
, reviewed by nursing staff on each shift and by
' Administration with the information decumented
on it ransferred to the resident's Medieation
; Adminigtration Record (MAR) kept at the nurse's

station. :
i !

|
i Review of ihe facility's, "Bedside Medication

“Storage" poficy, undated, revealad the Tacility was |
L ensure an Grder for medication 1o be stored at’
i 1he resident’s bedside was obtained and present

. in the resident's medical record, Continusd

| raview of the Policy revealed a leckatie drawer or ’
| cabinet was required only if unlocked storage was
1 deemed inappropriate fo prevent access of the

- medication by wandering, confused residents,

' Review of the Policy reveated all nurses znd

. dides were required to report and take any

- unauthorized medication found at bedside to the

‘ charge nurse whe return the medication fo the

, resident’s family or responsible party.

H

i 1. Observation on 08/05/14 at 11:27 AM, reveslad
i Unsampled Resident A's bedside table contained ;
@ bottle of OTC liquid dry eye medication, a bottla
+ of saline nasal spray, & prescripion Combivent
. inhater, prescription Systane lubricating eye
'drops, and Systane gel aye drops, all ying on top
- of the bedside table, and easily accessible o i
. other residents. Additionat ehservation an X
F 08706114 2t 9:35 AM, revealed the all the same
 glorementicned medications comtinuing ta be
_slored on the residant's bedside fable, and nore
' of the medications were cbserved to hava an

!
. medications in a safe manner. }
. Alicensed nurse or certified ; 1
- medication technician will be ;
responsible for the documentation 1
. of the self-administered medications
-~ after asking the resident if he/she
" has self-administered the
medication. Allcensed nurse or
certified medication technician will
also chack the resident’s bedside
medications to ensure that the open
dates are listed on the containers as
well as removing any medications
. _that are expired and reordering
" ‘medications as needed, f
I
i
{

© Notation of these guidelines will be

' reflected in the residents care plans,

Residents will be educated on the

proper storage of bhedside ‘ ;

medications and discouraged from :

lezving the medications out on }

bedside tables, etc. |

Nursing staff will receive education !

| from the Staff Development

J Coordinator and/or ADON by

' 9/12/14 regarding the current “seif- ‘

| Adrninistration of Drugs” best ; i

- practice guidelines and revisions. ‘
The ADON will monitor the ‘

|+ perfermance of the self- J

. administration of madication ff

i
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i

" opened date.

 interview with Unsampled Resident A on 08/06/14
at 8:35 AM revealed he/she had been a nurse for
- & long time and was aware of how to usa the :

medications.

: Review of Unsampled Resident A's clinical

. Tecord revealed the facility sdmitied him/her an

- 04/12/12, with diagnoses which included Chronic \

p Afrway Obstruction, Chronic Kidnay Disease, f

. Diabetes, Anxiety and Edema, Review of the

Physician Orders for August 2014 revealed

i orders which included: Systane Liguid Gel aye
drops, ardered 03/11/14; Systane 0.3-0.4% eye

drops, ordared 03/11/14: saline nasal spray, :

i ordered 03/18/13; and Combi Respimale '

- {Comblvent) inhaler orderad 11/25/13, Continued |

review of the August 2014 Physician orders

i reveated no documented evidence of g written _

order indicating Unsampied Resident A could saif

- administer medications; however, the orders

indicated these medications could he kept at

pedside. Further review of the Algust 2014

: Physicians orders revealed no documented

evidance of an order for the OTC dry ays

medication chaerved to be stored al the

- resident’s bedsids,

' Review of the Medication Self Administration

- Review sheet dated 06/01/14 reveaied
Unsampled Resident A was capabla of

t medication self administration: howaver, there
. was no documented evidence the resident had
- been assessed for self administration of the

j Combivent inhader. or the Systane eve drops.,

| Revisw of Unsampled Resident A's
: Camprehensive Care Plan {CCR), dated

" practice by completing weekly
K176 | audit on all residents that practice
[ self-administration of medication.
. Immediate correction/re-education
will occur if any infractions are noted

during the audit. The results will be
disrussed at the Center’

5 weekly

FOCUS committee meeting (Sheila
Rice, DON, Al Tackett, ADON,

Infection Control, Sharo

n Price, RN,

Ronda Deboard, RN, Stephanie

Dunn, RN, Vicki Stapieton, BN, MDs,
Connie Erwin, RN, MDS Judy
Holbraok, LPN, MDS, Kim Royse,
Social Worker, Bonnie Broughton,

'l Dietary, Lisa Radjunas, Activities,

and forwarded to the Centers QAP

committee {Joe Brainard,

Administrator, Kari Shie

Ids, MD,

Brent Lykins, RPH, Sheila Rice, DON,

Al Tackett, ADON, Sharon Price, BN,
'| Staff Development, Ronda Debward,
| RN, Stephanie bun n, RN, Vicki
' Stapleton, RN, MDS, Connie Erwin,

RN, MDS Judy Holbrook

. LPN, MDS,

Kim Royse, Social Worker, Bonnie
Broughton, Dietary, Lisa Radjunas,

Activities, Gary Walker,

Ermvironmental Sarvices,

lennifer |

Cotton, Business OFffice Manager,
Matt McCoy, Maintenance) monthly

X 3 months for review to ensure that
the solution is sustained.
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F 176 Contirued From page 9

' 08102144, revealad he/sie was care planned to

- broperly store and administer medications left gt :
+ bedside with interventions which ineluded having
i & Physician's Order in place to self administer ‘

, medications.

' Additionaliy, quarterly medication self

| administration review sheets were requestad for
i Unsampled Resident A: howaver, the faciity
| Provided no documented evidence of tham,

'2. Observation on 08/05/14 at 11:48 AM,
' revesled the bedside table contained & bottle of
| prescription eye drops and two (2) prascription

. inhalers. Additional observation an 08/05/14 ot

1010 PM, revealed: the 8ye drops were Pataday
- prescription eye drops with no opaned date, and
' the inhalers were & Cambivent inhalar, with no

! openad date, and & Dulsra inhaigr, with no

i opened date.

! Interview with Unsampled Resident & on 08/08/14 }‘
@t 110 PM, revealed staff had educated hirm/her

i abaut e rmedications,

| Review of Unsampled Residen: B clinical record

_ tevealed the facility admitted him/her on 02716011,
' with diagnoses which included Morbid Obesity,
| Atrial Fibrittation, Chronic Airway Obstruction,

. Depression, Anxiety Congesgtive Heart Failure.
- Review of the August 2014 Physician Orders
revealad orders which ingluded: Dulara 200

L micrograms {meg /s mcg inhaler, order date ,
; QB/27/13; Combivent inhalation spray, order date
0771113, may keep at bedsids; and Fataday :
' 0.2% eye drops, order date 01/09/12, However,

: continued review of the August 2014 Physician

- orders revealaed no documantad evidenes of
“written order for Unsampled Resident 8 to self

F

F 176’

i

|

T 10357
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F 1761 Continued From page 10
| administer medication. Additional review of the
- Physician Qrders reveaied the Combivent inhaler ,
, had an order indicating it could be kept at ‘
l' bedside; however, there was no documented
. evidence of orders indicating the Dulers inhaler
tand the Pataday eve dreps could be keptat ; |
| bedside. . ? 1 !
! B

‘Review of the Medication Seff Administration
' Revisw sheet dated 08/07/14 indicated
i Unsampled Resident B was capable of :
. medication self administration in 2 areas of the
 assessment except reading the prescripton |abel, | : s
i for which the resident was assessed as needing ?
i assistance in reading labels of medications. X :
|
|

' Review of Unsampled Resident B's cop,
| undated, revealed he/she would properly salf
+ administer the Combivent inhaler, Ocean Mist
i‘ nasal spray and Nystatin Powder which were left
‘at bedside. Continued review revealad
[ interventions that included keeping the i
j medication in a locked box for which hefehe and )
nursing staff would rotain a key, Review of the
| CCP revealed Unsamplad Resident B was
| assessed as being able W proparly solf ;
" administer medications, which included the ability
! o read the medication label, Mowever, the :
. Medication Self Administration Review sheet
' dated 08/07/14 assessment indicated ha/sha : ;
| needed assistance in reading the medication ‘ E ‘
i b 'J
!
|

:

; labels.

| Additionally, the quarterly medication self ;
- adminlstration review shpets wers requested for :
' Unsampled Resident B; however, the facility i i

| provided no documented evidence of them. ; { _
| 3. Review of Unsampled Resident G's clinica) | 5 ! F/
Bvent I GNP Facifty 1tn 100571
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F176 | Continued From page 11 F 1?’6f
frecord reveaied the facility admitted hirméher on !
1 02/08/10, with disgnoses which incluced End

Stage Renal Disease, Congestive Heart Failure, :
" Anxigty, Depression Ghrenic FPaln and Chranie !

L Ainway Cbstruction.

/
: i f
Observation on 08/07/14 at 1.30 PV, of , f
Unsampled Resident C's hedside tahls revegied | i i
Hhe following medications stored on the table: i ; ?
» Proair inhaler {may keep at bedside): Tudeza ; ' {
- Prassair inhaler, with no epenad date; OTC i

'Liguitears; QTG eyawash, expired 10/2013, not

' opened; Gentarmyzin ephthalmic eve drops,

i expired 08/2013; and Symbicort inhaler, with ne

‘ cpened date, ;
! ; |

Finterview with Unsampled Resident G on ;
1 DB/G7/14 3t 1:30 PM, revealed the nursing ‘ ;
 assistants had helped him/ber “clean out the
closet a fow days ago” and he/she "had not got | "
Faround te throwing out the expired medication”. : .
' |

t i
. Review of Unsampled Resident C's Physician ' ; ‘
. Orders for August 2014 revealed erders which | ’ J |
tincluded: Tudorza Pressair 400 micq, orderad : : f
i 06/23/14; Symbicort 160-4.5 meg inhaler, ordered |

. 0B/23/14: Renvels 800 milfigrams (my), ordered :

' 07/22014, may keep at bedside and seif :

L administer; Liquitears eya drops, ordered
04421111, and Proair HEA 90 meg inhaler, crdered |
087277114, may keep at bedsida. Contirued

review of the Orders aiso revealed an orderfor

| Levaquin 500 mg, an antibiotic, ordared 07/29/14 | ‘

, for Cellulitis in right lower extremity. Howsver, 1

further review of the Physician's Orders revesled | '

' no documented evidence of an order for i' ’ i

'

- Unsampled Resident € to self adminigtar
- medication. :
: I

Event 10 OB Facility Iy 100571
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f
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I

. Residant C had been gssessed as fully capable

i of medication self administration with the 4 ;

Fexcaption he/she needed assist with proper hand

“washing technique priar to and fallowing self ;
administration of medication which the resident | :

| would require as hershe had right lower extremity

' Cellutitis for which the Levaquin antibiotic was

| ordered.
t

- Additionally, the quartarly medication self

" administration revigw sheets were requested for i
| Unsampled Resident C; however, the faaility )
. provided no documented evidence of them. ?

| Review of Unsarmpled Resident C's CCP dated | _3

102312, ravealed hefshe would properiy store ) _‘ ;

 the Renvela and Proair HFA which was Physician | : f

s ordered and indicated to be kept at badside and

. seff-administered, interventions inclided the !

¢ medication would be kept in a locked bax in the

i night stand and the resident would reain the key, |

it wass indicated there was 2 Physician's Order in |

f place, and that Unsampled resident O could ? '

: properly self-administer medications, Howeaver,

" the Medication Self Administration Review ; |

! assessment dated 07/22/14, indicated : I
Unsamplad Resident C needed assisiance with | i [

" hand hygiene pricr ta and after rmedication ' ' "

: self-administration; and the rasident had ’

- Levaquin ordered for night lower extremity ‘ :

Feelluiitls, ; ;‘ , f

]

4. Qbservation on 08/07/14 at 1:40 PM, revealed |
| & nearly empty, approximatel ten {10} miililiter=s
{mi) bottie of OTC pink Bismuth upset stomach
- medication on the bedside tabla. Interview with
! ' Unsampled Resident D, at the time of
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F 176 Comtinued From page 13 Fi17s f 7;
! observation, revesiad the resident stated he/she ; ;

+ Would have to get more when out with his/her f
 farnily next time. | !

Review of Unsampled Resident D's elinical record ;
raveaied the facility admitted hirmvher on 0271171 4.1
t with diagnoses which included Congestive Heart '

i Failure, Genaral Csteoarthritis, Atrial Fibrilation | Q

, and Vitamin B Deficlency. Review of the August : I
- 2014 Physician's Orders revealod no dosumented - : |
evidence of orders for any medications which f i {
s could be lef at bedside. 5 j

» Review of the Madicatian Self-Adrmitistration
;‘ Review dated 08/07714, revealsd Unsampied !
" Resident D had been assessed as fully capable |
- of medication salf administration.

i Additionally, the Quarterly medication gelf

| administration review sheets were requested for
, Unsampled Resident L however, the facilty

" provided no docurmenied gvidence of them,

i Review of Unsamplac Resident D's CCP dated
B8RV NA4, ravealag Unsampled Resident D would |
| Properly administer medications left ot bedside, . :
Interventions indicated there was a Physician's X
i Order in place for the resident te selfadministar !
, Imedications, even though review of the August !
" 2014 Physician's Orders revealsd no doctmentad |
| ! ¢vidence of an ordar for this, Additionsity, the i
1 ' CCP indicated the resident would obtain a locked |
| box to keep at bedside for medications, I
Interview with Registared Nurse (RN) £2 on : ‘
- G8/07/14 at 4:42 PM, revealed the Medication i : [
i Self Administration Review sheet was the only | : ,
- teaching toal she used 1o educate the rasidents ; i
[ on medieation self administration. Continued | ]
kvant IT CNUP 1 Fagilty 1 100871
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F 178 ; Continued From page 14 F 173,

review revealed she did not have residents sign
the sheat o indicate they had received and ; ;
- understoad the education. : ?
]
Interview on 08/07/14 at 5:29 PM with the
Director of Nursing (DON) and the Adminigtrator i
, reveated that at this time thare was not any ; ;
| documentation to verify the residents had _
s received or understood the medication seif ; !
i administration teaching. Continued intarview ;
, fevealed that per the self medication ’
 adrninistration review sheet, the resident was
responsible far storing the medication and the
| nurse wag respensible for the documentation of |

| administration. i
j

e
v

! Additional interviews an 08/07/14 at 325 EM,
| 3:30 PM, 3:32 PM and 2:42 PM with Licensed

" Practical Nurse (LPN) #1, LPN #2 | PN Aland _

| LPN &4, 3:00 PM 10 11:00 PM skift supervisors '
y and Charge Nurse, respectively, revealed the . !
| process for determining if a resident was able to
- self administer medications was for the resident
10 be assessed, an order would be writen by the
i Phystcian to indicate which medications coutd
stored at bedside and the medications wera to
kept Jocked in the residents’ night stand until

| reatly for usa. LPN #3/Supervisor indicated the

I medications should alse net be loft in plain sight ;
. of other residents and shouid be in 2 drawer, but i : ;
- was unaware f the drawer nesded to beiocked, }
Hinterview with Certified Medication Technisian ?
 {GMT) 42 on 08/07/14 at 6:07 PM, revesfed

- medizations which were kept 2t bedside Warg i
Hreflected on the electranic medication ! : 3 _
F administration record (E-MAR) at the appropriste ;
time for administratior, She stated she would go | ;
1o the resident, remind them ta administer the ‘

Evernit {0: CNUP Fagifty I 10057+
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F 176" Continued From page 15 F 176 f
. medication; however did nat always watch them | 1 f
, take the medication, and would retura in a faw ; i i
" Minttes 1o see if the resident had adninistered
i the medication,
 Interview with the DON on 08/07/14 2t 6:30PM ¢
, revealed the facility did not have an effectjive i
* System in place to monitor residents 1o ensure :
' medications were kept lacked in a drawer or that X
 the resident was aware of the side effects of the | :
¢ medications. She continued by stating that ! ) ‘
. Iy i ' " et
. 1tis the practice of Cartey Nursing & 9/17/14

. without an effactiva monitoring process in place,
" other residents (wandering/confused} residarnts
feould be harmed by the medications ieft on the
! residants’ bedside tables,

Fazs, 483.258/h) FREE OF ACCIDENT

S8=E . HAZAFGDSISUF’ERWSION!DEVFCES

- The facifty must ensyre that the resident

| environment remains as free of aceident hazards ;
| 8% is possible; and each resident receives :
. adequate supervision and assistance devices in

" prevent accidents,

e e

i Thig REQUIREMENT s not met as evidenced
by

" Based on observation, interview, record review

i and review of tha facility's Empioyee Handhook ;

- and documentation, it was determined the facility |

failed 1o provide a safe resident environment :

i partaining to tha facility's beauty shop, which

- contained potentially harmitul itemns, being feft
unattended with the doar opan, and wandering

Iresfdants in the facility,
i

* Rehabilitation Center to provide a

| resident environment that remains as

 free of aceident hazards as possible;
F 3237 and that sach resident receives

- adequate supervision ang assistive
devices to prevent ascidents,
NG residents were affected by this
practics,
The Center's Administrator has
provided the Beaytician education
. regarding the Center's expectations
; & handbook ss refated to *Accident
© Prevention and Bafety” on 8/27/14.
The Administrator and/ar DON will
perform weekly audits X 12 wasks
during normal beauty shop hours
- (Wednesdays) o ensure that the
* door is shut and fockad if the shop is
' unatfended, In the event that an
 infraction is noted, immediate re. 5 {
education will soeyr. ; |

| Audit results will be forwarded to the
- Center's QAP committee monthly X,
. 3 months for review to ensure the "

. solution is sustained,
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AND PLAN OF CORRECTION ICENTIFICATION NUIARER: . COMPLETED }
A BUILDING
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. i DEFIGIENY)
F 323

F3235 Continued From page 15
" The findings inciude:

i Review of the facility's, "Accident Prevension and

| Safety” from the Employee Handbook dated
March 2012, revealed sccident pravention was a

“continuous effort on the part of aff staf =

Interview with the Director of Nursing ( OONjon
| 08/06/14 at 1:35 PM, ravealed the facility did not |
' have a safety policy for the beauty shop, ;

. Dbservation on 08/06/14 st 1:22 PM, revealed the
" beauty shop door was open, the ight onand ng !
~onwe observed in the shop. Continued abservation ;
 revealed inside the baauty shop on the wash bowl ;
 counter a pair of scissors, meta! hair clips, a rofl
: of quarters, metal halr pick, 8 can of hair spray !
“and a container of Barbicide (a sanitizing '
~solution). Further observation revesled a curling . |
Firon plugged in, with an orange light on, indicating |
it was heated and ready for use. in a sloton the
. side of the counter,

- Review of faaility documentation revesied the

, facility identified eleven (11) residents with Gode
 Alert bracefets which indicated they were

[ wandering regidents,

. Review of the Minimum Safety Data Sheet

' (MBDS) for the Barbicide, dated 12/30/09,

; revealed to avoid ingestion and eye contact with
. the produet, and it was to be kept out of reach of ,
 children. Continued review of the MSDS revealed |
[ in ingested the preduct could cause "mrobabls
; mucosal damage” and circulatory shock: and

. immediate medical attention shouid be s0Lght

|

i

. Review of the MSDS for the hair spray, updated i
. October 2011, ravealed the potential haalth :

i continuztion shee Page 17 of 24

FORM CMS-2567(02-58) Pravicus Versions Obsolate Event i3 ONUR 11

Faclily ity 100671

Tow



CEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/21/2014
CFORMAPPROVED
OMB NO, 08380391

(X3 DATE BURVEY

CENTERS FOR MEDICARE & MERICAID SERVICES

STATEMENT OF DEFICIENCIES [1X1) PROVIDER/SUPPLIERICUA
AHE PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING
155253 { o oamTicoig
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COMPLETED |
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BUMMARY STATEMENT OF DEFICIENCIES

Ay I
PREFIX ' (EATH DEFICIENGY MUSY BE PRECEDED BY FULL
TAG REGULATORY OR LEC IDENTIFYING INFGRMATIONS CROSSREFERENCED 7O THE APPROFRIATS
OEFICIENGYY

FROVIDER'S PLAN OF CORRECTION :
(EACH CORRECTIVE ADTION SHOULD BE : COM&}P;.;EF’GN

F 323! Continued Fram page 17
I effects were: for eves the product might cause
; mikd, Fansient irritation i it came in contact; for
" the skin it might cause mild, transien! irritation
»inhalation the hair spray might cause mild,

| transient respiratory irvitation; if ingasied it might
cause mild gastrointesting! irritation with nausea,

: vomiting and diarrhea. Continued review of the
i MSDS revealed in the case of accidental

induze vomiting and seek medical atiention if it
appeared necessary in the judgment of the

eafler”

an D8/06/14 2t 123 PM, revealed for resident
safety the beauty shap should not be left open
. and unattended.

resident to histher room. She further stated it

" open and unattended. Additional intsrview with

she went to get 2 resident, or take a resident
. back to their room which took Jess then five (5)
! minutes to do sither way. Per intarvigw, she

* from $:00 AN te 5:00 PM, and she had been
| returning a resident to their room on G8/06/14
when the door was ebserved to be oper and

[ “human” and somatimes forgot; however,

F 323!

s for
t

. ingestion, dilute with fluids (water or mitk), co not
i i
"interview with Licensed Practica) Nurses (LPN) #2 _

! Interviaw with the Beautician on 08/06/14 at 1:30
. PM, revealed she should have closed and loaked i
the beauty shop door when she was retuming a

was a resident safely cancern to leave the shop

' the Beautician on 08/07/14 at 7:15 PM, revealed
- she had been educated on not leaving the shap
Cunlocked and unattended, However, stated she
| sometimas left the beauty shop door open when

- stated the beauty shop was open on Wadnesday

Unattended. Further interview reveaied it was not
common practice to leave the door to the beauty |
- shop open and the shop unattendad, but she was

i

|
|
|
|

| J

if sontinuation shest Page 15 of 24
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{Xi) PROVIDEREURELER/CLIA
IDENTIFICATION MUMBER,

STATEMENT OF DEFIGIENCIES
ANE PLAN OF CORRECTION !

1RE283

MULTIPLE CONSTRUSCTION
LHLDHNG

COMPLETED

B
&

(E
I
I
f

[X3) DATE SURVEY }
}
j

BLOWING ! O8/0712014

NAME OF PROVIDER (R SURPLIER
CARTER NURSING & REHABILITATION CENTER

f STREET AJORESS, CITY. STATE. 77 COBE i {

250 MCDAVID BLVD
‘ GRAYSON, Ky 41143

PROVIDER'S PLAN GF EORRECTION 58]

C COMPLETION

sy SUMMARY STATEMENT OF DEFICIENGIES
PREFD, {EACH DEFICIENCY MUBT BE PRECEDED 87 FULL
Tha REGULATORY O& LSC IENTIFYING INFORMATION)

10 ]
BREM {EACH CORRECTIVE ACTION SHOULD BE
TAG i CROSE-REFERENCED 10 THE APPROFRIATE
DEFICIENTY)

OATE

Cindizated # left open and unattended wandering
; residents could enter it

Fnterview with the DON on 08/06/14 at 135 P

]

1

st F 323" Continued From page 18

f i revesled the Feautician had been educsted on

ot leaving the shop open and unattended bafare |

L as itwas 3 safety issue to do so. The DON
indicated the beauly shop should be locked If

unattended.

interview with the Administrator on 0807114 at
712 PM, reveated it was big expectation for the
I baauty shop door to be closed and locked when
- notin use, and for staff to be cognizant of that
'fact. He stated he was unaware of any instanoe
where the beauty shop had been left open and
unattended before; howsver, indicated it was a
resident safety concern for it not to be locked,
; Continded intervisw revealsd the facility had
residents who had been idantifiad as elopement
risks and wanderers,
F 441, 483 85 INFECTION CONTROL, PREVENT

S&=0 SPREAD, LINENS

b o

. The facility must establish and maintain ar
Hnfection Control Program designed to provide a
safe, sanitary and comforiable environment and

'of disease and infection.

{a} Infection Controf Program
The facility must establish an Infection Control

Rrogram under which it -

in the faciity;
{2} Dacides what procedures, such og igolation,
should be appiied to an ndividual residert; and

to help prevant the development and transmission

L {1) Investigates, controls, and prevents irfections

‘

' {3) Maintains a record of incidents and corrective

F323

:8/17/14 {

I Itis the practice of Carter Nursing &
441 Rehabiitation Center to maintain an _' F
i Infection Control Program designed |
to provide z safe, sanitary, and
cemfortable environment to heip
prevent the development and
transmission of disease and :
infection, : J
SRNA #4 was immediately made :
aware of the deficient practice and
provided re-education regarding j [
appropriate infection contro! ;
practices. Resident #4 was provided
with & clean Prevalon boot as well as j
" clean bed iinens to prevent the f
- potential spread of germs. : |
Infection Control iogs have been :
reviewed by the Administrator and

if eantinuaticn sheet Page 19 of 22
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FORM APPROVED

OME NO,_$928-0391

(X3 DATE BURVEY

CENTERS FOR MEDICARE £ MEDICAID SERVICES
(1) PROVIDER/SUPPLISAACLA

STATEMENT OF DEPICIENCIES
IDENTIFICATION NJMEBER,

ALY PLAM OF CORRECTION

ﬁ (2 MULTIPLE CONSTRLICTION
[ A 8L

COMPLETED

JILDING f

188252 [ B G ! 0810712014
NAHE OF PROVIDER OR SURFLIER STREET ADTRESS, OITY, STATE, 217 CODE ;
. 250 MCDAVID BLYD f
CARTER NURSING & REHABILITATION CENTER GRAYSON, KY 41143 |

am SUMMARY STATEMENT OF DEFICIENGIZS o PROVIDER'S PLAN OF CORRECTION -

i fl (EACH DEFICIENCY MUST BE PRECEDES By FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE e N
THG REGULATORY OR L5C IDENTIFYING INFORMATIEN) TAG CROSS-REFERENCED T0O THE APPROPPIATE £
. DEFICIENSY)
' - DON and no increase in UTi's is
F 441 noted among other residents during

F 441! Continued From page 19
| attions relatad to infections,

(1) Preventing Spread of infection
(1} When the Infection Control Program
f . determines that a resident needs isolation to
prevent the spread of infection, the fasility must
! fanlate the resident.
; (2) The facility must prohibit employees with a
" eommunicable disease or infected skin lesions
| from direct contact with residents or their food, if
. direet contzct will transmit the disease.
" (3} The facilty must require staff to wash their
' hends after each direct resident contact for which |
i hand washing is indicatad by accepted ;

" pratessional practios,

t

i

() Lingns
~ Personnat must handle, store. process and
i franzport inens so as to prevent the spread of

! infection.

|
/ This REQUIREMENT s not met as evidenced |
by ‘

} ; gased on observation, interview, record review |

| ' and review of the facility's policy, it was ‘

| | determined the facifity failed to provide a safe,

’ , sanitary and comfortable environmeant o help

| prevent the development and transrnission of

| F disease and infection for one (1) of twenty-three

if . (23) sampled residents (Resident £8).

{ i Observation revealed staff falled to remove their

| ' gloves and wash their hands after providing Foley |
' catheter/perineal care for Resident #4. prior to :

: providing olher care to the resident,

during 2014.
. All resident rooms/bathrooms were
+ checked on 8/27/14 for proper
- storage and labelling of bedpans by
the iicansed nursing unit managars,
The Btaif Development Coordinatar
t and/or the ADON will provide
. Infection control education by
- 917714 to all nursing staff related to
the Center's practice as it pertains to
hand hyglene, glove usage,
storage/lzbatling of bedpans and |
other personal items, ;
© The Staff Development :
Coordinator/ADON will complete
. foley cath care/perineal care’
~ observation audits twice weekly on
different shifts and with different
rursing staff members. Bedpan
storage audits twice weekly X 12
weeks. Audits will ocour throughout
¢ &l 3 shifts. Immediate correction
. @nd re-education will be provided for
any noted infractions. Results will be
forwarded to the Centers QAP
commitiee monthly X 3 months for
review to ensura the solution is
sustained,

b

|
|
|

|

! | In addition. observation on initiaf tour on OB/05/14
F Event DICNUP T
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AND FLAN OF CORRECTION IDENTIFICATION NUMBSR: A, BULDING

]

| 185252 ! 8, WING I G8/07/12014
' STREET ADDRESS. GITY, §TATE, ZIF CODE

NAME OF PREVIDER OR SUPPLIER
250 MODAVID BIVD

G
CARTER NURSING & REHABILITATION CENTER GRAYSON, KY 41143
Xy SUMMARY STATEMENT OF DEFICIENSIES i o PROVIDER'S PLAN DF CURRESTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ,  PREFIX | (EACH CORRECTIVE ACTION SHOULD BE I oOMPLETION
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|
|
!
|

i

F 441, Continued From page 20 _
, and on 08/07/14 revealed a bad pan on the !
 bathroom floor of room #4 and a fracturs bed pan | ;
. in tha hand rail in the bathroom of room #8. Both !

items were uncovered and untabeled, :
, i

i The findings Inchuce;

1. Review of the facility's infection Cantra! Foligy ! .
. and Procedure Manuat policy: : i ' |
"Handwashing/Hand Hyglene, revise parmz2, i
revealed the faciiity considered hand hygiens the |
| primary means (o prevent the spread of ’
linfactions. Continued revisw revealed )
| handwashing was o be performed bafors moving |
i from a contaminated body site fo a clean body
; Site befora and after resident care and after : f
" handiing contaminated articles. 2 ;
i t :
I Review of Residant #4's medical record reveated | !
| the facilly ariginally admitled Regiden: #4 on f
i 08/18/05 and re-admitted the resident on ; ; - j
, 06/12/14 with diagnoses which included Disbetes, : i i
- Cersbrovascular Accident (CVA) with Left ; ? }
+ Hemiparesis, Non-Alzheimer's Demertia, and .
- Neurogenic Bladder (problems with ihe urinary | : _1
. bladder caused by the nervous system). Review "
. of the Quarterly Minimum Data Set (MD3) X :
P Assessment, dated 05/20/14, reveslad the facility :
| assessed Resident #4 as being severely : }
- cognitively impaired. Raview of the bewel and
f - bladder assessments revealed the resident was
| ‘always Incontinent of bowel and had a urin ary
' catheter. Review of the care plan related to i
i Resident #4's indwelling catheter revealed X : ‘
, catheler care was fo be provided each shift : i

: !
' Observation of Foley catheter and perineal care )
i to Resident #4 by State Ragistered Nurse : ‘

| Asgistant (SRNA) #4, on 08/08/14 af 11:06 AM, | |

Event iD: CRUR 11 Faciilty i $081571 i continustion sheat Page 21 of 24
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FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT
(TO BE USED WITH CMS-2786 FORMS)

PROVIDER NUMBER - FACILITY NAME " | SURVEY DATE
" 185253 ' CARTER NURSING & REHAB ‘ e 08/06/14
k6 DATE OF PLAN K3 MULTIPLE CONSTRUCTION
APPROVAL 3 A BUILDING
- TOTAL NUMBER OF BUILDINGS 1 j 8 WING
1985 j a . CFLOCOR
N .
- NUMBER OF THIS BUILDING 1 D APARTMENT UNIT
LSC FORM INDICATOR | COMPLETE IF ICF/MR S SURVEYED UNDER CHAPTER 21
Heaith Care Form || SMALL (16 BEDS OR LESS)
12786 2000 | EXISTING 1 PROMPT
K8:
2786R 2000 NEW 2 SLOW
‘ 3 IMPRACTICAL
| ASC Form
2786U 2000 EXISTING LARGE
| | 2786U 2000 NEW o 4 PROMPT
| : S 5 SLOW
E:F/MR Form ! 6 IMPRACTICAL
2786V, W, X | 2000 EXISTIG
2788V, W, X | 2000 NEW APARTMENT HOUSE
7 PROMPT
K8
| | SELECT NUMBER OF FORM USED 8 SLOW
. FROMABOVE 9 IMPRACTICAL
{Check if K29 or K56 are marked as nof applicable
inthe 2786 M, R, T, U, V. W. Xand Y.} ENTER E - SCORE HERE)
k29 [ | w56 [ K5: e.g. 2.5
|
“Ke: FACILITY MEETS LSC BASED ON (Check afl that apply)
Al Az, [ A3, [ as ] As. [
(COMP. WITH (ACCEPTABLE POC} (WAIVERS) {FSES) {PERFORMANCE
ALL PROVISIONS) BASED DESIGN)
FACILITY DOES NOT MEET LSC [ K0180
\
|
B. [] A, B. [] c. U
! FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE

I {All required areas are sprinkiered)  {MNot all required areas are sprinklerad}  (No sprinkler system)

*MANDATORY

Form CMS-2786R Test Web Base Training Page 27



PRINTED: D8/21/2014
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GENTERS FOR MEDICARE 4 MEDICAID SERVICES OMB NO. 0938.5321
GTATEMENT OF DEPICIENGIES (%1} PROVIDER/SUSPLIERICLIA (X2} MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AMD PLAN OF GORREGTION JOBERTIFICATION NUMBESR, A BUILDING 01 - MAIN BUILBING 04 COMPLETED
7 185253 B. WiNG | __0808/2014
NAME QF PROVIDER 0OF SUPPLIER STHEET ADDRESS, GITY, 8TATE, ZiF GODE
T SING 3 REMABILITATION CENTER 280 MCDAVID BLYD
CARTER NUR RE ' GRAYSON, KY 41143
Meyin | SUMMARY STATEMENT OF DEFICIENCIES : [Is} ! FROVIDER'S PLAN UF CORRECTION ' (x5
PREEIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX 1 (EACH CORRECTIVE ACTION SHOLLD BE { COMPLETION
TAG REGULATORY OR LEC IDENTIEYING INFORMATION) S S CROSS-REFERENMCED TO THE APPROPRIATE | DATE
\ DEFICIENG Y !
i g g
| Kooo!
|

K 000 | INITIAL COMMENTS

. GFR: 42 CFR 483.70(a)
" Building: 01
| Plan Approval; 1985 f ;
i Survay undar: 2000 existing if
. Facility typa: SNF/NF f
"Type of structure: One story Type 1. | i
: Smoke Compartment; Five (5) smaoke ' .
i compartments
_ Fire Alarm: Complate fire alarm systam. Panel
' upgraded in 2006.
| Sprinkier Systern: Complete automatic {dry/wet) ?
, sprinkler system, System natalied in 1985, E
Generator: Type I i
' A Standard Life Safety Code Survey was ! i
| conducted on 08/06/14. The facllity was found to i ;
be in compliance with the reguirements for ‘
| participation in Medicare and Medicaid in ‘
: accordance with Title 42, Code of Fadaral :
| Regulations, 483 T0(a) et seq. (Life $afety from :
I Fir@}, | i

B

H

i

I

' H {
§

t ROVIDER/SUPPLIER REFRESENTATIVES SENATURE - TI7LE i GATE
; ¥ Slael4

4SNP L ARG
h en asiedak (4 denotes s deficiency which the institution may be excused fiom corrating providinglit is defermimed that
nursing homes, the findings stated above are disclosablo 80 days

cther sateguards prcvide fintt protection to the patlents, (See Instructions.) Except for
nursing hames, the above findings and plans of cotraction ara disclosahle 14

fallowing the fate of survey whether or fiot a plan of corredtinn is provided, For
days following the date these documents ara made availzbie to the facifity. ¥ deficiencles 2 cited, an approved plan of gemection is requizite to continued

progeam participabion,
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