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Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
on 08/20/15, as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID;9SR612 Facillty ID; 100317 If continuation sheet Page 1 of 1




Department of Health

and Human Services

Centers for Medicare & Medicaid Services

Form Approved
OMB NO, 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per respense, including time for reviewing Instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of Information

including suggestions for reducing the burden, to CMS, Office of Financial Managemant, P.O. Box 26684, Baltimore, MD 21207. and to the Cffice of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplie

r1CLIAI

Identification Number

185209

{Y2) Multiple Construction (Y3) Date of Revisit
N 3\,“:‘"1'”9 8/21/2015

Name of Facllity

RIVERSIDE CARE & REHABILITATION CENTER

Street Address, City, State, Zip Code

190 EAST HWY. 136
CALHOUN, KY 42327

This report is completed by a qualified State surveyor for the Medlcare, Medicaid and/or Clinica! Laboratory Improvement Amendmenis program, to show those deficlencies previously
raported on the CMS-2567, Statement of Deficlencles and Plan of Comection that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully idantified using either the regulation or LSC provision number and the identification prefix code previously shawn on the CMS-2567 (prefix codes shown to the left of each
reguirement on the survey report form).
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT QF DEFICIENCIES ®1) PROVIDER/SUPPUIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION JIDENTIFICATION NUMBER: A BUILDING
486209 B. WING
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2IP CODE

130 EABT HWY. 136

RIVERSIDE CARE & REHABILITATION CENTER CALHOUN, KY 42327

oD SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN GF CORRECTION o
PREFLY | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD 8E GOMPLETION
TAG | REGULATORY OR 1.SC IDENTIFYING INFCAMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAIE
DEFICIENCY)
|8Jolis
F 000 | INITIAL COMMENTS ; F 000} This Plan of correction is prepared and
submitled as required by law. By
A Recerlification Survey was conducted on submilting this Plan of Correction,
07/14/15 through 07/16/15 with deficiencles clted Riverside Care & Rehabilitation Center
the highest Scope and Sevarily of an "E*. does not admit that the deficiencies listed
F 278 | 483.20(g) - () ASSESSMENT Fo7a| onthe HCFA Form 2567 exist, nor does
$8=0 | ACCURACY/COORDINATION/CERTIFIED the Facility admit o any statements,
findings, facls or conclusions that form
The assessmant must accurately reflact the the basis for the alleged deficiencies.
resident’s status. The facility reserves the right to
challenge in legal proceedings, all
A registerad nurse must conduct or coordinate deficiencies, statements, findings, facts
each assessment with the appropriate _ and conclusions that form the basis for
particlpation of health professionals. the deficiency.
A reglstered nurse must sign and certify that the F278

assessment is completed.

1. The Minimum Data Sets (MDS) have
been modified by MDS Coordinator for
resident #6 on 7/15/15 and resident #9 ;
on 7/14/15. A modified Minimum Data

Each Individual who complates a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicald, an Individual who Set has been transmitted on 7/24/15.

willfully and knowingly cartifies a material and . s i
false statement in a resident assessment is 2. The frcility interdisciplinary team

subject to a civil monsy penalty of not more than (consisting of licensed nurses, therapy, |
$1,000 for each assessment; or an individua! who activities, and social services) will E
willfully and knowingly causes another individual review the most current Minimum Data

to cerlify a malerial and false statementina Set for each resident to assess for

resident assessment is subject to a civil money accuracy aw correct any information
penalty of not more than $5,000 for each determined to be inaccurate. This was |
assessment. completed on 7/17/15.

Clinical disagreement does not constitute a 3. The Director of Nursing in serviced
material and false statement. the MDS Coordinator and Case Manager

on accuracy of the information coded on

Section “G” on each Minimum Data Set |
This REQUIREMENT is not met as evidenced . prior to affixing their signatures on

by: 15,
BY DIRECTOR'S OR PROVIDERSSUPPLUIER REPRESENTATIVE'S SIGNATURE
3]

ending with an'asterisk {*) denoles a deficiancy which tha institution may be excused from carrecting providing it la datenmined that
sulficient protection lo the patlants, (See lnstructions.) Excapt for nuraing homes, the findings stated above are disclosabla S0 days
following the date of survay whalher or nol a plan of correclion Is provided. For nursing homes, tha abave findings and plana of correction are disclosable 14
days following the date thesa dectiments are mada available to the facility. If deficiencles are ciled, an approved plan of correction Is requisite to continued
program participation.
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/30/2015
FORM APPROVED

RIVERSIDE CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
190 EAST HWY. 136
CALHOUN, KY 42327

OMB NO. 0938.0391
STATEMENT OF DEFICIENCIES %%) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION 3y DATE SURVEY
ANRD PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
185209 B. WING 071612045
NAME OF PROVIDER OR SUPPLIER

Based on observation, Intervisw, record roview
and review of facllity policy, it was datemrmined the
facility falled td ensure the assessment accurately
reflected the resident’s status far two (2) of fifteen
(15) sampled residents (Residents #8, and #9)
rolated to ability to ambulaled In room.

The findings include:

Review of the "Resident Assessment Instrument
(RAI) Manuat Version 3.0", Section G0110
(Aclivities of Daily Living Assistance), revealed
the definition for {otal dependence was “if there
was full staff parformance of any activity with no
participation by the resident for any aspect of the
ADL activity and the aclivity occurrad three {3) or
more times. The resident must be unwilling or
unable to perform any part of the aclivity over the
enlire seven (7) day loak back period”.

1. Record review revealed the facility admitied
Residant #5 on 01/01/14 with the diagnoses
which included Convulsions, Chranic Respiratory
Failure, Dizbeles Mellitus typs two (2),
Hypartension, Chronic Pain, Atrial Fibrillation,
Dementia without behavior disturbance, and
Congestive Heart Failure.

Review of the quarterly Minimum Data Set {(MDS)
assessment, dated 07/09/15, revealed under
GO110GC, the facility coded Resident #6 as totally
dependent for ambulation while in room requiring
the assistance of two (2} persons.

2. Record review revealed the facility admitted
Resident #8 on 07/09/10 with diagnoses which
included Aftercare Traumatic Fractured Hip,
Fractured Femur, Moderate Intellect Disabiiity,
Chronic Airway Obstruction, and Dementia

Coordinator will monitor through
observation and record review at least
monthly for 3 months to assure accurate
assessnent and coding of the Minimum
Data Set, Any coding errors will be
reported to the Quality Assurance
Performance Improvement Conunittee
which includes; (Administrator, Director
of Nursing, Assistant Director of
Nursing, Staff Development
Coordinator, Social Services Direclor,
Quality Of Life Director, Medical
Records Direclor, Dietary Services
Manager, Business Office Manager,
Central Supply and Staffing, Minimum
Data Set Coordinator, Plant Ops Director
& Facility Medical Director) for
tracking and trending purposes with
follow up action taken as needed.

5. Completion Date: 8/20/15

o) 1D SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIOER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY KUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE coumLEON
TAQ REGULATORY OR LEC IDENTIFYING INFORIMATION) 6 CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
L]
F 278 | Continued From page 1 £ 278| 4. The Case Manager or MDS %\9.0‘ 15
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/30/2015
FORM APPROVED

OMB NO. 0938-0391

§8=D | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by;

Based on chservation, interview, record review,
and review of Lippincoit's Nursing Procadures
Sixth Edition, It was determined the facility falled
to ensure sarvices provided or arranged by the
facllity met professional standards of quality for
one (1) of of fifieen (15) samplad residents
{Resident #11) and one (1) unsamplad resident
{Resident A). Registered Nurse (RN) #1 failed to
check placament of a percutaneous endoscopic
gastrostomy (peg} tube prior to the adminisiration

by Staff Development Coordinator
without abnormal findings on 7/16/15.
Certified Medication Aide given
education by Staff Development
Coordinator on siercid inhaler
administration, with emphasis on
resident to rinse mouth after use by
swish & spit method on 7/16/15.
Resident # 11; Staff Development
Coordinator assessed oral mucosa
without any observations or complaints
of thrush on 7/16/15.

2. Staff Deveiopment Coordinator
compieted audit on residents receiving
steroid inhalers and feeding tube
medication administration with no
concemns identified on 7/16/15.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (2} MULTIPLE CONSTRUCTION 0X3) DATE SURVEY
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILCING COMPLETED
185209 8. WING 07/16/2016
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
190 EAST HWY, 136
RIVERSIDE CARE & REHABILITATION CENTER CALHOUN, KY 42327
o4 1D SUMMARY STATEIENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORKATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 278 | Continued From page 2 F 278
withaut Behavior Disturbance.
Review of the quarterly MDS assessment, dated
07/03/185, revealed under GO110C, the facility
coded Resident #9 as totally dependent for
ambulation while in room requiring the assistance
of two (2) persons.
intarview with MDS Coordinator, on 07/15/15 at
02:20 PM, revealed she expected MDS
assessments 1o be coded accurately and to
reflect the residenis' true status. She staled the
MDS assessments for Resident #6 and Resident Fagl
#9 were Inaccuralely coded related to walking
while in room (Section GO110-C). Sha stated ifa 1. Registered Nurse given education by
resident was totally dependent for walking that Staff Development Coordinator on G-
would mean the resident was unable o walk Tube administration with emphasis on
which would mean the resident should have been checking G-Tube placement prior to
coded as "as activity did not accur". administration. Resident A was assessed

F 281} 483.20(k)(3)(i} SERVICES PROVIDED MEET F 281
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/30/2015
FORMAPPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
186209 B.WING 07/18/2016

NAME OF PROVIDER OR SUPPLIER

RIVERSIOE CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
190 EAST HWY., 128
CALHOUN, KY 42327

SULIMARY STATEMENT OF DEFICIENCIES

of madication to Unsampled Resident A, and
Coertified Medication Alde (CNA) #1 falled have
Resident #11 rinse his/her mouth after the
administration of a sterold inhaler.

The findings include:

Review of the facllity's Slandards of Practice,
{Lippincott's Nursing Pracadures, Sixth Edition),
no date, and the facility’s policy and procedure,
titled "Medication Administralion Enteral Tubes”,
dated 2007, revealed staff should chack peg tuba
placement before and after medication
administration.

Record review revealed the facility admilted
Unsampled Resident A an 01/28/13, with
diagnoses which Included Dysphagia,
Hypertension, Congeslive Heart Failure,
Hyperlipidemla, Non-Alzheimer's Dementia,
Anxlsaty, Depression, Psychotic Disorder,
Esophageal Rellux, Psychosis, and Gastroslomy
Status.

Observation of a medicallon pass for Unsampled
Resident A, on 07/15/15 at 9:45 AM, revealed RN
#1 prepared the resident for medication
administration by placing the feeding tuba pump
on hold and taking the peg tube apart in order to
administer medicalions. Before RN #1 bagen to
flush the peg tube, and when asked if she was
going to check the placemeant of the pag tube
prior to Aushing the tube, she replied she forgot,
Whaen asked if the peg tube placament was to be
checked prior to flushes or medication
adminlstration, she replied "yes",

Review of the July 2015 Medlcation
Administration Record (MAR) revealed the

4) 1D D PROVIDER'S PLAN OF GORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
3. Staff Development Coordinator q } 0 , 15
F 281 Continued From page 3 F281| cqucated all Certified Medication Aides | ¢

and Licensed Nurses on proper
administration of steroid inhaler with
emphasis on resident rinsing mouth after
use by swish and spit method initiated on
7/16/15 and ongoing. Staff Development
Coordinator educated all Licensed Nurse
on G-Tube adminisiration with emphasis
on checking G-Tube placement prior to
administration of medications, 7/16/15

and ongoing,

4, Staff Development Coordinator and
Pharmerica Representative will audit
slaff administering steroid inhaler and G
Tube medication administration weekly
for 4 weeks, then monthly for 3 months.
Will report to the Quality Assurance
Performance Improvement Committee
for tracking and trending purposes with
follow up action taken as needed.

5. Completion Date: 8/20/2015

FORM CMS-2567(02-83) Previous Verslons Obsalata Evenl ID:9SR811
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PRINTED: 07/30/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
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ANO PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
185209 AL 07/16/2016~
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 | Continued From page 4 ' F 281

medications administered were Lasix (Diurslic)
20 milllgrams (mgs), Potassium Chioride (Mineral
and electrolyte)} 10 milliequivelanis (meqs), and
Nexium (Heartburn medication), 40 mgs.

Interview with RN #1, on 07/15/15 at 10:05 AM,
revealed she was aware of the need to check peg
lube placement prior to flushing/medication
administration and the polenlial cansequences of
not doing it.

2. Review of the Manufacturer's Guidelines, not
daled, and the facility's Standards of Practice and
policy and pracedure, titled "Meadication
Adminisiration, Oral Inhalations”, dated 2007,
ravealad "For steroid inhalers, provide the
rasldent with cup of waler and instruct him/her to
rinsa mouth and spit water back into cup”,

Observalion of 2 medication adminisiration, on
O7HM5M5 at 4:12 PM, ravealad CMA #1
administered an oral steroid Inhaler (Advair
Diskus) to Resident #11 and did not have the
resldent rinse and spit after the inhalation.

Interview with CMA #1, on 07/416/15 at 8:20 AM,
revealed she knew after the inhalatlon of a
steroldal inhater, the resident was o rinsa and
spit with water to prevent potential Thrush (mouth
rash).

Interview with the Director of Nursing (DON), on
07115115 at 1:30 PM, revealed she expected
nursing staff to follow the facility’s policy and
procedure related to checking placement of a
peg tube prior to medication administration and
the adminislration of sterold inhalers.

F 282 | 483.20(k)(3)(ll) SERVICES BY QUALIFIED F 282
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/30/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVICER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BURDING COMPLETED
185209 B. WING v 07/16/2016
MAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(%d) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION %)
PREFD{ {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)
F282 91, '
F 282 | Continued From page 5 F 282 ‘5 ‘]‘0 |5

§5=D | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with aach resident's written plan of
care.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the facility falled to
ensure services providad by the facliity were In
accordancae with the wrillen plan of care for one
(1) of fifteen {15) sampled residents (Resident
#7). Resident #7 was care planned for
continuous oxygen at thres (3} liters via nasal
cannula, howaver, observations on 07/14/15 and
07/15115 revealed the resident was not wearing
oxygen via nasal cannula,

The findings include;

Review of the facility's Standards of Practice,
{Lippincott's Nursing Pracedures, Sixth Edition),
not dated, revealed oxygen should be applisd per
physician’s order.

Record review revealed the facility admitted
Resident #7 on 06/17/15 wilh diagnoses which
Included Dlabetes Mellitus Type |, Shoriness of
Breath, Hypertension, Cough, Dyspnea of
Exertion, Altered Mental Status, and Confusion,
Review of the admission Minimum Dala Sst
{MDS) assessment, dated 08/24/15, revealed the
facility assessed Resident #7's cognition as
sevarely Impaired with a Briaf Interview for Mental
Status (BIMS) score of two (2), which indicated
{he resident was not Interviewable,

L. Resident # 7 assessed by Licensed
Nurse on 7/15/15, oxygen sat noted on
rooni air at 92% no distress noted.
Physician nofified of self-removal of
oxygen, Physician visit noted on 7/15/15
regarding self-removal of nasal cannula.

2. Licensed Practical Nurse provided
educalion on following Physicians orders
and care plans on 7/16/15. Assistant
Director of Nursing completed audit on
717115 on all residents with oxygen
orders; Physician oxygen orders and care
plans accordingly. Oxygen available, and
nasal cannulas in place with no concerns
identified.

3. All Staff will be educated by the Staff
Development Coordinator on Residents
with oxygen orders to ensure following
Physicians orders and residents care
plans. Education started on 7/16/15 and
ongoing.

4. Staff Development Coordinator and
Assistant Director of Nursing will audit
residents identified with oxygen orders
verify oxygen is in place, as ordered and
that the care plan is being followed for 4
weeks, then monthly for 3 months. Any
findings from audit will be reported to
the Quality Assurance Performance
Improvement Committee for tracking

and trending purposes with follow up
action 1aken as needed.,

5. Completion date 8/20/2015.

FORM CMS-2567(02-99) Previous Versions Obsolete EventiD:9SRE11
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PRINTED: 07/30/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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4y 1p SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION

RIVERSIOE CARE & REHABILITATION CENTER

o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLENON
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page 6 F 262

Review of Resident #7's Comprehensiva Care
Plan, not dated, revealed an intervention for
oxygen lo be administered as ordered and review
of the Physiclan's Order, dated 06/16/15,
revealed an order for continuous oxygen at three
(3) liters via nasal canula.

Observations on 07/14/15 at 10:09 AM and 2:09
PM and on 07/15/15 on 7:58 AM, revealed
Resident #7 was sitling in a wheelchalr in the
hallway or the Physical Therapy Room and there
was no oxygen available for administration.

Interview with Licensed Practical Nurse (LPN) #4,
on 07/16/15 at 2:18 PM, revealed she should be
following the care plan and physlician's ordars.
She slated she obtalned the resident's oxygen
saturatior: levels and would apply oxygen if
needed,

F328
interview with the Director of Nursing (DON), cn -
07/16/15 at 9:30 AM, revealed she would expect

nursing staff {o follow the care plan and L. Resident #7 assessed on 7/15/15,

oxygen sat noted on room air at 92% no

physician's orders. - oy .
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328 fésm’?lmf"’d' Physician notified of self-
ss-p | NEEDS moval of oxygen, Physician visit noted
on 7/15/15 regarding self-removal of
The facility must ensure that residents receive nasal cannula.
2;?;;':‘:312::: and cars for the following 2. Lic?nsed Practical Nurse provided
Injections; education on following Physicians orders
Parenleral and enteral fluids; ﬂﬂ.d care plans on 7/16/15, Assistant
Colostomy, ureterostomy, or lsostomy care; Director of Nursing completed audit on
Tracheostomy care; 7/17/15 on all residents with oxygen
Tracheal suctioning; orders, Physician oxygen orders and care
Respiratory care; plans accordingly. Oxygen available, and
Foot care; and nasal cannulas in place with no concerns
identified.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, Interview, and record
roview, it was determined the facility failed to
ensure one (1) of fifteen (15) sampled resldents
(Resident #7) recelved proper treatment and care
related to oxygen therapy. Resident #7 had a
physician's order and was care planned for
continuous oxygen at three (3) liters via nasal
cannula, howevar, observations on 07/14/15 and
07/15/16 revealed the residant was not wearing
oxygen via nasal cannula.

Ths findings include:

Record review revealed the facilily admilled
Resident #7 on 06/17/15 with diagnoses which
included Diabates Mellitus Type I, Shortness of
Breath, Hypertension, Cough, Dyspnea of
Exertion, Altered Mental Status, and Confusion.
Review of the admission Minimum Data Set
{MDS) assessment, dated 06/24/15, revezled the
facliity assessed Resident #7's cognition as
severely impaired with a Briaf Interview for Menta!
Status (BIMS) score of two (2}, which indicated
the resident was not interviewabla,

Review of Resident #7's Comprehensive Care
Plan, not dated, revealed the resident was
oxygen dependent and had potential for difficulty
breathing and Included an intervention for oxygen
was to be administered as ordered. Review of
the Physiclan's Order, dated 08/16/15, ravealed
an order for continuous oxygen at three (3) liters
via nasal canula; howevar, observations on
07/14/15 at 10:09 AM and 2:08 PM and on

M40 SUMMARY STATEMENT OF DEFICIENCIES [#] PROVIDER'S PLAN OF CORRECTION x3)
PREFIX (EACH DEFICIENCY 1UST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE o
DEFICIENCY) s
F 328 | Continued From page 7 F328) 3. All Staff will be educated by Staff 9 IJ'CI 15
Prostheses. Development Coordinator on residents

with oxygen orders — ensure following
Physicians orders and resident care plan.
Education started on 7/16/15 and
ongoing.

4, Staff Development Coordinator and
Assistant Director of Nursing will audit
residents identified with oxygen orders
verify oxygen is in place, as ordered and’
that the care plan is being followed for 4
wecks, then monthly for 3 months. Any
findings from audit will be reporied to
the Quality Assurance Performance
Improvement Committee for tracking
and trending purposes with follow up
action taken as needed,

5. Date completed 8/20/2015
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Continued From page 8

07/1515 on 7:58 AM, ravealed Resident #7 was
sitting in a wheelchalir in the hallway or the
Physical Therapy Room and there was no oxygen
available for administration.

Interview with Licensed Practical Nurse (LPN) #4,
on 07/15/15 at 2;19 PM, revealed she would
obiain oxygen levels on the residant and would
determine if the resident neaded to hava the
oxygen. She staled she should be following the
physician's orders and care plan related to the
oxygen order. She said the resident could
bacome more confused without the use of

oxygen.

Interview with the Director of Nursing (DON), on
07/16/15 at 9:30 AM, revealed she would expect
nursing staff to follow physician's orders and care
plan.

483.25(n) INFLUENZA AND PNEUMOCQCCAL
IMMUNIZATIONS

The facliity must develop policies and procedures
that ensure that —

(1) Before offering the influenza immunization,
each resident, or the resident's lagal
representalive receives educalion regarding the
benefils and potential side effacts of the
immunization;

(i) Each resident Is offerad an influenza
immunization October 1 through March 31
annually, unless the Immunization Is medically
contraindicated or the resident has already been
immunized during this time period;

(iil} The resident or the resident's legal
representativa has the opportunity to refuse
immunization; and

{(iv) The resident's medical record includes

F 328

Fax

-Fa3d

L. Resident #3 informed of risk and
benefits of pnenmonia vaccine on
7/15/15 Resident refused pneumonia

vaccine on 7/15/15.

2. Assistant Director of Nursing /

Infection Conirol Nurse audited all 68 1
resident charts on 7/18/15 to identify any :
pneumonia vaccine that had not been :
documented as given or refused- no ‘

concerns identified.

3. Staff Development Coordinator to
educate all Licensed Nurses regarding |
Pneumonia Vaccine information and
documenting offer of the immunization
initiated on 7/16/15 and on-going.
Assistant Director of Nursing / Infection
Conlrol Nurse will audit new admission

$|oo]is
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{A) That the resident or resident's lagal
reprasentalive was provided sducation regarding
the benefits and potential side effects of Influenza
immunization; and

(B) That the resident either received the
influanza immunization or did not receive the
Influenza immunizalion due to medical
conlraindications or refusal. .

The facility must develop policies and procedures
that ensure that -

(i) Before offering the pneumococcal
immunization, each resident, or the resident's
legal representative receives education ragarding
the benefits and polantial side effects of the
immunizalion;

(iiy Each resident is offered a pneumococcal
Immunization, unless the Immunization is
madically contraindicated or the resident has
already bean immunized;

(i) The resident or the resident's legal
representalive has the opportunity to refuse
immunization; and

{Iv) The resident's medical record includes
documentation that indicated, at a minimurm, the
following:

(A) That the resident or resldent's legal
represantative was provided education regarding
the benefits and potential side effects of
preumococcal Immunization; and

(B) That the resident either received the
pneumecoccal immunization or did not receive
the pneumccoccal iImmunization due to medical
contraindication or refusal,

(v) As an alternalive, based on an assessment
and practitioner recommendation, a second

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X7) MULTIPLE CONSTRUCGTION (%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
185200 — 07/16/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RIVERSIDE CARE & REHABILITATION CENTER 190 EAST HAY. 138
CALHOUN, KY 42327
o4 ID SUMISARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF GORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORKSATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 334 | Continued From page 9 F 334 T i g‘ } ad l5
page or readmissions to facility weekly for 3
documentation that indicales, at a minlmum, the months to ensure immunization records
faliowing:

Accuracy.

4, Assistant Director of Nursing /
Infection Control Nurse will audit new
admission or readmission to facility
weekiy for 3 months, Findings from
audit will be reported 1o the Quality
Assurance Performance Improvement
Committee for tracking and trending ™
purposes with follow up action taken as
needed.

5. Date Completed 8/20/2015.
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Continued From page 10

pneumococcal immunizalion may be given after 5
yeais following the first pneumococcal
immunization, uniess medically contraindicated or
the resident or the resldent's legal representative
refuses the second immunization.

This REQUIREMENT is not met as evidencsed
by:

Based on interview, record review, and tha
facility's policy review, it was datarmined the
facility failed to ensure the medical racord
included documentation to Indicate residents
either receivad the pneumonia vaccine or did not
due to medlcal contralndication or refusal for one
{1) of fifteen (15) sampled residents (Resldent
#3).

The findings Include:

Review of facility's policy "Pneumococcal
Vaceine”, last revised 12/2012, revealed, prior to
or upon admission, residents will be assessed for
the eligibility to receive the Pnaumovax
{Pneumococcal Vaccine), and when Indicated, will
be offered the vaccine within thirty (30) days of
admission to the facility unless medically
contraindicated or the resident has already been
vaccinated.,

Record review revealed the facility admitied
Resident #3 on 02/28/13 with diagnoses which
included Hemiplagia, Depression, Diabetes, and
Anxiety.

Revisw of Rasident #3's madical record ravealed
there was no documentation or natation of

F 334

%]-,whs
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F 334 | Continued From page 11 F 334 3 If).l)l 15
whether or not Resident #3 was informed about
the benefits and risks of the pneumonia vaccine,
if the vaccine was medically contraindication, or if
the resident refused the vaccine since being
admitted to {ha facility.
Interview with the Assistant Director of Nursing
(ADON), on 07/14115 at 3.30 PM, revealed she
expected when resident's were admitted lo the
facility there should be immunization records,
consents and ar refusals in place as part of the
admission procass.
Interview with the Director of Nursing (DON), on
071615 at 8:30 PM, revealed she expacied stalf
to obtain cansent for Immunizations and offer
pneumococeal vaccine if the resident meels the
criteria. She further staled, she wauld expect the
resident or legal representativa to receive
Information and education regarding the bensfits
and potential side effects of the pneumacoccal B
vaccine upon admission o the facility. .
F 371 483.35()) FOOD PROCURE, Far} 1. Dietary Aide and Dietary Cook
58=E | STORE/PREPARE/SERVE - SANITARY . educated by dietary manager and
registered dietician on 7/14/15 regarding
The facility must - maintain sanitary conditions during tray
(1) Procure food from sources approved or line service.
considered satisfactory by Federal, State or local
authorilies; and 2. Dietary Manager / Registered
(2) Stare, prepare, distribute and serve foad Dietician provided education to all
under sanitary conditions dietary staff on 7/14/15 regarding
Infection Control and maintaining
sanilary conditions during tray line
service. Review by dietary manager and
Registered Dietician of last 6 months of
l:::alth inspections without any concerns
identified regarding food borne iliness
This REQUIREMENT is not met as evidenced lst inspection date 4/17/15.
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Based on cbservalion, interview, and review of
the facility policy and procadurs, It was
determined the facility failed to ensure food was
served under sanitary conditions, Observalion
revealed Dietary Aide #1 licked her fingers while
sorting through tray cards and conlinued to serve
food from the tray line without washing her hands.
In addition, the Dietary Cook broke tray line to
retrieva items from a refrigerator and did not
wash her hands prior to relurning to the tray line.

Review of the Census and Condition, daled
0714115, revealed there ware sixty-seven (67)
residents In the bullding and two (2) residents
with tube feedings.

The findings include:

Review of the facility's policy and procedure, titled
“Dletary Services, Hand-Washing", dated
1072009, revealed staff should wash hands after
handling sailed dishes and utensils and after
using the bathreom, sneezing, coughing, louching
face or hatr, scratching, and using a

handkerchief,

QObsarvalion of tray line service during a lunch
meal, on 07/14/15 at 11:35 AM, revealed Dietary
Aide #1 licked her fingers to sort through tray
cards during tray line meal pass and did not wash
or sanitize her hands. Further observation
revealed the Dietary Cook left the tray line to go
to the refrigerator and retumed to the tray line and
did not wash her hands prior to conlinuing to
serve food.

Interview with the Dietary Cook, on 07/14/15 at
1:02 PM, revealsed she should have washed her

at that time.

taken as needed.

weekly for 4 weeks, then monthly for 3
months identifying concerns, addressed

4. Dietary Mapager / Registered
Dietician will report results of audits |
monthly, any concerns identified, results
of audits, will be reviewed monthly by
Quality Assurance Performance
Improvement Committee for tracking
and trending purpose with follow action

5. Date Completed 8/20/2015.
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by: Dietician will audit tray line service
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F 371 | Continued From page 13 Fan

hands prior to retuming to the tray line to serve
food to pravent food contamination.

interview with the Dietary Alde, on 07/14/15 at
1:05 PM, revealed she understood she should
have washed har hands after licking her fingers
and should not have licked her fingars to sort the
tray cards initially.

Interview with the Dietary Manager, on 07/14/15
at 1:07 PM, revealed the dietary staff should be
conscientious of breaking tray line and washing
hands and the dietary staff are to wear gloves
when they are directly touching food and not
during tray line.
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Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
08/04/15, 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 protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of comrection are disclasable 14

days following the date these documents are made avallable to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
program pariicipation.
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Centers for Medicare & Medicaid Services OMB NO. 0938-0380

Post-Certification Revisit Report

Public reporting for this collection of information Is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and raviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collectlon of Informatlon
including suggestions for reducing the burden, to CMS, Office of Financfal Management, P.O. Box 26684, Ballimore, MD 21207; and to the Office of Managemant and Budget, Paperwork
Reduction Project {0938-0380), Washington, D.C. 20503.

(Y1) Provider/Supplier/CLIA/ (Y2) Muitiple Construction | {Y3) Da}a of Revisit
Identification Number A. Building
185209 B. Wing 01 - MAIN BUILDING 01 .. 8/4/2015
Name of Facility Street Address, City, State, Zip Code
RIVERSIDE CARE & REHABILITATION CENTER 190 EAST HWY. 136

CALHOUN, KY 42327

This report is completed by a qualified State surveyor for the Medicare, Medicald and/or Clinical Laboratory Improvement Amendments program, o show thasa deficiencies praviously
reported on the CMS-2567, Staterment of Deflciencies and Plan of Comection that have been comected and the date such corrective action was accomplished. Each deficiency should be
fully Identified using elther the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (preflx codes shown to the left of each
requirament on the survey report form),

(Y4) ltem (Y5) Date (Y4) Item (Y5) Date (Y4} item _{¥5)  Date

Correction Correction Correction

Completed Completed Completed
ID Prefix 08/04/2015 1D Prefix 08/04/2015 1D Prafix
Reg. # NFPA 101 Reg. # NFPA101 Reg. #
LSC Kooe2 LSC KD144 | LSC

Correction Correction Correction

Completed Completed Completed
ID Prefix | ID Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC | LSC LSC

[

Correction Corraction Correction

Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LsSC

|

Carreclion Correction Carrection

Complsted Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC

!

Correction | Correction Correction

Completed Completed Completed
ID Prefix ID Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC

|

|

-

¥

| |
. I

| T

e B St L) it i st o

ReviewedBy | Reviewed By Date: ' Signature of Surveyor: | Date:
CMS RO !
. T L i = = AN

Followup to Survey Completed on; : Check for any Uncorrected Deficiencies, Was a Summary of
7/14/2015 Uncorrected Deficiencies {CMS-2567) Sent to the Facility? YES

NO
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CFR: 42 CFR 483.70(a)
BUILDING: 01.

PLAN APPROVAL: 1982,
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNFINF.

TYPE OF STRUCTURE: One (1) slory, Type Ill
(211).

SMOKE COMPARTMENTS: Five (5) smoke
compartments.

FIRE ALARM: Complete fire alarm system
installed in 1962 with twenty-six (26) smake
detectors and forly-threa {43) heat detectlors.

SPRINKLER SYSTEM: Complele automatic dry
sprinkler system installed in 1962 and upgraded
in 2010.

GENERATOR: Typa Il generator installed In
1987. Fuel source 13 Digsel.

A standard Life Safety Coda Survey was
conducled on 07/14/15. The facility was found not
to be in compliance with the requirements for
participation in Medicare and Medicaid. The
facility is certified for seventy-nine (79} beds with
a census of sixty-nine (89) on the day of the
survey,

The findings that follow demonstrate
noncompllance with Tille 42, Code of Faderal

BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Jldm'fd/wl) an}' 5 Tme . < //ocs)ms

statesfant snding with an asterisk {*) denctas a deficlancy which tha institulion may be excused from correcting providing It Is determined that y
other saleguards provide sufliclent protection to the patients., {Sea instructions ) Except for nursing homes, the findings stated ebove are disclosable 90 days
foflowing tha dale of survey whather or not a plan of cormection 1s provided, For nursing homes, the abovea findings and plans of correction ase disclosabla 14
daya foliovdng the date thass documents ase made available to the facility. If daficiencias are cited, an epproved plan of comection is requisite to conllnued
program participatior.
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o4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o5
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TAG REGULATORY OR LSC IDENTIFYING INFORHATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
K000 | Continued From page 1 Ko00| This Pian of correction is prepared and
Regulations, 483.70(a) el seq, (Life Safety from submitted as requised by law. By
Fire). submitting this Plan of Correction,
Riverside Care and Rehabilitation Center
Deficiencies were cited with the highast does not admit that the deficiencies listed
deficiency ideniifiad at "F" level. on the HCFA Form 2567 exist, nor does
K 0682 | NFPA 101 LIFE SAFETY CODE STANDARD Ko62| the Facility admit to any stalemeals,
SS=F findings, facts or conclusions that fonn
Required automalic sprinkler syslems are the basis for lhe alieged deficiencies.
continuously maintalned In rellable operating The facility reserves the right to
condition and are inspecled and tested chatlenge in legal proceedings, all
perlodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, deficiencies, statements, findings, facts
9.7.5 and conclusions that form the basis for
the deficiency.
This STANDARD Is not met as evidenced by: K 062
Based on an interview and record review, the i
facility failed to maintain thelr sprinkler system by \ S
National Fire Protection Assaclation (NFPA) Spoke With Glen .Marlm, L1t:c Saff.'ety
standards. This deficlent practice affectad five (5) Code Inspector with the Cabinet for
of five {5) smoke cotnpariments, staff and all of Health and Family Services, (606) 330-
the residents. The faclfity has the capacily for 2030 x 233 on 8/5/2015 at 1445,
sevanty-nine (79) beds with a census of sixty-nine confirms received copy ?f 10/ 2014.
{69} on the day of the survey. Inspection by Century Fire Protection
which centains record of a Full Flow
The findings Includs: Sprinkler Trip Test, Life Safety
Inspector states (o place this statement
During the Life Safety Code tour, on 07/14/15 at on the Plan of Correction this is in
2:10 PM with the Director of Malntenance (DOM), compliance during annual survey.
a review of the facility's quarterly sprinkler system
raport revealed no recard for a full flow sprinkler
trip test. This test halps to ensure the sprinkler
system is working correclly.
Interview with the DOM, on 07/14/15 at 2:10 PM,
revealed he was nat aware this test was due to
be parformed.
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DEFICIENCY)
s
K 082 | Continued From page 2 K 062
The findings were revealed to the Administrator
an exit,

Refarence: NFPA 25 1998 edition

Teble 8-1 Summary of Valves, Vailve K144
Components, and Trim Inspection, Testing, and

Maintenance 1. 8/4/2015 Nixon Power Services

Company installed a switch to the

;ﬂf; :;'3: trip test : 32::::‘! generalor to allow for a manual test on a
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144| monthly basis.

§S=F . . |
Generalors are Inspected weekly and exercised 2. Nixon Power Services Cornpany |
under load for 30 minutes per month in service technician educated Director of
accordance with NFPA 89,  3.4.4.1. Maintenance, Reps Beals on manually |

test transfer switch installed on 8/4/2015.

3. Director of Maintenance, Reps Beals, |
will monthly exercise the generator

voder load for 30 minutes started on
8/4/2015- document findings on
generator log form. '

4, Director of Mainlenance, Reps Beals
will document monthly manual test of
generator exercise under load for 30 inin
on generator log form addressing any
concerns identified at that time. The _
findings will be reported monthly in the
Quality Assurance Performance
Improvement Comemittee Meeting for 4
months for tracking and trending
purposes with follow up action taken as

The findings include: needed.

This STANDARD is not met as evidenced by:
Based on Interview, the facility failed to maintain
the generalor set by Mational Fire Protection
Agency {(NFPA) standards. This deficient practice
affected five (5) of five (5) smoke compartments,
staff and all the residents. The facllity has the
capacity for saventy-nine (78} beds with a cansus
of sixty-nine (69) an the day of survey.

5. Completion Dale: 8/4/2015
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Interview with the Director of Maintenance, on
07/14/15 at 1:00 PM, revealed he was not aware
he was required to manually test the generator
transfer switch on a monthly basis to ensure the
ganerator transfer swilch is operating as
Intended.

The findings were revealed to the Administrator
on ext,

Referance; NFPA 110 1999 edition

8-4.5 Level 1 and Leval 2 transfer switches shall
ba operated monthly. The monthly test of a
transfer switch shall cansist of electrically
operating the transfer swilch from the standard
position to the altemate position and then a return
to the standard position.
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K 144 | Continued From page 3 K144
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