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PROVIDER'A PLAN OF GORRECTION

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D _ ek
PREFIX (EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE OOMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG OROSS-REHERENCED TO THE APPRORRIATE DATE
: DEFICIENGY)
F 000 | INITIAL COMMENTS. F 000
A Recertification and Abbreviated survey, related To the best °£ my Epg\;ledglg and begef, 11512011
to ARQ KYi#15626 ,was conducted on 12/06/10 as an agent ol South Shore Nursing .
through 12/08/10. ‘A Life Safety Code Survey was Rehabilitation, Center, the fallowing plan
conducted on 12/07/10. Deflclencles were cited of correction constitutes a written
.| with the highest scope and severity being a "F", allegation of substantial complisnce with
ARO KY#15628 was determined to be Federal Medicare and Medicaid requires,
unsubstantiated, with unrelated deficiencles clted.
F.203| 483.12(a)(4)-{8) NOTICE REQUIREMENTS F203]  Prcparation and execution, of this plan of
88=0 | BEFORE TRANSFER/DISCHARGE " correction does 0ot constitute an
' admission. or agreement by the provider
"Baforaa taollity transters or dischargos a of the Truth of the Tacts aNITged oF
resident, the facility must notify the resident and, conclusion: set forth in the alleged
if known, a family member or legal repregsentative deficiencies. This plan of corxection is
b bedetieh e S st anfor ety e
language and manner they understand; record :Jg gctg:;rl;ibv the provismm.df Federa}
the reasons |n the resident's clinleal record, and : R )
;;ﬁ:g;g‘ht?:) ?é;tmtw?: slteectggnellesorlbed in South Shore Nursing & Rehabilitation
. Center strives to ensute that xesidents, ang
Except when spacified In paragraph (a)(5)(1l) of #€)now, a family member or legal
this sgcﬂon, lhg notice of g’ﬂnater or Sila};szr?érz;e ;@Wtaﬁve 9.1:" the resident dre notified
must be made by the facility at least 30 days they undexstand of the transter or
before tha resldent |s transferred or discharged, | : digcharge.
Notice may be made as soon as practicable . E@ E Resident #13 was dischartged on 10/1/10. |-
before transfer or digcharge when the health of4:# g W Ty .
individuals in the facliity would be endangared Jf 5 JAN - At it will be conducted by the
under (a){2)(iv) of this section; the resident's X ¥ 3 Zaﬂhd Siflistrator by 1/14/201 1on all
T health improves sufficiently to allow a more Teleem, ‘resifidghis who were tramsfesred or
immadiate transfer or discharge, under paragraph _ disargod 10 evsure residents, fanily
(8)(2)(1) of this section; an immediate transfer or “Httsinbers, and )egal representatives if
discharge Is required by the reeldent's urgent \nown, ate hotified in writing and in a
medloal needs, under paragraph (a){2)(ii) of this Janguage and manner they wndcistand
seclion; or a resident hag not resided inthe S S
facility for 30 days.
IDER/SUPPLIER REPAESENTATIVES BIGNATURE TITLE - (%8) OATE

maom@‘ DIHEZTOWW

1D

ﬂdmfmif

Fudor— /-

3/

Any daflcioncy statemant ending with an asterisk (*) denotes a deflclency whish the institution may be excused from comecting providing It 1s dotarminey that
ottier aafeguards provide sufflolent proteciion to the patients. (Sse Inclructions.) Exuept for nursing homes, the lindings stated abbve ars disctosnble 90 days
following the dite of aurvey whether or nol a plan of correction is provided. For nursing homas, the dhove findings and plana of aorection are disglosable 14

days following the date these documents are made avallable 1o 1he 1gaility.  deficiencles are clted

pragram participgtion.

, amapproved plan of correotion is lfequlallla to continteed
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE C
JAMES E HANNAH DRIVE :
SFJUTH SHlORE NURSING & REHABILITATION CENTER SOUTH SHORE, KY 41175
(x4 10 SUMMARY 9TATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION : o
PREFIX - {EAOH DEFICIENGY MUST BE PRECEDED BY FULL PRERIX {EAOH CORREDTIVE AGTION 2HOUID BE COMPLE
TAG REQULATOAY OR LSG IDENTIFYING INFORMATION) TAG CROS8-REFERENOED TO THE APPROPRIATE DATE
e ' _ ' DEFICIENOY) , '
F 203 | Continued From page 1 _ F 203
The written notice specified in paragraph (a){4) of - :
this ection must include the reason for transfer The Adminigttator and the Director of
or discfiargs; the effective date of transfer or Nursing reviewed and revised the sysiem,
diachargs; the looation to whigh the resident is for 'r:ansfer:i'.ing/discharging residents on
transferred or discharged; a statemen_t that the " 2/28/2010, The Social Service Director,
resident has the right to appeal the aclion to the all registered nurses and leensed practica
8tate; the name, addrees and telephone number nurses will be educared on the new
of the State long term care ombudsman; for system’and ensoving that rosidents oand if
nuising fachiy resldents with developmental Kknown. a family‘ rmormbor o:.:le ek
‘| dieabliitles, the malling address and telephone e oo WO OF legal
number of the agency responsibie for the irepl o tc?ntanvs PI:'ﬂ;ﬂ-mmem a? nmﬁm.i .
'| Protection and advocacy of developmentally oo ':g and : t';“g“agefa“ L
-|-disabled.Individuals-established-under-Part C of s T o the fransfer or
the Davelopmental Disabilities Asslstance and Bill 1scnarge. This education wil) be ,
of Rights Act; and for nursing facliity regldents completed by the Diroctor of Nursing or
who are mentally Ill, the malling address and designee by 1/14/2011. ,
telophone number of the agency regponaible for S o _
the protection and advocacy of mentally () The administrator or designee will sudit 5
individuals established under the Protection and transfor or discharge records per month to
Advocacy for Mentally Il Individuals Act. ensure compliance with 483,12 Notice
' Tequiroments before transfer or discharge,
. o - The results of the andit wil] ba forwardéd:
;hls REQUIREMENT Is not met as evidenced 10 the Contimious Quality T mprovement
V. - : Committec for forthey actions if
Based on interview and racord raview it was necossary. :
determined the facifty falled to ensure the '
resldent and/ar family member was notified of a
discharge and the reagon for the the move,
related to Resident #13.
The findings include:
Review of Resident #13's medical record
revealed diagnoses which Included Mild Mental
Retardatlon, Dementig with Agitation,
Polycylhemia Vera, anxiety and Diabetes Mellitus.
The rasident’s recard also revealad he/she had
aggreasive behaviors, hit another resldent gng
waa. sent to specialized facilities to agsist with
IAM (:M&-essnoefoa) Previous Varsions Obaslete ) Event IDrva1viy Facliity ID: 100158 ' If oontinuation dhest Page 2 of 10
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NAME OF PROVIDER OR SUPPLIER .
SOUTH SHORE NURSING & REHABILITATION CENTER
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STREET ADORESS, CITY, STATE, ZIP CODE

04) 1D
PRERIX
TAG

" BUMMARY STATEMENT OF DEFICIENCIES
-(EACH DEFICIENGY MUST BE PRECEDED 8Y FULL
REQULATORY QR LBC II_JEN'I'IFY(NG INFORMATION)

l¢] FROVIDER'S PLAN OF COARECTION

_ o
PREFIX (EACH CORRECTIVE ACTION 8HOULD BE m&g}“gﬁﬂou

TAQ CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

F 203

.declined, par the notes. Continued revisw of the

-tesldont-was-at-a-speclatized facliity for beravioral

fawility visited with the resident was quoted to ask

| the resident's tamily about the residents

Continued From page 2
present behavlors,

Roeview of Resident #13's Minimum Data
Assessment, dated 09/20/10, revealed.the faility
assessed the.resident as having moderately
impalred declsion making abilities,

Review of Soclal Services notes revealed on
08/26/10 the Social Sdrvices worker offered
resident # 13 a room change and the resident

Soolal Services notes dated 08/27/10 ravealed a -
member of the resident's family stated while the

F 203

health the resident had stated he/she did not want
to raturn to the long term care faollity. Per Soclal
Services notes the faciilty stated it-would work
with the resldent and famity towards finding new
placemant and referrals had already been made
to two (2) other skilled nursing tacliities that
epecialize in behavior, Continuad review ,
revealed the facility discussed with the residents
Power of Attorney (POA) abaut placement in a
facility that speclalizad In behaviors and the
resldents POA wés In agreement. Further review
of the Soclal Servige riotes revealed on 09/27/10
a staff member from the referrad behavioral

when hefshe would be moving and stating he/she
wanted 1o go to the other facility. Per the Social -
Services notes dated 09/29/10 the Sacial

Services worker and Diractor of Nursing met with

diacharge to another tacility.

Interview with the Soclal Waorker on 12/08/10 at
1:20 PM ravealed she had not givan the tamily
any.paperwork to sign concerning the notification
of discharge. .

ORAM CMG-2697(02-80) Provious Vorsfona Obsalate Event fD:Ya1v14

Faelihy ID: 1g0160
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DEPARTMENT OF HEALTH AND HUMAN SERVICES o P“’,L“gﬁﬁ;‘,;gﬁ,g%"gg
«_CENTERS FOR EDICARE & MEDICAID ERVICES AR B NO, 0938-0391
BTATEMENT OF DEFICIENGH 100) PROVIDER/SUPPLIGRICLIA 2 ' . '
AND rfﬂiwon C(?HHEGEIONEG o IDENTIFICATION Nu&;nsgﬁa : © o UL CONSTAGTION : 9 é’éﬁﬁfé%%‘é“
_ ‘ A BUILDING e ,
186282 Swwe___ - C
; A . _12/0872010
NAME OF PROVIDER OR SUPPLIER . . ' STREET ADDRERS, ciry, gW& 21 copg: , .
' JAMES E. HANNAN DRIVE !
S0UTH SHORE N I BILITATION CE T| - : - . .
S URSING & R N CENTER SOUTH SHORE, Ky 41175 |
{%4) I SUMMARY STATEMENT OF DERICIENGISS R - PROVIDER'S pLAN oF CORREGTION -(8)
Fix (EACH OEFICIENOY MUBT BE PRECEDED o0 FuLL PREFIX EACH CORRECT(V ON 8Hb - &
P?—E@ REBULATORY OR LSC IDENTIFY MG INFORMATION) - ’ TaG / c;goes-nlsss:nmcgst‘ss 1400‘,;':«? Ap";nlgi?n&&:re o
: _ DEFICIENGY)
F-203 | Continyed From page 3 " Fop3 , o
Interview with the Administrator an 12/08/10 at
4:45 PM ravealag the facility would, not have glvan
2 thinty (30) day notice of transfer or digcharge
ecause the resident hag told staff at o behaviorat
heaith fagility he/she dig ot want to retyrn 1o the
long term care facility and then the resldent was
offerad alternative lacement and wag accapting
F 241 483.15(&) DIGNITY AND HESPEQT OF F 241
: INDIVIDUALITY . '
The facility must promate care for residants in South Shore Norsing & Rebabilitation 113/201)
manner and In sn environment that maintains or Conter-strives to-promot waregor
anhanceg_@acﬁ-resldent-'s-dignlty 4hd Fagpeot in + | Tesidents in a manner and cuvirotiment
full recognition of hig or her individuality, , that maintaing or edhances cach Iogident’s
diguity and respeet, in ful) recognition, of
. his or her individuliry.
This REQUIREMENT is not met as evidenceg - .
by: . Tho Director of Nursing Services $poke
Based inferview and record review Itwas with-residcut #6 on 12-23.10 tegarding
delermined the facility faflad to promote care for the imelincss of answering call lights and
residents In a manner ang in an environment that | dignity and respect. Intérview with
rspect,n o o SEC! risorhor © 0 #1 oing an ee e e tod o ot
. " . voiding on self wag not 1ted 1o staff,
'Fndividuglity fo igg: gg) of 3'0"@:‘39'? cé L4t)> 5;"2!"9_-" _ The Director of Nursmgrgﬁfviccs .
residents (Resi as evi : sncouraged tesidoit #6 1o notify yafk
reSident's cal light not being answered tlme:y, ] withany concerns related to care jssucs or
rosulted in the resident volding on self. quality of life issues. .
The findings inolude: The Dircetor of Nufsing Services or
Review of Resident #6's clinical racord revealed dg-:sig?.ecgvﬂl as%":]s a(l)l .Y;.Si:sg;;g by
diagnoaes whjeh ingluded Dlabetes, Joint Visua gn or verbal conj :)1 e
| Stiftness, Debility and History of falls. /14710 to identify any problemts vy .
) conceims with the timeliness of amswering
Aeviow of the Minfmum Data Set (VDS) dateq gt Bt o digaity and raspect of
11721110 revealed the facllity assossed the - mdividuality, :
rosident as requiring extensive assist of fwo @
persons to ambulate, as continent of Bladder and . . o
Feelity 1D; 100150 S continuation sheat Page 4 of 10
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STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA (X} MULTIPLE CONSTRUCTION - - - |6 baTE SuAveY -
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A BUILDING e

| 185282 B vmia — 12/08/2610_

NAME OF PROVIDER GR SUPPLIER STREET ADDREGS, CITY, ATATE, 2P GOPE
. | JAWMES E, HAWNAH DRIVE .

. sourlH SHORE NURSING & REHABILITATION CENTER SOUTH SHORE, KY 41175 . B - |
Kaw | - SUMMARY STATEMENT OF BEFICIENCIES - D . PHOVIDER'S PLAN OF GORBECTION MLKQ
PREFIX (EACH DEFIGIENCY MUBT 8t PRECEDED BY FULL PREFIX (EAQH CORRECTIVE ACTIGN HOULD FE COMPLEYON

TAG REGULATORY OR LG IDENTIFYING INFORMATION} TAG CROSS-AEFERENDED TO THE APPROPRIATE ore
. . L oEqutENC\:r_) o :
F 241 | Continued From paged . Fad1| e DEGMIprhmiﬁg.Sawioés or
having a Colostomy. designee witl educate all stafy by
. 1/14/2011 on promotisig &3 eside
Interview on 12/08/10 at 3:00 PM with Resldent | i e mannor sud o ;’ngvﬁ;ﬁ;ﬁ:}g‘;‘m
#6 revealed the facllity stafl didn't reapond guickly maintains of enhancos éaeh Tesident's
to the resident’s call bell lasl week. The resident dignity and respect » hﬁﬂl mb ‘f’? 5 ,
voided on him/herself twice before they assisted I oryhcr n‘ff“p p a}."“ W4 recogmtion of .
him/her to the bathroom and the resident was : ] HnCivicabiy. .
embarrdsded. The residant stated being aware P .
of the need to void and did not want to vold an C ;]Iheg Director of Nutsing Setvices or
sell. The resldent Indicated volding on self made csighes \?.ilI andlt-ﬁyc (5) call light
hirm/her fesl llke he/she was losing control over | Yesponse times once por week for four
thalr body. . weeks, and thonthly thierénfter for one
. year:~ Tl Sueial Service Director will
Interview on 12/07/10 a1 8:05 AM with Cerlitied . Interview 25% of residents weekly for-
Nursing Assistant #3 rovealad call lights were to : four weeks thin quarterty tliercafter, to
be answered timely, she was unaware that . ensure that oaie it being provided in 4
realdent's call light wasn't answered timely (ast anner rhgt mm_angag dignity; réspect.and
week and resident voided on.gell. o individuality. The sesnlts will be . '

. forwazdad to thie mori Conti
Interview with Licensed Practical Nurse #2 an Qualiy Improvén?leu?tngﬁj{z:g;s
12/08/10 at 4:30 PM revealed call lights were 1o further actions’ ii"ne‘cesssry '
be answered immediately or as soon es ataff wasg ' '
available. Further Interview revealed she was
Unaware of'lt aver taking 30 minutes to ariswer a
call bell, however If It did she would counzel the
staft member and repott it to the Director of

| Nursing. '

Interview on 12/08/10 at 7:00 PM with the Director
of Nursing revealed she was unaware of a
rasident volding on themsalf because their call -
light wasn't answerad timely, if the resident had

told her or other staff, she would have - . South Shorc Nuréing & Rehabilitation, | 1/13/20 H
investigated the incident. She further stated that Center strives to eficute that each resident. | -
all statt know that call lights are to be answered receives and the Tacility provides food
timely. . C Prepared by methods that conserve
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F364| matritive valne, flavot and appeatance,
SSeE | PALATABLE/PREFER TEMP and food that is patitable, attractive, and
: at the propér temporatiue,

FORM CM8-2687(02.90) Proviova Versions Otsolate Event iD:Ya1vie Faclity 10; 100160 . W conbinuatlon shest Pags. 5 of 10
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CENTERS FOR MERQICARE & MEDICAID SERVICES : - OMB NOQ. 0938-0391
BTATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIEF/CLIA {X2) MULTIPLE CONSTRUCTION {X8) DATE BURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: ' COMPLETED
A. BUILDING
. .
8. G R
| 185282 Wik 12/08/2010.
NAME OF PROVIDEA OR SUFPLIER - ? STREET ADDRESS, CITY, STATE, 2IP CODE ’

_SOUTH SHORE NURSING & REHABILITATION CENTER .

* JAMES E. HANNAH DRIVE
SOUTH SHORE, KY AN75

55=E

SPREAD, LINENS

The facllity must establish and malntain an
Infaction Control Program designed to provide a

04 1D _ BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (15}
PREFX | . {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX EACH CORRECTIVE ACTION SKOULD BE COMPLETION
TAQ REGULATGRY OR LBGC INENTIFYING INFORMATION) TG | CROSS-REFEAENOED TO THE APPAOPRIATE . DATE
, : DEFICIENCY) '
F 364 | Continusd From page 5 - F864)  Tho Dictary Manager measured
Each resident recelves and the faclllly pravides temperatures of test trays on 12/7/2010
. | food prepared by methads that conserve nutritive for the lunch and dinuer to enswre that the
value, flavor, and appearance; and food that is tempexatures where within xange of the
palatable, attractive, and at the proper missmur temperatuses at point of service
temperature. per facility policy.
Random rceident interviews condnored by
;F!I;Is REQUIREMENT Ia not met as evidenced the Dietary Maiager on 12/7/2010
Based on cheervation, intarview and record - revealed no complaiats from residents
review it was dstermined the facility failed to | regarding food temporature, palatability
prepare food which was palatable and at the or presentation dunng humch. or dinner -
proper temperature. gervice. Meal service pratocols were
The findings include: reviewed and no changés were made.
1. Observation on 12/07/10 at 7.55 AM of . '
temperature measurements taken of a test tray The DON and Dietary Manager or
revealed the following; scrambled eggs of one designoos will provide additiona)
hundred sixieen (116) degrees Fahrenhetr, education to all musing and diststy staff
sausaga patty of one hundred twelve (112) . by 1/14/2011 regarding facitity meal
forty-four (44) degrees Fahranheit and the coffee prepared by methods that conserve
was one hundred forty (140) degrees Fahrenheit. mitditive value, flavor and ag A
) alue, ppearance,
Interview with the Dletary Manager,on 12/07/10 at .and food that is palatable. anractive. and
7:38 AM revealod het goal was for tamperatures i paiatab c, anr: re
to be one hundrsd thiny-tive (135) degraes or at tho proper temperature.
greater for hot foods and less than forty-one @ . .
degrees Fahrenheit for cold fouda at point of The dictary manager or designee will
serviteé to regidants: audit food pIﬂpﬂI'ﬂ.tiDﬂ and [)O'l]lt of
Review of the facillties pollcy titled “Minimum sorvico temperatutes for two moals por
Temperature at Point of Service to Resident,"  day each weck for four weeks and
which was not dated, revealed meat was to at a monthly thercafter for one year to enswre
minimum one hundred fifteen degrees Fahrenheit that the food is palatable, attractive and a1
and coffes was to be greater than ona hundred the proper temperatore. Thie results will
lifty (150) degrees Fahrenhelt, be forwarded to the monthly CQI
F 441 | 483,65 INFECTION CONTHOL PREVENT F 441 commiditee for monitoring and further

. actions, if necessary.

. FORM CM8-2667(0205) Provisus Verelans Obzolste

Event 1D: YOIV

Faclity 1D: 100160
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, A BUILDING : .
. C
8. wWiNg
. , 185282 . 12/06/2010
NAME OF PROVIDER OR SUPPLIEA STREET ADDRESS, CITY, STATE, ZIP CODE v
: JAMES E, HANNAH DRIVE
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((4) 10 SUMMARY STATEMENT OF.DEFICIENGIES ) PROVIDEA'S PLAN OF CORRECTION {15}
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” : DEFICIENGY) '
F 441 | Continued From page 6 « Fam

(1) Investigates, aontrale, and prevente Infections

safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and intection.

(a) infection Control Program i
The facllity must establish an Intéetion Coniral
Program under which # -

in the faclitty, :

(2) Decldes what procedures, such as Isolation,
should be applied 1o an individual resident, and
(3) Maintaina-a record of Incidents and corrective

South Shore Nursing & Rehabilitation . 1/15/2011
Centor strives to provide a safe, sanitary

and comfortable environment and to help

prevent the development and tmnsmissio+
of disease and infection,

The tubing for Resident #9 was replaced
by the LPN Charge Nutse on 12/6/2010,
once nursing staff was made aware. .

An sudit was conducted on 12/6/2010 by

the-LBN-ehatge-nanB-to'answthﬁt all

'(b) Preventing Spread of Infaction

-prevent the spread of Infection, the facliity must

| (@) Linens

actlons.related.to-Infections-

(1) When the Infection Control Program .
determines that a resident needs isofation to

Isolate the resident,

{2) The facility must prohibit employses with a
communicable disease or infected akin leslons
from direct contact with resldents or thair food, it
dirett contaot will transmit the disease.

(3) The facllity must require staff to wash thejr
hands after each diract resident contaot for which
hand washing ts indloated by accepted
professional praotice, -

Personnel must handls, store, process émd,
tranaport linens so as to prevent the spread of

infectian.

This REQUIREMENT (s not met aa evidenced
by.

Based on abservation and interview itwas

. and infection,

- tesidents weekly for four wecks then

oxygen tubing was properly stored and
that the facility was following infection
control policies atd procedures:

Al staff will be oducated by the DON or
designee by 1/14/2011 ragarding the
facility infection conrrol program,
proventing spread of infection and
appropriato linen handling to provide a
safe, sanitary and comfortable - ‘
cnviranment and to help prevent the
development and transmission of disease

The DON or designes will audit 25% of

monthly thereafier for one year to ensure
Pproper storago and infection control
practices for nasal canvla'’s and-oxygen
tubing to ensure sanitary and comfortable
onvironment and to help provent the
development and transmission of disease
and infection. :

IRM GMB-2567(02-99) Pravious Veorclons Obaolote -

Event ID; Ya1v11

Raoliy ID; 100166’
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F 441 -Continued From pa{ge 7. F 441 '

determined the facillty falled to astablish and

malntein an infeotion control program designed to |

provide & safe, sanitary and comfortable
environment and to help prevent the development
and transmlasion of disease and Infactlon as
evidended by one (1) of four (4) sempled
residents (Resident #9). Resident #9's nasal
cannula wee obssarved lying on the floor and the
bed. The nasal cannula was observed to have
almost heen placed back Into the resident's nose.

The findings include:

Additionally, the DON or designee will
monitor the facilities infection control
practices via daily (Monday-Friday)
compliance rounds for four weeks and
quarterly thercafier for one year. The
results will them be forwarded to the
montily CQI committee for further
* actions, if necessary,

1. Observation on 12/08/10 st 2:45 PM revealed
Resident #9's oxygen nasal oannula was lying in

direct contact with the ficor. " The tubing was

dated 12/08/10. Obsarvation on 12/06M10 at 3:30
PM revealed Resident #9's oxygen nasal cannule
was lying on the bed. C

Observation on 12/0810 at 4:20 PM reveated
Resldent #9 was in hister room with a Hogplce
Nurse and the Nurse was obsarvad preparing to
Place thie oxygen nasal canula on the resident,

Intervention revealed the Hospioe nurse was

unawate the cannula had previously been lying on
the floor, when she had entered the room it had
baen lying on the bed, The Hospice Nurge
indloated she would Iet the nursas know to
change the tubing and canula.,

Interview on 12/06/10 at 4:20 PM with Licensed
Prectlcal Nurse {LPN) #1, resident #9's Nurse,

revealed-all nasal cannulas were changad on

Sundays and the date of the most racent change
was 12/05/10, She further indicated whoever
placed {he tubing on the bed should have elther
changed the {ubing or Informed the Nurse or
Nurse Aldes so the tubing could have been

FORM CMB-2867(02-09) Previgus Verelonp Obeatote . Event ID:vé1vay
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PROVIDER'S PLAN OF CORRECTION

SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facllity must provide a safe, functional,
aanitary, and comtortable environment for
residents, staff and the public.

Thla REQUIREMENT is not met as evidenced

" toilet caps on 12/8/2010 1o cover the

X4 (0 SUMMARY STATEMENT OF DEFICIENGCIES L) LG
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION 8HOULDBE  -| 0OMPLETION
TAG REQULATORY OR LBC IDENTIFYING INFORMATION) TAQ CROSS-REREAENCED TO THE ARPROPRIATE osTE
. : o DEFICIENOY) _
F 441 | Continued From page 8 _ -F 41 South Shoxe Ntitsing & Rehabilitation | 1/15/2011,
.changed segondary to the tubing lying on the floor : CGI‘ItGT strives to provide a safe, '
' was a concern for bacterfa. ) ' functional, sanitary, and comfortable
F 465 | 483.70(h) F465)  environment for resitdends, staff and the

public,

The Housekeeping Supervisor and'staft
cleaned resident bathrooms #2, 4,8,9,
11,17, 18, 20, 21, 22, 25, 27, and 29 on
12/8/2010 following the Environmenta)
Tour, The Maintenance Ditector orderad

oxposed:rusty-bolts-that e SHaKiTiy |-

by:

Based-on observation and interview it was
determined the facllity failed to provide a safe,
functional, sanitary and comfortable anvironment
for residents, staff and the publlc.

The findings include:

Observation during the Environmental Tour on
12/08/10 at 10:25 AM revealed black substances
on floors, toilet bases and inskie the sinks In
resident bathrooms #2, 4, 8, 9, 11,17, 18, 20, 21,
22, 26, 27 and 29. Th follets in those bathrooms
also hed tusty-bolts sticking up approXimately one
inoh from the base of the tollets.

Interview on 12/08/10 at 11:45 AM with the

Housekeeping Superviser revealed bathroom

tloors and tolleta were cleaned dally, per facliity

protacol, She stated the floars were ald which

made them appear dirty even after they wera

| cleaned. Further Interview revealad she

obgerved the black substances in the sinks, on

. | the tollst bases and floors. She stated she would
| Inservice the housekesping staff to thoroughiy

clean the facillty and ensure this was done,

. from the base of the toilets,

vironment fot residents, staff and public,

The Housckesping Superviser and
Maintenance Dircetor assessed the
facility cnvironroent on 1.2/8/2010 for ,
safety, fonction, sanitation, and comfort.
Additionally, the maintensince director
assessed all toilet bases for exposed rusty
bolts on 12/8/2010, The toilet caps
arrived and were placed on all oxposed
bolts on 12/29/2010,

The Housekcqping‘ Supervisor edncated
all housekesping staff by 12/9/2010 on
proper cleaning, The Mainténance i}
Director or-designes wil educate all staf
by 1/14/2011 on providing a safe,
functional, sanitary and comfortable en-

The Maintenance Director, Hounsekeeping| -
Supervisor and Administrator conducted
an. cnvironmental andit of the £ ciliyy on
12/28/2010 and identified objects needing
roplaced or repaired, all of which will be
completed by 1/14/2011.

FORM OMS«RGG?(DZ-GQ) Pravioun Verslons Obsotete ) Evont 10: Y81V
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NAME OF PROVIDER OR SUPPLIER STREET Aonnass crhn BTATE; zlP cona ' .
AJAMES E. HANNAH DRIVE
SOUTH SHORE NURSING &. FIEHABII.I‘I‘ATION CENTER " SOUTH &M ORE KV a1 15 \
XAy 10 SUMMARY S’MTEMEN‘T‘ or= DEFICIENCIES 10 PHOVIDERS BLAN OF CORREGTION. - 29
EFIX (RACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B2 COMPLETION
TAG REQULATORY OR LEC IDENTIFYING INFORMATION) TAG cnoas—aensn:uoeu'm THE AR FROPRINTE ‘DATE
. DEFIG#ENOY)
F 465 | Continued From page 9 F465| The Honsckeepmg Supar\rlsor atld/or
interview on 12/08/10at 11:30 AM with the . Maintenance D:rcmor ‘will cofiduct an
Malntenance Supervisor revealad he had * ertvironmental andit of the facility
replaced a few of the bathroom floors but all the monthly for one year to edsure that the.
‘| rest needed'to be replaced, the floors always facility is providitg a safe, functional,
looked dirty. Further interview revealed he was sanitary, and cotfottable envirammnerit for
unaware that tollet bolts could pose a safety residents, staff abd the public and to
hazard for residents and he would correct the evstwe compliance. . THe rosults will be.
problem as soon as he could get the caps, ' forwarded to the CQI Comumittee for
F 468 | 483.70(h)(9) CORRIDORS HAVE FIRMLY F468| furiher actions, if necessary.
858=p | SECURE HANDFIAlLS _

The facllity muat equlp corridors wilh firmly

South-Shore Nursifg 8 ReliabiliEtian

sacured handrails on each side.

This REQUIREMENT Is not met as evidenced
by:

Based on obsewatmn and interview it was
determined the faclity failed to equip corridors
with firmly secured handralls on each of the
hallways, as evidenced by loose handralis located
In the hallway near Room 21; on both Dining
Room ramps and on Ieft side of the skllled
haltway.

The findings include:
Observation during Environmental tour on

‘located In the hallway near Room 21: on both
Dining Room ramps; end on the left alde of the
skilled hallway.

Interview on 12/08/10 at 11:30 AM with tha
Maintenance Supervisor revealed he checks the
handralls weskly for loose ones, howéver
indicated the handralls noted above needed to be
tightened.

12/06/10 gt 10:25 AM revealed loose handrénls A

{1/15/2011
Center strives to engure that aii.corridors s

are equipped with firmly sécured
handrails.on cach gjde,

The Maintenance Ditéctor tightonid all
Joosc handrails fonnd diring the
“Environmental tour on 12/8/20 10,

AN handralls wete Blldlted on 12/8/2010 -
by the Maiitenanice Direttor to ensure
that all were firmly secored.

The Maintenance Director or designee
will educdte all staff by 1/14/20110n
ensuring that all handrails are secilre and
the reporung of Toosd hatidtails,

The M‘untcnancc Dizector ot designec
will andit all handxails weekly for four
wedks, then, monthly théreifier for onc
year to mohitor for contiomed compliancs,
The results will be forwarded to the
Continuous Quality Tmprévemiont
Committea for firtther acuons if
Tecessary,

FORM CMB-2567(02400) Provious Vi siang Obsolste
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| NAME OF PROVIDBR OR SUPPLIER : ' ' " | sTrEET ADDARSS, GiTY, STATE, 2P CODE
: : _ JAMES E, HANNAH DRIVE | ‘
 SOUTH SHORE NURSING & REHABILITATION CENTER _SOUTH SHORE, KY 41175
(4) 1D SUMMARY BTATEMENT OF DEFICIENGIES ] D PROVIDER'S PLAN OF CORREGTION [T
PRERIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EAGH CORRECTIVE ACTION BHOUID BE - COMRLETION
TAG RIEQULATORY OR LBG IDENTIFYING INFORMATION) TAG OROSB-REFERENCED TO THE APPROFRIATE - DATE
‘ . . - : " DEFICIENGY)
K 000 | INFTIAL GOMMENTS o K 000 )
: © | Tothebestor my knowledge and beljef
AlLife Safety Code survey was Infiated and . . a% an agent of Sonth Shorc-%’lutsing &
concluyded on 12/97/201 0. The facility wag found Rehabilitation Center, the follow ng plan
not to meet the minimal requirements with 42 of coxrection. constitutes a wirits
Cbde of the Federal Regulations, Part 483,70, allogation. of substanti - :
The highest scope ad saverity daficlency _ gati Substantial compliance with
| dentifiod wae < e : _ : . Fedatal Medioare and Medicajd requires,
;; 31 g NFPA 101 LIFE SAFETY CODE STANDARD . KO8 presaration ang execution. of this plan of
= _ : © correction doc; ' '
_ Doors protecting corridor openings In other than a d;ﬁssigﬁof;;:ezxg;s:m:ﬁcm1 o 171572011
required enclosures of vertical openings, exits, or : of the truth ,ifﬂw faots auy ed P rovicer
hazardous areas are substantial doors, such as conclusion set forth,ix the‘ﬁf 0:2
those construoted of 1% Inch solid-bonded core e - o alleged
nstrug f 1% ! deficiencics. Thig plan of cotrection is
~—————(-Wood;or caprbla 5! rasigting ﬂre_ for at laast 20 " brepared and/or executed ' :
: .| Minutes. . Doors In spririklered billdings are only it ;p quited b ;:‘ gried solely because
required to reslst the passage of smoke. There Is aud g:;l ‘]' Y the provisions of Feders!
no impedimerit o the closing of the doors, Doors | nd State law. |
are provided with a means suitable for keeping : , ,
the door closed. Dutoh doors mesting 19.9.6.4.6 - ggz':‘;rssﬁiﬁmﬁ‘ﬂg & Rcb;]jbﬂim‘on
are permitted.  19,3.6.3 A 10) § oD GDswre complisnce with
P NFPA 101 Life Safety code Standards
Roller latches are prohibited by CMS regulations Fraviing that there are no mpedimnt to
In ali heallh cara facilitis, '| theclosing of the doors,
Thg ceiling tile placed in the door of the
resident roosm, wag Temoved on, 12/8/2010,
An andit was conducted on 12/7/10 on all
resident foom doots to cnsure that there
were no impediments o the closing of the
doors, .
The Adminisuator agd Mainsenance
This STANDARD is not met as evidenced hy: Director will seek othior options within
| Based on observation and interview it wag the Life Safety code Standards to keep the
determined the facliity falled to ensure there were . resident’s dog from getting out of the
no impedismeints to the closing of resident room tegident’s room and will implement by
- oors, acconiing i NFPAstandards, The-- | 11412011
f .| deficiency haditivepotentiel 0o affect = ~ TITL!.-;. . {¥6) DATE
y 3y 'l\:": S L HEPHESENTAT'VE’G'B‘GNATU Il . ) ) D ‘
B5FAT RYDREGTORB OR P Fru 7 %J ) f7/ 7/2 %/
Y7 NNLSTT T2 _ :
= f be excused from comaating providing It 4 determinad that

neBRg astardek a9 & defielonsy which the Institution may I
s ?jnt ;mm:mm;m:m& :;?:;ts. {Sm-hstru’c:‘am) Except for num:lr:g homeah;r;? ﬂr;dtllr:'%spsl;a': 4 fag::rrg ;{gﬂdgglg ;;:;Les ggl g?.’f
feguards provids lon Is provided. For nuraing homes, the above findin
a;m#ﬂmﬁm'dﬂ’wav vﬂemm:faﬁﬁg:e to mmelmy. ¥ deflolenclos are olted, an approved pian of oorraotion la raquislte to aontinued
wia follculimg i tiate these do .
1gram participation. -
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DERPARTMENT OF HEALTH AND.HUMAN SERVICES

88=F

-continuously maintainad in reliable operating

Reguired automatic sprinkler systems are

condition and are tnspected and tested
perlodically. -19.7. 6 4.6.12, NFPA 13, NFPA 25

9.7.6

Thls STANDARD Is not met as evidenced by: |
Based on record review and Interview, It was
detarmined the facllity falled to ensura the
sprinkler systam was maintained, .acoording to
NFPA standards. The deficiency had the potential
to affect approximately sixty (60) resldents, staff,
and residents.

The findings Include: '

Review of the facliity's sprinkler maintenance logs

Life Safety Code Standards that require
automatic sprinkler systems arc
contipuonsly maintained in reliable
opexatiog condition and are ingpected and

- tested periodically.

The Maintenance Dl:rect01 notified Ssutry
Fire, the facilities contractor for fire
safety, on 12/7/2010 of the necessity for -
thic internal pipe ingpection for the dey
pipe sprinkler system, Sentry Firc
-conducted the ingpection for the dry pipe
sprnkler systemn on 12/ 3/2010

The Maintenanoe Director was edncated
by the Administrator on 12/13/201.0 on
the requitements that dutomatic sprinider
systerns are continuonsly maintained in

. CENTERS FOR MEDICARE & MEDICAID SERVICES . . _
STATEMENT OF DEFICIENGIES (X1) PROVIDER/BUPPLIER/CLIA (X2) MULTIPLE CONSTAUGTION (X3) DATE SURVEY
: ' S . GOMPLETED
'| AND PLAN OF CORRECTION ,IQEWFIOATION NUMBER: ABULOING 02 - MAIN BUILDING _
185282 B. WiNG 12/07/2010
NAWE OF PROVIDER OR BUPPLIER STREET ADDHESS, CITY, STATE, ZIP CODE
: JAMES E. HANNAH DRIVE
SOUTH SHORE NURSING & REHABILITATION cENTgn ‘SOUTH SHORE, KY 41175
(%4) 1D SUMMARY BTATEMENT CF DEFICIENCIES 1 PROVIDER'S PLAN OF CORPEOTION )
PREFIX {EACH DEFICTENGY MUST BE PRECEDED BY FULL PREFIX *(EAOH GORRECTIVE AOTION SHOULD BE COMPLATION |
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG OROBE-REFERENOED TO THE APPROPRIATE .DATE
nsmmemcv;
K 018 Contthued From page 1 _ K.018(- _
approximately fourteen (14) regidents, staff, and ‘ The matntenance director or designee
viglitors, ) cducated the resident on 12/8/10.
Additionally all facility staff will be
The findings inolude: educated by 1/14/20110n ensuring that:
i imonis losing of
Observation on 12m7/2010 at 12:57 PM revealed ;Ezﬁeﬁe;}gj:?:ﬂﬁ’;“ms to the.closing o
a pliece of gelling tile ptaced in the doort'n‘ame.of _ - o
ﬂ:::gs:gz%Logz)nnfgg%-rg:sm;ce of cailing tile The maintensnce divector or designec will
P _ - ) audit all resident room doors monthly for
Interview on 10/26/2010 at 1:07 PM, with the -three rnonths then ql"amh;;‘hmﬂfm for
Meintenance Director, revealed the calling tile’ . ome year to ensure that the from.
| wes placad it the door of the resident room to impediments to the closing of the door.
prevent the.resident's dog from getting out of the Ihe TeBultE will B8 forwaried 1o the
room. Further interview, with the Malntenance Contimious Quality Improvement
Director, revealed the csiling tile must be Committee for frther actions if
.| removed from the door to allow the door to shut necessary.
properly, \
K 082 | NFPA 101 LIFE SAFETY GODE STANDARD K02 South Shore Nursing & Rehabilitation - (1/15/201)
. Center strives to comply with. NFPA. 101

FORM CME-2667(02-09) Provisug Vurglons Obsolete
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BTATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA. - {(X2) MULTIPLE CONSITRUCTION - (X8) DATE SUAVEY
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(XD - BUMMARY szTsMENT OF DEFICIENCIES b} . PROVIDER'S PLAN Gk GORRECTION . Om)
PREFIX (SACH DBFICIRNCY MUST BE PRECEDED BY FULL PREFIX (BACH CORREOTIVE AQTION 8HOULD BE COMPLETION
TAG . REGQULATORY OR LBC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRAIATE barg
‘ — : L DeeEney T
K 062 | Continua From page 2 K062 rel'iablc operating condition ahd are
revealed no dooumerited evidence of an internal . inspeoted and test periodically,
pipe inspection for the dry plpe sprinkler system. - S
| The abgervation was confirmed by the , The Maintensnce Direttor dddedthe.
Maintenance Director. fmspection for the dty pipe Sprinkder
Interview on 12/07/2010 at 2:06 PM, with the i’;;“s’}‘zg‘lg’fvﬁgﬁ‘gfl‘?f;{ ;”ai;e"g‘l‘;ﬂ
Maintenance Dirdctor, revealed he wag undble to the inspection 3 diic. a
located the documentation of ttie Iast internal pips e Insp f :
inspection for_ the dry pipe sprinkler system, An annal andit ag' ad ded on 13/23/2610
o rm - ooy and will emain, indefiutitely to detact
Reference:' NFPA 26 (1998 edition) . dnd » ; .
10-2.2" Obstruction Prevention. Systems shall be [imeliness of the inspeotion for the dry
examined pipo sprinkler system which will engiire
Internally. for-obsteustions-where-conditions-exigt— [ that theSpHRKIET Sysferti s contituously
that could maimtained in reliable operatinig condition
Gause abstructad piping. If the condition has not and tnspected and tested perodically.
been corracted - . The regults will be forwarded tothe |
or the condition Ie one that could result in . monthly CQI edmimitice for conttimued
obstruction " moniforing and furthet actions, if
of piping despite any previous flushing necessary, .
procedures that have
.| been performed, the system shall be examined
internally for
obsiructions every § years. This investigation
shall be accomplished
by examining the interlor of g dry valve or ‘ - " : .
preaction - ‘ Sourh Shidte Nursing & Rehabilitation 11152011
va:;? a?ld by removing two cross main ﬂushlng Center strives to enkure that meana of '
canhnections. ) ) ogress are contitivonily matutdited free
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD KO072| of all obstructions or Impediments to full
88=F Anstant use in calo of fire-or other
Means of-egress are continuously maintained free cmergency, . .
of all obstructions or impadiments 1o full Instant _ S o ,
use In the case of fire or othat emeargency. No- On 12/8/2010 the Tacility ensured that all
furnishings, decorations, or other objects obstruct canis and lifts' were not stored in corridors
| exits, access to, egrass from, or visibility of exits, until a permanerit Solution was developed
7110 for their storage. '
An audit was conducted on12/7/2010 by -

RM CM8-2667(02:99) Proviows Yarstorn Gbaoleta

Event ID: Ya1V21
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K 072 | Continuad From page 3 K 072 . _ BB
: . _ ‘ the Mabntenance Directox to determine f
' ore 2 ther items other than
This STANDARD is not met as evidenced by: there were ay other items of
. . cartg or lifis that conld impeds or obstruct
‘Based on chsorvation and interview, Lhe facilty the meams of ogress to full instant use in
{falled to ensure corridors were maintained free pe Bre ) : -
‘| trom ebstructions to tull Instant use in the case of the case of fire or other emergency.
fire or othar emergency. Exits must be o . .
malntalned to ensuraoﬁeur use In an emergency. The Administrator and Maintenance
The dsﬂolenay has the potential to affect all stafl Director wil) develop a plan and place for
and residents. - _ storage of carts and 1iftg by 1/14/2011 thal
: . will not impede nor obstract the means of
The findings Inciude: - egress and ensuxe that corridors wore
' maintaned free from. obstractions to full
An cbservation on 12/07/2010 at 1:19 PM, instant use-in the case of fire or other
revealad 1hres (3) clean linen carts not In use and SMErgency.
stored in the hall corridor near the Nurses' .
Station. The Long Hall was observed to have The Maintenance Director or designee
three (3) medication ua'nsst;t?t In gsret:torqd will audit the corridors to ensure that they
Qaoross friom the N;JI’:GS : :'n.i' U,t ”?f ored are maintained €ree from obstractions to
observation revealed one (1) Palient lift store full instant use in the case of fire or other
next to the Bathroom on the Shert Hall. The emergoncy. Theso audits will be
oot:;ztn;arlion was copfirmed with the Malntenance conducted weekly for 4 wooks and
: ' . monthly theraafter for one year, The
AR Interview, on 12/07/2010 at 1:19 PM, with the resultz will then he forwarded to the
Malntenance Diretor, revealed the,carts were monthly CQI Committee for monitoring
routinely left In the halls due to lack of storage and further actlons if necessary
space. '
Roferénce; NFPA 101 (2000 adition)
7.1.10 Means of Egress Reliability.
7.1.10.1" Megens of agress shall be continuously
- | maintained
free of all obstructions or Impediments to full
instant use in
the cage of fire or ether emergancy
FORM CMA-2567(02-60) Previous Versions Obsolots Even! ID:Yover
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