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. An offsite revisit was conducted and based on

" the acceptable Plan of Correction (POC) the
facility was deemed to be in compliance as

- alleged on 05/02/14.

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.) Excep? for aursing hames, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing hames, the above findings and plans of correction are disciosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

FORM CM5-2567(02-89) Previous Versions Obsolete Event ID: XLLG12 Facility iD: 160156 If continuation sheet Page 1 of 1




Vo/0Z/72014 FRI ZZ2: 324 FARY

DEPARTMENT OF HEALTH AND HUMAN SERVICES

@oes/058

PRINTED: 0472172074
FORM APPROVED
OMB NO. 0938.0301

CENTERS FOR MEDICARE 8 MEDICAI SERVIGES
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPHLEINCLIA
ANEY PLAN OF CORRECTION TOENTIFICATION NUMBER:

(X3 DATE SURVEY

(X2 MULTIPLE CONSTRUCTION
COMPETED

A, BUILDING

185282 BWING 0312712014
NAME OF?F?ROVEDER O SURREER SYREET ADDRESSE, CITY, STATE, Z2IP CODE
_ ) JAMES €. HANNAH DRIVE
SQUTH SHORE NURSING & REMABILITATION CENTER SOUTH SHORE, KY 41175
Tomm BUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION o
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULG KE . COMPLETION
TAG REGULATORY O LEC IDENTIFVING INFOIIMATION] TACG CROSE-REFEHENCED TO THE ARPPROPIUATE BATE
! BEFICIENCY)
¥ 000 INITIAL COMMENTS " Foon, Tothe bestof my knowledge and
i ~ befief, as an agent of South Shore
;. AMENDED : Nursing and Rehabilitation Center,
5 - ‘! the following plan of correction
~ A Recertification Survey was initiated on Q3/25/14 . . Ep _ ion of
- and conoluded on 03/27/14, with deficiencies constitutes a written allegation of
i Gited at the highast Scope and Severity of an "E, ' . substantial compliance with federal 572 1\
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET f F 281 . ical e
$5=F  PROFESSIONAL STANDARDS - Medicare and Medicaid ;
: j i requirements.
i The services provided or arranged by the facility : ;
i must meet professional standards of quality, ' . Preparation and execution of this i
; plan of correction does not ‘
i This REQUIREMENT is not met as avidenced . constitute an admission or
by: s . i the
i wreement by the provider of the
Based on observations, interviews, reco agree y b
{reviews and review of the facility's policy th of the facts alleged or
; d‘?’ﬁ;"'nfé‘@d the fé;ﬁif?!y Fﬂﬂfﬁd to enﬁ;ﬂ‘e rS onclusions set forth in the elieged
. provided met professional standards of ¢ ) T :
froa (3) of fourleen (14) sampied residonty . | “deficiencies. This plan of correction
: (Resident #3, Resident #1, Resident #6). . s prepared and/or executed solely
. Resident #3'3 skin assessment reveslod an _ " because it is required by the
" unidentified abrasion and the nurse failed to
 follow the wound care policy. ! _ provisions of Federal and State Law,
' Residenl #1's and Resident #6's experienced : o
| periods of no documented bowel movements . South Shore Nursing and
+ (BMs), however the residents' Physician's Orders Rehabilitation Center strives to
~and the facility's standing orders was not ! .
! followend ensure that services are
i provided to meet professional
. Additionatly, there was no documented evidence b i .
- the dafly calibration of the facility's two (2) | standards of quality. i
F glucometer's were calibrated on a daily basis, ‘
. potentially affecting twenty-five (25) residents
{Resident #1, Resident #2, Resident #4, ‘ }
t Resident #5, Resident #7, Resident #8, Resident k
L #9, Resident #1171, Resident #12, tnsampled i t i
LABORATGIRY DIRECTOTEAM FHOVILE LR FL IR PR ENTATIVE S SIEHATORE TLE S
W{Mﬁ?l 27 A bnis ves e 52/
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F 281 Continued From page 1
- Resident #8, Unsampled Resident 45,

- Unsamplad Resident #K, Unsampled Resident
PHL, Unsampled Resident #M, Unsampled

: Resident 4N, Unsampled Resident #0,

. Unsampled Resident #P, Unsampled Residont
Q) Unsampled Resident #R, Unsampled

f Resident #8, Unsampled Resident #7

i Unsampled Resident #U and Unsampled

. Resident #v,

" The findings include:;

i L Review of tho facility's policy litted, "Pressure
Ulcer Treatment”, effective date of 03/0113, and
Cthe facility's "Care Systemy Guidelines for Skin

- Care”, which was based on the interpretive

. guidelines from the Nationai Pressure Ulcer

" Advisory Panel (NPUAR), revealed when an open !
L area was identified the nurse should: implement
' resident specific interventions immediatety, notity |
. the Physlcian and docurent the notification: :
eomplete 2 new risk assessment, Braden scalg,

i to determine what risk factors might have
_changed and help establish and initiate 2 care

- piat with individual intarventions Tor each \
: problem/risk factors. Further raview of the policy |
“and guideline revealed Interventions wera to be
placed on the State Repistered Nursing Assistant ;
¢ (BRNA} “eare card” snd the nurse was to ’
, documant evafuation of the wound in the
rasidant's electronic medical record ( EMIR).

 Review of Resident #3's madical record rovoaled -
{he facillity admitted the resident on 05/21/03, with |

- diagnoses which included Multiple Sclerosis :

i (M8), Dinheles, Peripheral Vascular Divease

{PVD), Ulcer of Lower Limbs, Pain in Lower

. Limbs, Dyephagie Oral Pliass, Chronic Kidney

185282 BWING et Q32712014
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F281  On3/26/14, Director of Nursing

Linsampled Resident #), Unsampled Resident d, ;'

assessed Resident #37s left lower
huttock area, notifled the

Physician, and Registered

Dietician, obtained an arder to

treat the skin abrasion. The f
Interdiscipiinary Care Plan Team

- updated the cutrent plan of care ;
© on3/27/14. :

During the dates 3/27/14
through 4/2/14, charge nurses »
performed skin audits for each

resident o ensure that any skin
condition noted had appropriate
treatment orders in place. Ng

additional areas were found
during the facility wide skin
audit, 5'

The DON reviewed the bowe!
habits for resident #1 and #6 on
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|
[ og , i 3/28/14. The charge nurse
= i antmued\ﬁnm PRgE 2 5 k281 : notified the physiclan of resident
Lisease, Generalizad Muscular weakness, ’ . )  habi
 Intestinal Disorder, General Ostecarthritis, f 5 #1's irregular bowet habits on
Abnormal Posture, and Cholecystitis. 3/28/14. The physician added
‘ A A , sddition: ‘m
Observation on 03/26/14 at 09:50 AM, of : additional bowel regimen
; Resident #3's skin assessmant and wound care ! : medications for resident #1 on
pravided by Livansed Practical Nurse (LPN) #4 ; . 3/28/14. Review of resident #6
; revealed an unidentified skin abrasion on the : 5 iman by the DO
rasident's loft lower butiock., Continued ‘ : bowel regimen by the DON on
. Dbservation revealed LIPN #4 did not assess the 3/28/14 revealed no need for a
~area unli Surveyor indervention, then ook off the - , ; PRI
, Stage H sacral Pressure Ulcer dressing and ' change in bowel regimen.
- reapplied the dressing to also cover the left fower ; o
. stock abrasion. ': On 4/16/14, the DON reviewed
: , ‘ ‘ _ 7 the bowel habits of all residents
Interview, with LPN #4, during the skirs ‘, . for the | od An
i assessment and wound care observation, 1 ; or the last 30 days. Any
revealad sha did not feel i was necessary (o . , resident identified to have
» assess the abrasion or followup with the ' : . "
b . 2 el patterns
Physician for reatment orders for the area, She | ! lFFG[._,lfFi?I’ bow ) Ap
- stated the reapplying the Stage Il sacral Prossure | : {requiring additional
' UfC(I%I" drassing to cover the abrasion was ; interventions three or more
. sufficient care for ihe area. . ) . .
! : times in a 30 day period) will be
: Irterview with the Direclor of Nursing (DON)Y on ' reviewed by the attending
CTyRATEs Y - AL H - - . , i
U3/2614 al 1?}5{} AM, fevea@d it was her ; ; physician no later than Aprit 18"
- expectation for all nursing staff {0 follow the o .
facility's wound care policy and procedure, to : | to determine if additional
assess ail areas of residents’ skin breakdown and | 3 interventions should be added
1o notify the Physician for wolnd care orders, ‘ . | repi rotoco!
The DON subsequently assessed Resident #3's to the howel regimen protocol.
tieft lower buttock area, ohserved the abrasion, : i
netified the Physiclan and oblained an order to : ' On 3/28/14, the Diractor of
s reat the skin abragion, : : Nursing observed that current
: 2. Review of the Tacility's policy titled, "Bowel Glucometer Calibration logs
Continence Program”, revised 08/01/12, revealed | were up to date,
: the purpose of the policy was 0 provide a method
" by which {0 agsess resident's ability to conteol : ; _ _
Evort 10 XLLGH Faclity 10: 100158 if continuation shoat Paga 3 of 24
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¢ g ? Continued F ‘ On 3/28/14, the Director of
- : Continued From page 3 . : j \ . .
: , Pag , Fam Nursing performed an audit of
bowel function. Review of the policy revealed the - ;
tultimate goal of the Bowel Continence Program ’ the last three months of bleod
~was fo promote regular bowel habits without ‘ : sugars of alf residents who
i laxative support. Continued review of the policy e X
 revealed staff would chart each shift whether or receive gluicometer checks. No
"nol residerits had a bowel movement (BM) and if : glucose levels were noted to he
; 8 rosident had not had a BM aftor the third day, a | ' out of normal individual range
laxative was to be given if ordered by the : . .
. Physician, i : far any resident reviewed. ;
; Interview with the DON reveated her expectation : LPN #4 received one-on-one :
was if i rosident failed o have a BM In three (3) : .
F edays, the nurse should contact the Physicianto : education from the DON m‘] ,
initiate the facllity's standing order which was: if | ’ 3/26/14 regarding the facllity’s
"no BM on day four (4 the resident should receive ; “Care System Guidelines for Skin
& suppository, if no results from the suppository | A
fon day five (5) the resident should receive Care,” facility protocois for
; Lactulose (a faxative); and i no results from the _ performing head to toe
Laatuloze, on day six (6} the residerd should ; : ccren " oy b
c receive an enema and notify the Physician who L assessments, and facility ,
might order an examination of the resident's : ' pratocols for treating newly
; abdomon. identified skin conditions.
i Review of Resident #1's medical record revealed ; | i ide educati
the faility admitted the resident with diagnoses The DON wili provide education
; Which included Type ! Diabetes, Acute Kidney to all nursing staff by 5/2/14
" Failure and Depressive Disorder. Review of ’ ; . ;
\ Ay ) : gAT : ortance of
; Resident #1's Significant Change Minimum Data : mgj.dfﬂg the imp . nee i
" Bet (MDS) Assassment dated 02/25/14, revealed ! : providing or arranging services
 the facility assessed the resident to have a Brief f that meet professional
“interview for Mental Status (BIMS) score of two : litv. Thi
+{2) which indicated severe cognitive impairment. : standards af quality. This
Further review of the MDS revealed the faciity ‘ education will include special
- assessed Rosident #1 as having constipation : ‘ hasi :
; - n skin protocols,
during the assessment pariod. Review of the : : emp ?5'5 ° o p} !
: Comprehensive Care Pian revealed a care plan following physician’s standing
related to constipation due to decreased oraf ' : orders regarding bowel
: intake, impaired mobility and pain medication : : | ' d calibration of
“use. Continued review of the care plan reveaied ; protocols, and calibration o
Givornd 13 XG0 Fagiity 10: 1186 if continuation sheat Pags 4 of 24
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- a goaltarget date of 05/21/14, and Interventions
“which included staff to evoluate the resident for
: constipation and administer a laxative or stool
~softener as ordered.

. Review of Resident #1's March 2014 monthiy
" Physician's Orders revealed an order dated

iaxative suppository) as needed (PRN) if no BM
 for three (3) days.

{ Roview of Resident #1's “Bowel Movement

. Roster" dated 03/01/14 thru 03/27/14, revealed

" ho documented evidence the rosidont had a BM
for the following dates: 03/01/14 through
0310814, a four (4) day period. Review of the

: March 2014 Medication Administration Resord
(MAR) rovealed the order for the Bisacody!

| suppository, however there was no documeanterd
_evidence of the Bisacody) supposiory having

- heen administared on the third day without a BM
. as ardered,

. Continued review of Residant #1's BM Roster
revealed no documented evidence the resident
- had a BM from 03/12/14 through 03/20/14, a

- period of sight (8) days. Roview of the March

. 2014 MAR revealed the Bisacodyl suUpposiory
" was giver on the third day, 03/1%/14. Record

. review revealed no documented evidence of

; and no documented evidence the facility's
“standing orders had been impiementad to notify
i the Physician to initiate the standing orders, to
~administer Lactulose on day five (5) and on day
; six (6) administer an enema ard notify the

- Physician for additionat orders.

: Further review of the BM Roster roveaied no

results from the administration of the sUpROsitory;

i

'

 TO/28/11 for the resident to receive a Bisacooyd (a ,

3 185282 BWING e, 03/2712014
NAME OF SROVIDER OR SURPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE '
) JAMES E. HANNAH DRIVE
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DEFICHNGY)
. ; i glucometer machines on a daily
F 281 Continued From page 4 F 81 basis

The DON will visually monitor at
least three head to toe skin
assessments or dressing changes
por waek for four weelks to
ensure that these services meet
professional standards of
quality. Thereafter, monitoring
will occur at least weekly by the
i [ON.

The DON or the Health

Information Management
Coordinator (RIMC) will monltor
the Bowel Protoce! Utilization

i sheet during daily nursing
meeting (M-F) to ensure that

facility protocols regarding
bawel care are impiemented as
ordered. The RN Supervisor will
mionitor on Saturday and
Sunday. The Bowel Protoco!

Utilization sheet will be
monitored daily for four weeks
then weekly for an additional
four weeks., DON will forward
results of the auditing of the

Bowel Protocol Utilization

FORM CMB-286 7002 Previowus Vierion Obaulote
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F 281 Continued From page 5
~documented evidence Resident #1 had a BM
{from 03/21/14 through 03/25/14, a period of four

{4) days. Further review of the MAR revealed no

t documented avidonce the Bisacody! suppository

- wag administerad on the third (3) day as orderad, :

Interviow with LPN #1 on 03/27/114 at 2:39 PM
Land 6:23 PM, revealed it was the facility's policy
to provide residants with a suppository if the

Fresident did not have a BM within three (3) days. ;

. She stated if a resident did not have a BM after

" the suppository was given, then the resident was

Ao recoive Lactulose. According to LPN #1, sach
“rasident had a "slanding order" from the
i Physician In regards to lack of BMs. After
" revicwing Rosldand #1's recard and raviewing the
. MAR, LPN #1 stated the Physician's Orders were
ot fﬂ!mwm'f however should have beer. LPN #1
. Indicated Resgident #1 showld have been given a
" Bisacodyl supposifory per the Physiclan's Qrders
: aftar three (3) days with no BM, and then been
" given Lactulose whan the resideni continued to
. bave no BM for more than five (5) days per the
 facility's standing orders, LPN #1 stated the :
Physician shouid have been notified when the
resicdant had no documentad BM for a pertod of

~eight (8) days.

Interview with the DON on 03/27/114 at 6:45 PM,
! revesled it was the facility's palicy to contact the
" Physician on the sixth day if a resident had not |
. had & BM. The DON reviewed Resident #1's 1
“record and stated the Physician's Orders and
- fagilily's standing orders were not followed, |
- howaver should Bave been, She stated Resident |
( #1 should have recsived a Bisacodyl suppowtary
' as ordered on the third day for the two (2)
- @pisodes of no BM for four (4) days, which wourdd :
- have beer on 03/04/14 and 03/24/14. The DON

F 261

Sheets to the facility monthly
QAP meeting for further
monitoring and continued
compliange. After three
months, the QAP team will
review the results of these
audits and determine a schedule
for additional monitering,

The glucometer catibration
sheet will be reviewead each day
in morning meeting {M-F} by the
OON or HIMC to ensure that the
machine is calibrated daily as
per facility protocols. The RN
Supervisor will monitor on
Saturday and Sunday. I a
problem is identified, it will be
addressed with immediate one
1o one education and remedied
as neaded, sccording to facility
policy. Audits will continue daily
for four weeks, then weeldy for
an additional four weeks, HIMC
will forward the results of these
audits to the facility QAP
meeting for further monitoring
and continued compliance,
After three months, the QAP

3
i
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F 281 Continued Erom [y § )
: stated the Physician should have been contacted |
an the sixth day of Resident #1 nat having a BM.

- 3. Review of Residant #6's medical record
trevealed diagnosis which inciuded Pain, Anxiety, |
. Depression and Range of Motion and "
Communication Problems. Review of the ;
Quarterly Minimum Data Set (MDS) Assessment
dated 12/19/13, revealed the facility assessed 4
Rasident #8 /she to be incontinant of bowe! and
. Hadder and 1 have had vonstipation during the

assessment period.

i

]

Review of Residen #68's January 2014 BM Roster :
revealed "no BM" documented from 01/07/14 i
through Q1/12/14, a period of five (8) days,

~ Raview of the January 2014 monthly Physician's

i Orders ravesfed Resident #5 had no PRN orders |
 foriaxatives. Review of the Nurse's Notes for the
+five (8) day period Resident #6 had ro 3
- documented BM, revealed no documented 1‘
" evidency the Physician was notified of this
information and orders received to treat, Roview :
of the Telephone Orders revealed no documented |
; svidence an order had boen received to treat ?

Resident #6 for constipation,

, Gontinued review of the January 2014 BM Roster |
“reveslad no documented evidence Resident #6
- had a BM from 01/22/14 to 0172504, a four (4)
~day period, Continued review of the Telephone
Orders revealed the Physician had been rotifled
on 01/26/14 and an order received for o Bisacodyl
; suppository PRN for no 8M In three (3) days, ;

i

Hrnterview with State Registered Nursing Assistant
{SRNA} #7, who had cared for Resident #6, ;
Crevealed a resident should never gn more than

s iwo (2) days withoul a BM. She stated if a |

F?.S'f;‘

monitaring.

'

team will review the results of
these audits and determine 3
schedule for additional
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03/27/2014

185282 {3, WING

NAME OF PROVIDER OR SUPBLIER STREET ADIRESS, CITY, STATE. 21 CODIE
JARES K HANNAH DRIVE

SOUTH SHORE NURSING & REHABILITATION CENTER SOUTH SHORE, KY 41175

Ry SUMMARY STATEMENT OF DEFICIENCIES : i3 ; PROVIOER'S PLAN OF CORRECTION . s
PREFIN (EAGH DEFICIENCY MUST BE PRECEDED BY FULL CopREe [EAGH GORRECTIVE ACTION SHOULD BE COMPLL Y ION
TAS REGULATORY O LB IDENTHYING INFORMATION, : TAG CROBS-REFERENCED TO THE APPROPIRIATE ATE
. ' ; PEFICIENGY)

F 281 Conlinved From page 7
; resident went more than two (2) days, staff
- notified the charge nursa. ;

nterview with the DON on 03/27/14 af 6:40 PM,
'rovealed her expectation was for the Physician to
. have been notificd when Resldent #6 wernt '
grester than three (3) days without & BM to
s implement the Tacility's standing orders, The
. DON stated the faciity's process inclutded for
nurses in morning report to pass slong if ,
ragidents had not had a BM for three (3) days and
he resident would be put on the "no BM list™. i
i She stated for Resident 46, nurses had Tailed to
. hotify the Physician, write the standing orders and | ‘
" start the madications, In addition, she stated ! ‘
: Resident #6 was not on her ne BM list, 0 sho
was not notified the resident had not had 2 BM for
{ more than three (3) days. ;

F a8t

4. Review of the facility's policy tiled, "Glucose

- Monitoring Equigment”, effective date of
08/01/12, revealed the purpose of the policy was

i to proparty maintain the glucose monltor to
valldate its acouracy. Continued review of the

policy revealed quality control testing would be

. berformed daily and, a fog maintzined of il the

“rasults which was o be stored in the medication

. room.

: Raview of the glucometer quality control festing
“tog book revealed no documented evidence the
- quality control testing had been performed daily

28 per the facility policy. Raview of the January
- 2014 guality control testing log for Glucometer 1 |
. revealad the testing had only been performed on ‘ i
“seven (7) days of the thirty-one (31) days. Roview ' .
1 of the January 2014 quality control testing log for :
_ Glucometer #2 revealed the testing had only baen ,
- parformed three (3) days during the thirty-one :

Event Y X1 611 Frciilty ID: 100158 It continuation shest Page B of 24
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F 281 Continued From page 8
;{31) day period. Review of the February 2014
_quality coniral testing fog Tor Glucomotar #1 and
" Glucometer #2 revestied the testing had only been !
. performed seventeen (17) of the twenly-eight (28)
"days. Review of tha March 2014 quality control
testing log reveaiad Glucometer #1 and
. Glucometer #2 had not been lested onona (1)

“day 031214, 5

- Record review revealed thers were twenly-five
(25) current residents having their blaod sugars

. checked with the glucometer's. The residents
include Resident # 1, Resident #3, Resldent #4,
| Resident #5, Resident #7, Resident #8, Resident |
#8, Resident #11, Resident #12, Unsampled ;
Resident #8, Unsampled Resident #, :
- Unsamplad Resident #1, Unsampied Resident #J,
. Unsampled Resident #K, Unsampled Resident
- #L, Unsampled Resldent #M, Unsampled

- Resident #N, Unsampied Resident #0,
Unsampled Resident %1, Unsamplod Resident
#0, Unsampled Resident #R, Unsampled
Resident #3, Unsampled Resident #T,

" Unsampled Resident #U and Unsampled

. Rasident #v.

. Inferview with LPN #1 on 03/27/14 at 4:45 PM
and at 4:50 PM with LPN #2, rovealed the

i glucemeter calibration (quality control testing)

. cheoks were performed an a daily basis on the

“evening (2:00 PM to 10:00 P) shift,

Interview with the DON on 03/27/14 at 5:00 PM,
s revealed it was her expectation for all the ;
giucometer ¢hecks to be done on a daily basis as |
" per tha policy, She indicated not performing the
- checks could potentiafly affect the accuracy of the :
readings. The [DXON indicated the tast scheduled |
In-service on glucometer's was on 01/16/14. ;

185282 B WING 0372712014
NAME OF FROVIDER GR SUPPLIER STREET ADDRESS, GiTY, STATE, ZIP CODE
. JAMES E, HANNAH DRIVE
BOUTH SH ~
SHORE NURSING & RENABILITATION CENTER SOUTH SHORE, KY 41175
eI v BUMMARY STATEMENT OF DEPICIENCIES o [ | PROVIDER'S PLAN OF CORREGFION . Lo
PREFIX (EACH DEFICIENCY MUST GF PRECEDED BY FIHL © OPREFR (EACH CORRECTIVE ACTION SHOULD BE CCOMPLETION
TAG REGULATORY O LEC HIENTIEYING INFORMATION) TAG CRUSS-REFERENGED TO THE APPROFRIATE DATE
' i DEFICENCY)
1
F 281

i
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BTATEMENT OF DEFICIENCIES {0} FROVEERGUPPLIERICLIA
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185282

{XZ} MULTIPLE CONSTRUCTION
A BLIRGING

OOWING
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MAME QOF PROVIDER Ot BUPRLIER

BOUTH SHORE NURSING & REHABILITATION CENTER

STREET ADDRESE, ITY, $TATE, ZIP GODE
JAMES B HANNAM DRIVE
SOUTH SHORE, KY 41175

F 323! 483.25(h) FREE OF ACCIDENT
$5=£ - MAZARDS/SUPERVISION/DEVICES

i The facility must ensure that the resfdent

Cag s possibie; and each resident receives

" provent accidents.

; by

the facdity's policy and Matarial Safety Data

obsarvation on initial towr revealad chemicals

" with the facility currently having nine (9)

C G and H).

' The findings inchide:

Cdated BB/GIA2, revealed it did nof address

our, revealed containers of of Virex Th (&

“on the whirlpoo! lub unsecured.

environment remaing as free of accident hazards

. adequate supervision and assistance devices ©

CThis REQUIREMENT is not met as evidenced

" Based on observation, Interview and review of

. Sheeats (MEDS), it was determined the facility
faiied lo ensure the environment remained free of ©
accident harards as possible as evidenced by

P unsecured in the shower room and beauty shop

: wandering residents potentially affacted { R@%rmm
W2 and Ungampled Residents A, B, ¢, D, £, F,

Interview with the Administrator on 03/25/14 ad
- 6100 PM, revealed the facility had no policy for the ;
“slorage of chemicals except the Dietary Services

"Chamical Blorage” poficy. Review of the faciity's |
Dietary Services policy titied, *“Chemical Storage" :

_slorage of chemicals outside the diotary srea. ;
Observation on 03/26/14 at 2:30 PM, during Initial i

; disinfactant) and Dawnmist Shave Cream sitting

Xy SUMMARY STATEMENT OF DEFICIFNCIES i MROVIDER'S SLAN GF CORRECTION (kb
P (EACH DEFIGIENCY MUST BE PRECEDED BY FULL FREETX (EACH CORRUCTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATORY OR LSC IDENTIEYING INFORMATION) TAL CHROSS-REPERENGED O THE APRROPRIATE BAVE
_ OEFICIENCY)
. South Shore Nursing and 'r;',,? i
F J23. Rehabilitation Center endeavors 1

te ensure an environment free
of accident hazards as possible;
and, gach resident receives
assistive devices to prevent
accidents,

On 3/25/14, the Administrator
locked the Beauty Shop
immediately,

No residents entered the Beauty
Shop during the short time it
was unlocked; no residents were
adversely affected.

On 4/13/14, the Maintenance

' Director placed an automatic
door closure on the Beauty Shop
goor. An automatic keypuad lock
will be installed by Maintenance
Director no later than 5/2/14,

Virex and Dawnmist Shave
Cream were remaved from the
whirlpoo! tub by BON on
3725714,

R

if continintion shagt Page 10 of 24
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AND PLAN OF CORPRECTION MENTIFICATION NUMRETC A BUILDING COMPLETED
185282 HOWING e bt o3/27I2044
NAME OF PROVIDER OR SUPPLIER BTREET AUDRESS, CITY. STATE, 21 COUR
. JANES E. HANNAH DRIVE
SOUTH SHORE NURSING & REHABILITATION TER
CEN SOUTH SHORE, KY 41175
(Xayio SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION (X}
PREFIX (ZACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
TAG REGULATORY DR LEC MENTIFYING INFORMATIIN) TAG CROUSS-REFERENCED 70 THE APPRUPRIATE PRATE
‘ DEFICIENCY)
¢ ,52,55 On 3/28/14, the DON reviewed
g YAt

F 323, Continued From page 10

* Observation on 03/25/14 at 5:00 PM, of the

» beauty shop area revealed the door was unlocked

with two (2} pair of scissors unsacurad and
: Barbicide (o disinfectant), Magic Power
. Multi-purpose Cleaner and Degreaser, Sani-Cloth
" Disinfecting Wipes and Sanis Cltrus Slice alr
: freshaner,

| Review of the list of residonts having the potential

o wander provided by the facillty revealed nine

' (9) residents listed, Resident #2, Unsampled

: Resident A, Unsampled Ré‘i‘sld{%si( B, Unsampled
Resident C, Unsampled Resident D, Unsamplad
' Resident i2, Unsampled Resident F, Unsampled
; Resident G and Unsampled Ressdant i,

| Review of the MSDS for Virex Tb dated 01/23/07, -
. revealed contact with the skin, eyes and clothing
“was (o be avoided @% the product was iritating to
i these areas, Continued review if ingested the

" product was irmitating to the mouth, throat and
stomach. Further review revealed if the product
- came into condact with any of these areas

- medical altenlion was to be sought.

Review of the M3DS for Dawnmist Shave Cream
: tatad 1122010, revealed if the product was
ingested the Physician or Paison Control Cenlter
fwas to be notifled immediately, Continued roview |
. revaatod (he product was irmitating to eyes, skin
“and if inhaled medical attention was to be sought, !

" Review of the MSDS for the Barbicide dated

10723712, reveaied the product was irnitating to

ayas and skin, Conlinued review revealed if

L ingested immediate medical aliention was to be
uouqht Further review reveaied prolonged
mhaiarlon of the prwuct migh! cause nausaa,

the Incldent/Accident log to
ensure that ho incidents had
accurred regarding resident
access to chemicals or
hazardous areas of the facility.
Nene were identified,

Al staff members will be
educated by DON by 5/2/14
regarding the importance of
resident safety, by ensuring the
envirchment is as free of
accident hazards as possible,
and each resident receives
assistive devices {0 prevent
accidents. Special attention will
be paid 1o chemical storage.

Administrator, or DON will
conduct Daily Compliance
Rounds (attached) Monday
through Friday for four weeks,
then weekly thereafter,
Agministrator will forward
results of these rounds to the
facility monthly QAP meeting

FORM cr«a:—?fnw(oawga‘ Provieus Virgons Obislatg Event D XELGTT
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186282 B. WING — 03/2712014

NAME OF PROVIDER OFf S1IERLIER STREET ADDRESS, CITY, $TATE, ZIP C

JAMES E. HANNAH DRIVE
SOUTH BHORE NURSING & REHABILITATION CENTER
H SOUTH SHORE, KY 41175
(6 SUMMARY B EATEMENT QF DEGIISNGES . jl v PROVIZERS PLAN OF CORRECTION (X
PREFIX (FAGH DEFICIENCY MUST BE FRECERED 8Y FULL T ORPRESX (EACH CORRECTIVE ACTION SHOULD ot COMPLETION
g REGULATORY OR LSC IDENTHEYING INFORMATION] TAG CROBY-REFERENCED TU THE APPROPEIATE DAz
' r DEFICIENCY)
’ in addition to daily compliance
F 323

F 323 Continued From page 11
' dizziness or disorientation.

" Reviow of the MSDS for the Magic Power
 Multi-pirpose Claaner and Degreaser dated K
| 02124409, revealed in gestion and cortact with the
. eyes and skin were 1o be avoided. ;

. Raview of the MSDS for the Sani-Cloths |
' Disinfecting Wipes dated 01/20/11, revealed ‘
profonged contact wilh skin and eves might cause |
Firritation and the product might bo harrmful if
swaflowad, !
Ruaview of tho MSDS for the Sanis Cilrus Slice air |
| frashener revealed contact with the eves and t'krﬁ

wenre le be avoided

' fntcrwew with Liconsed Practicol Nurse (LPNY #G
P on 0325014 at 5:01 PM, revealed the
“Maintenance Director had beon in the beauty
- shop a few minutes earlier. She indicated he
" right ave left the door unlocked, LPN#5

Murther stated the chemicals in the beauty shop

Dwiould be harmifuf to a residont,

Hinterview with the Maintenance Director on

03726714 at 5:10 PM, revealed he had ieft the

i bsauty shop door unlocked when he went to
check the waler femperatures. He stated the

» heauty shop door should always be iocked to :

- provant residents access 1o the chemicals and

. sharp objects stored there, j

. Interview with the Administrator on 03/25/14

' 5:05 PM, revealed she had found the beauty shop
: door unlocked enrier and had locked it back _
hersell, She stated the beauty shop door was to |
be locked at all times. She indicated the
“chemicals in the beauty shop and unsequred in

rounds, Administrator,
Maintenance Director, or DON
will conduct an Environmental
Round (attached) weekiy for one
month and monthly thereafter,

If a prablem is identified, it will
be addressad with immediate
one to one education and
remedied as needed, according

ta facility policy.

The results of all audits will be
forwarded to the monthly GAP
meating for further menitoring
and continued compliance.
After three months, the QAP
team will review the results of
these audits and determine a
sthedule for additional
monitoring.
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F 3711 483.35(1) FOOD PROCURE,
ss=F STORK/PREPARE/SERVE - SANITARY

The facility must - i
L1} Procure food from sourees appraved or :

; considerad satisfactory by Federal, State or local
" authorities; anc

. (2) Store, prepare, disblbute and serve Tood

" under sandizry conditions ;

This REQUIREMENT is not rmat as avidenced |
Loy K
. Based on observation, ifterview and review of
- the facility's policy, it was daterminad the facility
failed to store, prepare, distribute and serve food
- under sanitary conditions as evidenced by an

- expired food item in the kitchen refrigerator

" during initiad tour; food tamperatures during the
| eal service tray dine not documented; staff with
thair hair not fully covered during meat service;, ng”’
hermometers present in tho ;
kitchenatta/nourishment room freezers and
; expired food items in the kitehenett 5/:1(>urrqhmmu

raoms and refrigerators.

;

?he findings include: |

‘f Review of the facility's palicy fitled, :
| "Refrigerated Storage”, dated ifJﬁme'i revealad
Call foads were to be properly wrapped andfor :
" storad in sealed containers and dated and .
i labeled. Further review revealed food would also

“be discarded within approptiate shelf life.

185282 BING ... : 03/27/2014
NAME QF PROVIDER OR SUPPLIER 5 3 5, CHTY, BYAYE, 2B S0o0n
JAMES E. HANNAH DRIVE
SOUTH SHORE R3l & REHARI TION TER
o NURSING ABILITAT CEN SOUTH SHORE, KY 41175
(KAYHY 3[}MM.M.“.Y STATEMENT OF E5EHGH§.N€?§ES i PROVIDER'S FLAN OF CORRECTION . (%5)
PREFIX (EACH DEFIDIENGY MUST BE PRECEDED BY FULL . PREFIX (FACH CORRECTIVE ACTICN SHO D 812 C oML E TN
TAG REGULATORY QR LEC IDENTIEYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCYS
w : .
F 323 Continued From page 12 F 323 South Shore Nursing and
" the shower room would ba harmfut o residents. Rehabilitation Center strivesta -
F 371 store, prepare, distribute, and 5. 2.7

serve food under sanitary
conditions.

On 3/25/14, the tomato juice
wis discarded by the Dietary

Manager.

Food temps at the dinner and
lunch meal were within
acceptable range at point of
service so resident meal service
was not affected.

On 3/27/14, Dietary Manager
mmediately secured her hairnet

with a ¢lip.

On 3/27/14, ali outdated items
found in the nourishment room
located behind the nurses’
station were discarded.

On 3/27/14, a thermometer was
placed in the freezer of the
nourishment room focated
behind the nurses’ station,

I centinuation shaest Page 13 of 24
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STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPBLIE R/CLIA
AND PLAN OF CORRECTION IDENTIFCATION NUMBER:

185282

(XZ) MULYIPLE CONSTRUSTION
A, BUADING

(X) DATE SORvEY
COMPLETED

032712014

MNARE QF FROVIDER OR BUPPLIER

BOUTH SHORE NURSING & REHABILITATION CENTER

STRERT ADDRESS, GITY, 8TATE, ZIP CODE
JAMES E, HANNAH HRIVE

SOUTH SHORE, KY 41175
(R4} i} SUMMARY STATEMENT OF DEFICENGIES i ‘ FROVIDER'S PLAN OF CORRECTION {x5)
FREFIX {EACH DEFICIENGY MUST BF PRECEDED BY FuLL PREFIX (FAZH CURRECGTIVE ACTION SHOULD BE D OCOMPLETION
TAG FEGULATORY DR LET IDENTIFYING INFORMATION) Al CROSE-REFERENCED TO THE APPROFRIATE ATE
DEFICIENGY}
. On 3/28/14, the DON reviewed
F 371 infection control log for the jast

F 371 Continued From page 13

Review of the facility's policy titled, "Leftover
i Food", dated 08/01/12, revealed left over food
~was o be daled and labsled. Continued review
s reveatad if the left over food was refrigersted it
- wars to be used within five {5} days or discarded,

; Observation on 0H25/14 at 1:47 PM, during the
inttiaf taur of tha Kitchen area, revealed a
- container of tomaio juice stored In 1he rc»fri:;m,ziur
with an expiration date of 03/25/14.

, Interview with the Dietary Manager, on 03/25/14
af 1:48 PM, during the initisd Kitchan tour,

- reveaied the tomato juice should have been
discardad. Observation revealed she discarded

- the temate joice.

" 2. Reviaw of the facility's policy titted, "Tray Line
cand Meal Service Tamperatures”, dated 08/01/12,
revealed food temperaturas were to ba taken
i prior to the start of each meal at the service line

by the cook on duty or Distary Manager and
; recorded on aither the tamperalure checklist or

"the menu.

Observation on 03/25/14 at 4:58 PM, of the
Cdinnar meal tray line service, in the kilchen area,

reveaiod Dietary Cook #7, calibrated the
thermometer and took the temperatures of the
foud on the tine which wais 10 be served to
residents. Continuad observation reveasled

Dietary Cook #7 did not document the food
tamperatures, nor did anyone else in the kitchen
. a5 per {he facility policy,

; Qbservation on 03/26/14 &l 1117 AM, of the
kinch meal tray line service, in the kitchen area,
- ravaaled Kitchen Alde #6 took the food

90 days to ensure that no

' resident had been identified to
have symptoms consistent with
any fesy borne illness. None
were identified.

i Dietary Manager will re-educate
Dietary Staff members rega rding
the importance of storing,
preparing, distributing, and
serving food under sanitary
conditions. This includes
discarding expired foods,
documenting temps at point of
service, and utilization of hair
hats,

+ The DON wilf provide additional
education to all nursing staff by
5/2/14 regarding the
iImportance of discarding expired
items from the nourishment
room, ensuring thermometers
are in place in the refrigerator,
as wel as the freezer, and
recording temps nightly on the
log provided,

H continuation shas! Page 14 of 24
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 1as282 BOWING s | 0327120014
HAME OF PROVIDER OR SUPPLIER T STREET ADURESS, CITY. STATE, 21 GODE
" - JAMES £. HANNAH DRIVE
SOUTH SHORE NURSING & REHABILITATION CENTER SOUTH SHORE, KY 41178
(X4} 10 SUMMARY STATEMENT OF DEFICIENGIES i . FROVIDER'S PLAN OF CORRECTION {XE)
PHEFIX | (EAGH DEFICIENCY WUST BE PRECEDED BY FULL o OPREFX (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ] REGULATOHRY DR LEC IDENTIFYING INFORMATION) TAG GROSSBREFERENGED 10 THE AFPROERIATE DATE
: : : DEFICIENGY) :
‘ The Dietary Manager will
F 371 | Continued From page 14 S TA perform weekly sanitation audits
. temperatures, however was not observed (o ! . . )
- document the temperatures as per facifity policy. : weekly for eight weeks and then
; | : monthly thereafter. These
» Interview with Dietary Cook #7, on 03/27/14at : audits include ohservationof
. L13PM, reveslad it was the job of the cook to o
write down thiz food temperatures as they were . outdated items, hairnats, and
. taken. Dietary Cook #7 stated if the ‘ recarding food temps
Hemperatures were not documented after taken | ; accuratel
i shs would forget what the temperatures were, ' _ v
" She stated she should have written down the : f N )
; temperatures as she took them, however had ‘ The DON will audit the
forgotten, ‘ nourishment refrigerator weekly
interview with the Dietary Manager on 0327714 at E for eight weeks and then
D1AZ PM, revealed it was her expaectation staff . ) monthly thereafter to ansure
“would document the food temperatures as soon | : .
‘ ite 3IE 3
. &5 they had taken the temperatures as por facié;ty , ms ar{e discarded
* appropriately, thermometers

' policy, otherwise, they wouid forget.
are in place, and that

3. Review of the facility's policy titled, "Employae ‘: ' 1 .
Sanitary Practices”, dated 08/01/2012, revealed a temperature logs are completed
staff were o wegr hair nels or hair restraints. each night.

Qbservation of Dietary Manager, on 03/25/14 at The results of al itz will Be
5:00 PM and on 03/26/14 at 11:22 AM, revealed | ! ¢ of 31l audits will be
: ‘ forwarded by the Dietary

she had the top of her hair covered with a hair
. net, however the bottom of her hair was exposed. ! Manager and the DON,
respectively, to the monthly

; Interview with the Dietary Manager, 03/2714 at ?
£ 2:00 PM, revealed alt of her hair should be QAP meeting for further
, coverad by the halr net. She stated her hair net | ; monitoring and continued
rises up in the back, but alt hair shouid be 4 ,
. vovered due lo concerns with infection control, | § compliance, After three
: » ‘ ‘ _ months, the QAPI team will
.4 Roview of the facilty's policy titled, “Frozen : ’ review the results of th
; Storage", dated 08/01/12, revealed frozen food ; € results of these
- would be stored at a temperature of ten (10) ‘ : audits and determine a schedule
L degrees Farenheit or below. Continued review ; : for additional monitoring,
. revealad every freszer would be equipped with a o .
Event [ XLLG T Factlity i3 100156 I sontinoation sheet Page 19 of 24

FORM CME-2BEM02-03) Previous Varsions Qbsolate




US/ YL/ 40L& PHRL ZU 28 FAY

LDEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Bozo/05s

PRINTED: 042172014
FORN APFROVED
CMB NGy 0938.03971

(X3} DATE SLURVEY

STATEMENT OF DEFICHINGIES {¥1) PROVIDERSSUPPLIERICLIA (X2} MULTIFLE CONSTRUCTION
AND BLAN OF COMREGTION IDENTIFICATION NUMBER: A BULBING COMPLETED
_ _ 185282 B WING . 03/27/2014
NAME OF PROVIDER OR SUPPRLIER STREET ADODRESS, QITY, STATE, Z1P bGl)E
JASIES E. HANNAH DRIVE
SOUTH SHORE NURSING & REHABILITATION CENTER
SOUTH SHORE, KY 47175
(RO SUMMARY STATEMENT OF (EF OHENCIES 12 PROVIBER'S PLAN OF CORRECTION o
PREED (EACH DEFICIENGY MUSY DI PRECEDED 8Y FLILL PREMX (EALGH CORBEGTIVE ACTION SHOULD BE L COMPLETION
TAG REGULATORY OR LSU IDENTIFYING INFORMATION) ’ TAG CROSS-REFERENLED YO THE ARPROMIATR : DIAER:
; DEFICIENGY)
Fav1 - Continued From page 15 F 3.
“visible thermometer and temnperatires would be '

. documented daily.,

Intarview with the Director of Nurging, (DON), on
(0327114 at 1121 AM, ravealed it was her

" expectation that the night shift nurses would

; discard any outdated food.

Cbsarvation on 03/27114 at 11:08 AM, of the
Nowrishment room located behind the nurses
! station, revealed ong (1) vanilla ice cream carton
sin the freszer, without an expiration date. :
i Continued observation revealed no ihermometer
; visibly located in the freezer and ne evidence of
‘temperature logs for the freezer as Indicated in
the policy. Further observation revealad: the :
nourlshment roem refrigerator contained & fast
- food mitkshake in the freezor dated 02/26/14 and |
. @ raspherry sherbet icee dated 02/24/14: andin
" the reformatary eighteen (18) cans of 1.2 Cal
. Glucerna (a nudritional supplement) all with an
" expiration date of Decembaer 2043,

Cnterview with Licensed Practical Nurse (LPN) #5

- an 03/27/14 at 11:16 AM, revealed it was the ‘

" poiicy of the faciiity te throw away ouldated faod,

: She stated nursing staff was responstble for
discarding the expired 1.2 Cal Glucerna

s supplenents. LPN #5 stated it was the nigiy :>i113‘t

nurses' responsibllity to discard the outdated :

fnod, as well as, dietary staff, Continued

inic«wimw with LPN #5 ravealed she was not

- cartain if the freazer neaded 2 thermameter, hut

. would check with digtary,

. iﬂterusew with the Dietary Manager on 03727014 at
C 156 PM, revealed dietary aides were responsible |
s for discarding outdated food in the refrigerator,
" however nurses were responsible for the expired

If contintation sheet Pago 16 of 24
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F 441! 483.65 INFECTION CONTROL, PREVENT
$5=0), SPREAD, LINENS

. The facillty must establish and maintaln an

" Infection Conirol Program designed to provide &
» gafe, sanftary and comfortable envirenment ang
"t help prevent the devalopniant and tmmmibsmn
: of disease and infection,

' (a) Infection Controt Program
. Tha facility must estabiish an Infaction Control
" Program undér which it -

ity the faciitly:
{2) Dgoides what procedures, such as isolation,
_should be applied to an individual resident; and

_actions related 1o infections,

(b} Preventing Sproad of Infection
{1} When the Infection Control Program
. determines thal a resident needs isolation to
pravent the spread of infection, the faciily must
: lsolate the resident,
{2) The facility must prohibit emiployees with a
. commuynicable disease or infected skin lesions
“from direct wontact with residents or their food, If
. direct contact will transmit the disoase,
{3) The facility must require staff to wash their

“hand washing Is indicated by accepted
' professional practice.

' (¢ Linans
i Personnel must handle, store, process and

TAG
s . South Shore Nursing and
: C‘:nnimueci ﬁrorx1 pagh 18 Fart; Rehabilitation Center strives to
Glucerna, The Dietary Manger stated . . N
| thermometers shouid be located in the freezer of establish and maintain an
 the refrigarators based on facility policy. ' infection contral program ;
say

: (1) Investigates, controls, and prevents infections

-{3) Maintains a record of incidents and corrective

" ;hands aflter aach direc! resident cantact for Whmh

Faar designed to help prevent the
| development and transmission
of disease and infection for alfits
residents.

Resident #1 was assessed by j
Charge Nurse on 4/3/14 to 3
ensure that there were no signs

of infection to any body system
including the integumentary

system. There were no negative
outcomes identified.

On 3/28/14, the DON reviewed
the infection control log for the
last 90 days to determine that
no trends or patters were

| identified related to improper

! hand washing techniques. No

trends were Identified.

The DON provided one-fo-ohe
education to RN #1 and SRNA #3

; on 3/27/14, regarding the

[
i
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¢ 441 " importance of proper hand

F 441 Contintad From page 17
s transpor finens so as to prevent the spread of
infection,

- This REQUIREMENT is not met ax evidenced
by
- Based on observation, interview, record review,
s and review of facility policy, it was determined the
f facility falled to establish and maintain an
“infection control program designed to help
; prevent the development and transmission of
dmeaw and infection for ona (1) of feuréwn { M)
sampled residents (Resident #1). Staff wa
ot) served to follow improper hand washing and
Hgloving technique during the observation of o ak!n
- aszessment for Resident #1,

| The tindings include: \

" Review of the facility Policy and Procedure for g
i Hand washing/Mand Hygiene, revised 08/12, !
revealed the faciity consitered band hygione the
| primary means to prevent the spread of i
_infactions. The Policy stated, all personinel shali
follow the hand washing/hand hygiens
; procedures to help prevent the spread of infection ;
"o othar personnel, reaidents, and visitors, In
; most situations, the preferrad method of hand
“hygiene was with an alcohoi-based hand rub. ;
" According to the Policy, if hands ware not visibly
. soiled, staff were to use an slcohol-based hand
“rub containing 80-95% {percent) ethanol or ,
-isopropano! for all the following situations; before
and after direct contact with residents, hefore
maving from a contaminatad bBody site 1o a clean
- body site during resident care, after contact with 5 |
" rosident's intact skin, and after removing glovas,
- The Palicy stated, the use of gloves did not i

washing technigues,

The DON wilt provide additional
education to all nursing staff by
5/2/14 regarding the
importance of establishing and
maintaining an infection control
program designed to provide a
safe, sanitary, and comfortable
environment and to help
prevent the development and
transmission of discase and
infaction. Special emphasis will
be placed on the importance of
hand hygiene.

The DON will visually monitor at
least three head to toe skin
asiessments or dressing changes
per week for four weeks to
ensure that appropriate hand
washing protocols and infection
control technigues are followed.
Thereafter, visual monitoring of
body assessments and/or
dressing changes will ocour at
least weekly by the DON.

Evant 1 311614

Facilty I 100756

It cordinuation shoet Paga 18 of 24




UR/04/2014 FRI Z3: Iy

FhX

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Kioz3/o59

PRINTED: 04/21/2014
FORM APPROVED
OMIE3 NO._0938.0301

CENTERS FOR MEDICARE & MEDICAID SERVICES _

STATEMENT OF DEFICIENCIES
AMD FLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CTIA
IDENTIFICATION NUMBER:

{32 MULTIFLE: CONBTRUCTION
A, BUIELDING

(%3} DATE SURVEY
COMPRLETED

s replace hand washing/hand hygiens.

" Review of Resident #1s dlinical record revealed
- he/she was admitted to the facility on 01/22/09,
" with dizgnoses which included; Diabates, Urinary
» Tract Infection, Acute kidney failure, Demeantia
~with Behavioral disturbances, and Cardiac
 Dysrhwthmia.

" Observation on 03/27/14 al 10:00 AM, during a

skin assessment performed on Resident #1 by

Regisivred Nurse (RN) #1 revealed the nurse

began to perform a head (o toe skin assessment

and assessed the resident's anterior swrface and |

then began to examine the resident's posterior

surface, RN #1 opaned Resident #1's

incominence brief and touched the resident’s

! peri-ractal area lo 056655 the skin for any skin

_ bremkdown, closed the incontinence brief, and

¢ continued with the skin assessment, touching the |

; resident's back and poslerior aspect of herhils '

“head and scalp, SRNA #3 who was assisting,

¢ louched the resident's peri-rectal area, and

" continued 1o assist RN #1 with the akin

; assassment, respplying the resident's bifef, ,
touching her/his clothes, sheets, blanket and side

tralis. Al the conclusion of the skin assessment
RN #1 and SRNA 43 removed their gloves and

washied their hands.,

 Aninterview with RN #1 during the skin

. assessment revealed she was aware of the
facility hand washing policy and the reed to

. change glovaes ardd wash hands when moving
“from a dirfy area to & ciean area of the resident's
i body, RN ¥#1 related she did not know why she

. di¢ not change her glioves and wash her hands

- during the skin assessment when maving from a
; dirty to a clean area, " | guess | was nervous and |

P

185282 BowiNG s 03/2712014
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{(Xaye SUMMARY STATEMENT OF DEFICTENCIES o PROVIGER'S PLAN OF CORRESTION : {6
PREFX EACH DEFICIERCY MUST BE PRECEDED BY FULL PREFIX (EATH CORIREQCTIVE ACTION SHOULLY BE EOMBLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG CROBSREPERENCED TO THE APPROFPRIATE DALt
DEFIGIENGY}
E g DON or Health information
- ' Continue 1 : 3 ; .
ued From page 18 F441 Management Coordinator

{HIMC) will conduct “Monitoring
Compliance with Infection
Control Checklist” (attached)
weekly for three months, if a
problem is Identified, it will be
addressed with Immediate one
to one education and remedied
as needed, according to facility
policy. The resuits of all audits
will be forwarded to the
monthly QAP meeting for
further monitoring and
continued compliance, After §
three months, the QAPI team

will determine a schedule for
additional monitoring.

Additional infection control ;
monitoring will occur weekly by ;
the Administrator and/or DON '
via Compliance Rounds. These
Compliance Reunds will occur

daily , Monday through Friday,

i forfour weeks, then at least

i weekly thereafter for at jeast

three months. DON will forward
results of these Compliance ,

{f continuation sheat Page 190l 24

FORM CMS-28G7(02-88) Pagvious Versions Obsoleie

Event B XLLGH

Facilty LY 10168




UR/WL/ LA e FRE L4128y FAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES

@o24/058

PRINTED: 04/21/2014
FORM APPROVED
OME N, 093803011

CENTERS FOR METHCARE & MEDICAID SERVICES

{X1} PROVIDER/ISURPLIER/CLIA

STATEMENT OF DEFIZIENCES
AN FLAN OF GORREGTION HENTIFICATION NUMBER:

185282

(X2) MULTIPLE CONSTRUCTION
A, BLEEIDING

(X3} DATE SURVEY
COMPLETED

B2 WING

03/2712014

MAME OF PROVITIER OR SUSPLIER

SOUTH SHORE NURSING & REHABILITATION CENTER

STREET ADIRESS, CITY, STATE, 21 CORE
JAMES E. HANNAH DRIVE
S0OUTH SHORE, KY 41175

PROVIDER'S

PLAN OF CORRECTION 55

TAG

(Xayin
PREFIX .

SUMMAIRY STATEMENT OF DEFICIENCIES
[EAGH DEFICIENCY BUST 8E PRECEDED Y FULL
REGULATORY OR LEC IDENTIEYING INFORMAT TN

10 ;
PREFIX {EALCH CORRECTIVE ACTION SHOULD BE
) CROBS-REFERENCED TO THE APPROPRIATE

TAG

GOMPETION
UAE

DEFICIENCY)

I 444

F 465

S§=F

i Continuead From page 10
just forgot”.
|

Interview with SRNA #3 during the skin
" assessment revealad that she was aware of the
- hand washing policy and the need to change
" gloves and wash hands when moving from a dirty
ares to & clean area of the rasident’s body, SENA
"H#3 related she did not know why she did not '
change her gloves and wash her hands during
the skin asgessment when ghe moved from a
s dirly to a cloan area, "1 guess | just forgot”,

tInterview with the Director of Nursing on 03/27/14
"at 5:00 M revealed it was her expectation for all ;
s nursing staff fo follow the facilty policy and :
" procedure for hand washing and infection contral. .
She refated it was her expectation tor staff to :
_remuove fheir gloves and wash their hands when
i moving from a dirty to g clean area of a resident's
. body during rursing vare,

AB3.70(h) .
SAFE/FUNCTIONAL/SANITARY/COMEQRTABL |
E ENVIRON ‘

The facility must provide a safe, functional,
sanilary, and comforiable environmen! for
sresidents, staff and the public. ,

" This REQUIREMENT is not mat as eviderced
iy
! Based upon otmservation, inlerviews and review
. of the facflity's poficy and documents, i wag
" determined the facility falled to ensure the
i kitchan's physical envirenment was clean, safe
’ and sanitary. Observations in the kitchen area
¢ ravealad: three {3) holes in the walls in diffarent
foc:atn:me the wood behind the kitchen door was

F 441,

Rounds to the facitity rmonthly
QAP meeting for furthar

monitoring and continued
compliance. After three
months, the QAP] team will
review the results of these
audits and determine g scheduyie

for additional monitoring.

F 465,

&2y

South Shore Nursing and
Rehabilitation Center strives to
ensure that the facility maintains an
environment that is furictional,
sanitary, and camfortable for
residents, staff, and the public.

On or before 4/1/14, three holes in

the walls in different locations were
repaired by Maintenance Director,

If continuation shaot Page 20 of 24

FORM CME-2567(D2-9%) Pravicus Versons Chsoleie

ol 0L XLEG

Failily N 056




VR/02/2914 FRI 22:28% FAY

DEPARTMENT CF HEALTH AND HUMAN SERVICES

dozs/058

PRINTED: 04/21/7014
 FORM APPROVED
OMB NQ. 0938-0391

JGENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFRSIENCIES (X1} PROVIDERSUPPLIERIGLIA
AND FLAN (i CORRECTION IDENTHICATION NURESER:

(X2} MULTIPLE CONSTRUCTION
A, BUHLDING

{X3) DATE SURVEY
COMPELETED

. kitchen floor; splattered food particles on the
¢ the madication/nourishment room refrigaralor,
 The findings include:

i Review of the facifity's policy Uted, "Sanitation”,
 revised 88/01/12, revealed it was the facility's
_ policy to maintain equipment, work surizces,

- ongoing procedures. Conlinued raview revealed
; Cleaning schedules ware established to assign

“weekly and monthly basis. Further review of the

i policy revealed training was provided to
appropriate personnel regarding correct

* procedure, cleaning agents, and frequency of

© clearing.

" Review of the nursing, "Midnight Glaaning

CHeheduls” document, urittated, revealed nurses

-wera to clean owl the refrigerator in the
medicationinourishment room on Sundays.

; Review of the kitchen cleaning schedule far
_Mareh 2014 revealed no documented evidence
“on some days of staff signing off the cleaning
;agsignments as completad,

. M, of the kitchen area during meal preparation,
- revealed food particles scattered throughout on
“the kitchen floor and walls. Continued
fobsorvations revealed o row of ants traveling

. along the wall, an the floor, and seversl ands

- surrounding food particles located on the floor,

Emlxing bowl, revealed a white dried cubsiance

“walls; and a red sticky substance in the bottom of _

“walls and floors in sanitary condition through daily

- specific tasks to schedyled employees on a dgaily, ,

decaying, food particles scatlered throughout the

i

i

' Observation on 03/25/14 al 4:43 PM. and at 5:03 |

¢

" Further abservation of the kitchen walls, near the

_ 195262 BowiG 03/27/2014
NAME OF PROVIGER OR SUPPLIGR STREET ADDRESS, CITY, STATE. 2P COOE
JAMES E. HANNAH DRIVE
SQUTH § Sin Al 3
H SHORE NURSING & REHABILITATION CENTER SOUTH SHORE, KY 41175
(I SUMMARY BTATEMENT OF D F1ot NG R = PROVIDER'S PLAN OF CORRECTION (aciy
PREFIX {RACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ¢ COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCEL TO THE APPROPRIATE | DATE
i DEFIGIENGY)
F 485, Continued From page 20 [ 465

On or before 4/1/14, decaying wood
behind the kitchen door was
repaired by Maintenance Director.

Food particles found on the floor on
3/25/14 were swept up immediately
following meal preparation by
Dietary Aide.

Bar facility contract, a pest control
contractor came on-site and
exterminated ants that were
witnessed on 3/25/14.

The white, dried substance on the
wall near the mixer was also cleaned
by the Dietary Manager as soon as it
was identified on 3/25/14,

On 3/26/14, the green dried jello
was also was also immediately
cleaned by the Dietary Manager.

t
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F 485 | Continued From page 21 . F 4065,
: ’ Oh 3/27/14, Charge Nurse cleaned

v scatterad an (he walls,
the Noutishment Room refrigerator.

| Observation on 03/26/14 at 9:068 AM, of the :
: kitchen walls, iocated near the mixing bowd,
f : By 5/2/14, the Administrator, DON,

revesled a green dried substance which Dietary
- Aide #15 indicated was probably the jelio prepped : ; and/or the Dietary WManager will

. the night before. Observation at 11:10 AM that | i L .

same day revealed: a hole a kittle larger than the ~ provide additional education to al

L poim of 8 hand located on the wall under the fire ; staff regarding the importance of

, extinguisher; the wood behind the door of the ' ‘ (i . f ; -

kitehen was docaying; and there was two (2} : ‘ providing a safe, funclzt:onar, sanitary,
_ ‘ and comfortable environment for

| penny-sized holes on the column Jocated in the
- dishwasher room, Continusd observation on residents, staff, and public. All staff

03/26/14 ¢ J : : f
{26/14 at 11:16 AM of the kitchen area : were re-educated regarding the

. reveated one (1) ant present under the stove and
food particies under the skove, : utilization of cleaning schedules and

Interview with Dictary Aide #15 on 03/26/14 at - [epalirequisitions in order to assist
8:00 M, revealed food often would splatter an _ N maintaining an environment that

- the walls after using the mixer and it would be the ;
responaibifity of the staff who used the mixer to

! i . I \ - .
wipe down the walls after use - > The Administrator, Dietary Manager,

DON, or Maintenance Superviser will

meets expectations,

nterview with Dietary Aide #10 on 03/27/14 at ;
1:13 PM, revealed she abserved the anls on the conduct envirenmental

foor after sweeping the floor on 03/258/14, She renmental rounds
: : weekly for two months and monthiy

- slated there was a cleaning schedule in which
- slaff wers responsible for cteaning the walls, ‘ thereafter to ensure that the facility
floors, and baseboards, Dielary Aide #10 stated it : , o .
. was the responsibility of the dietary aides to clean | ,' s maintained in a safe, functional,

the dishes and the floors, and for cooks o clean sanitary, and camfortable manner,
- the cooking equipment. After reviewing March ;
. 2014 kitchen cleaning schedule, she revealed it ‘ The Administrator will report the
- appeared staff had not signed off on cleaning ! f _

results of the environmental rounds

; their assigned sections., i

Interview with the Dietary Manager on 03/27/14 at - ;
;142 PM, rovealed she kad not observed the anta ‘ X

on 03/25/14, but was informed by staff the next
Evons( (11 KELG 11 Ficilily 5 H0 156
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[ day ants were observed. She stated she

- contacted malrtonance o cail pest controld to
fcome and take care of the ants, The Diatary
. Manager staled she observed the one (1) ant on
G3/26/14, According (o the Dietary Manager, the
. argz under lhe stove should have been swept

btdtﬁd har expectation was staff would elean off
! the walls after food particles splaltered on them
durimg meal preparstion. Continued interview
' revealed sha had noliced the hole balow the fire
. extinguisher before, howevar bad nol reported it
' to maintenance for repair. She stated she told
; maintenance aboul the wood behind the Kitchen
" door and "believed” a work order had been
- placed regarding the location. The Dietary

| smatier holes located within the dishwasher area
and reported she would conact mainterance
s regarding those holes, She stated it was
Vimpottant o keep the kitchen area clean and
. sanitary dus to infection control concerns. She

: lhe cleaning schedule and ensure the
" documentation was present.

' Interview with the Dietician on 03/27/44 at 2:00

-left on the fioor, The Distician stated It was
Important to make sure he kitchen observe
- good sanitation practices due [0 concerns with
| potential cross contamination.

! Interview with the Maintenance Direclor on

, 03727114 at 2:52 PM, revealed the facility was
- using an Electronic Logging System (TELS),
. which allowed staff to report items needmcg to be
rep'alred via the computer. Ha stated he had

- better to ensure no food particles remained, Sha |

Manager stated she was not aware of the fwo (2)

findicated it was har expactation siaff wolld follow

, PM, revealed her axpeclation was that statf would |
F clean Ly the kitchen areas if food was dropped or -

praymy g BUMMARY STATEMENT GF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION ()
PREFK (EASH DEFICIENCY MUST BE PRECEZED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BF | OOMPLETION
TAG REGULATORY DR LSC IDENTIFYING INKCHIIMATION) TAG CROSS-REFERENCED TG THE APPRODRATL DAYE
DEFICIENGY)
F 485 | ? to the facility monthly QAP! meeting
- 465 Continued From page 22 L AGS: L
From page 2 F 468, for further monitoring and

continued compliance, After three

manths, the QAP team will review
the results of these audits and
determine a schedule for additional

manitoring.
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a3 SUMMAIRY STATEMENT GF DEFICIENCIES . i .
PHREPFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL YORREFIX {EATH CORRECTIVE ADTION SHOULD BE
TAS REGULATORY (R L5 N TIEYING INFORMATION) TAG . CROSS REFERENCED TD THE APFROFPRIATE
i : DEFIGIENCY)

F 465 " Continued From page 23 F 465:

“been made aware of the decaying woad behind

' the Kilchen door and was working on it. However, | )

. he indicated he was unable to provide any : ’ :

s documantation showing he had begun the ,

- process of working on the area. Acearding to the !

" Maintenance Director, he was not aware of the '

i other areas requiring repair in the Kilchan, )
hawever should bave bean notified.

!
2. Cbsetvation an 03/27/14 at 11:09 AM, of the

I nourishment/medication room refrigarator
; revealed there was a red dried substance on the

" hotiom of the refrigerator,
toterview with the Dietary Manager on 03/27/14 at | -

11:42 PM, rovealad the cleantiness of the ; ; :

; hourishment/medication room was the

‘responsibility of nursing staff and indicated this |

- was not the responsitility of distary aides, [

i Interview with the Director of Nursing (DON) on

UB/27114 at 11:21 AM, revealed her expectaiion
wias third shift nursing stalf wouid clean the

s refrigerator avary Sunday night and, anyone whe ‘

“spilled something in the refrigerator would clean it |

s up right away.
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185282 B.WING 05/02/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SQUTH SHORE NURSING & REHABILITATION CENTER JAMES E. HANNAH DRIVE
SOUTH SHORE, KY 41175
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' CROSS-REFERENCED TO THE APPROPRIATE DATE
' . DEFICIENCY)
{K 000} . INITIAL COMMENTS K OOG}:

: Based upon implementation of the acceptabie
- POC, the facility was deemed to be in
compliance, 05/02/14 as aileged.

LABORATORY DIRECTCR'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S S8IGNATURE 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 correction are disclosable 14
days following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisife to continued

program participation.
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185282 BWING _ 03/26/2014
MAMIE OF PROVIGER O SUPPLIER STREETADDRESS, CIVY, 8TATE, 2P CODE
. JAMES E. HANNAH DRIVE
3 F & o N ~ L
SOUTH SHORE NURSING & REMHABILITATION CENTER SOUTH SHORE, KY 44175
XAy ity SUMMARY STATEMENT OF DEFICIENCIES My FROVIOERS AN OF CORRECTION J
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED #Y FULL . PREFIX (EACH CORRECTIVE ACTION SHOULE BE | CUMPLETICN
TAG REGULATORY GIR LBC IDENTIFYING INFORMATEON) : TAG CROSS-REFERENCED TO THE APPIEOPFRIATE : Larg
GEFICIENCY)
i< poo ; INITIAL COMMENTS : K Q00 Ta the best of my knowledge and
: . helief, as an agent of South Shore
Building: 01 Nursing and Rehabititation Center,
Survey under: NFPA 101 (2000 Edition) the following plan of correction
:‘ o constitutes a written allegation of
Plan approval: 1938, 1988  substantial compliance with federat
Facility lype: SNFAF Medicare and Medicaid
L requirements.
Type of structure:  One (1) story with basement:
t Type I3 {211) 1988 : ; : .
: . P ration e cution his
Type Il (200) reparatio an.d execution of this
i 1937 plan of correction does not
) _ : L constitute an admission or
' Smaoke Compartments: four (4) ' .
A agreement by the provider of the
; Fire Atarm: Comptete fire alarm with smoke truth of the facts alleged or
detectors in corridors and electrical room. . i cost frapths n
: Heal defector located in basament, conclusions set forth in the aﬂeg?d
Naw panel instalied 2011, . deficiencies. This plan of correction
N is prepared and/or executed solel
Sprinkler System: Complete autornalic sprinklor . 4‘ P o . /
: aysiem (dry) installed 1988 because it is required by the
; " provisions of Federal and State Law,
. Generator: Type Il fuel source is propane S—
“installed 2003
' A standard Life Safaty Code survey was ;
- conducted on 03/26/14 and the facifity was found
“nol to be in compliance with the raquirements for
participation in Medicare and Medicaid, The '
“census on the day of the survey was fifty-three
. {53). The facility is licensed for sixty (60} beds,
The following demonstrate noncompliance with
: Title 42 ot Saq. Code of Federal Regulations,
. A83.70(a} {Life Safety from Fire). Deficiencies
tware ciled with the highest deficiency of a D"
N DATE

LABORATORY DIRECTORS OR FRDVIDE.'USUPH;@&REl=>HESEN"i'A¥‘1\If';"$ BISNATUIRE TTLE
s A:f;; f//. 5 /@/M? L . % - ' R ’d' " F i 3
(Gl i, e (i i Wt ot R v A O

dendtes a deficiensy vwivoh the ingiitution i‘n?{?fﬁﬁ axoused from correcting providing (t ts determingd that

othar safequirds provide sufficlant protection 1o the patients. {Bee Instiuctions. ) Excapt for nursing homes, the findings stated sbove pre disciosabie 80 days

fallowing (he date of survey whether or not a plan of correction s provided. For nursing homes, the alove foefings sied planys of corroction ore disciosalis 14
days following the date these documents are made avaifable 1o the faciity. If deficiencies e cited, an approved plan of coractlon i3 /Uil o conlinued

program partitipation.

Any deflclancy slatement ending with an asmrisk"(" }
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CENTERS FOR MEDICARE & MEDICAID SERVICES
(X1} PROVIDER/SUPPLEIRYCLIA
IDENTIFICATION NUMBER:

STATEMENT OF DEFICIFNOIES
AND PLAN OF CORRECTION

185282

(X2 MULTIPLE CORNSTRUCTION
A BUILDING D2 - MAIN BUILDING

8 WiNG e

{X3) DATE BuURvEY
COMPLETED

| 03/26/2014

STREEY ARDRESS, CITY, STATE, ZIR CQ[’}E

NAMIE GF FROVIDER QR SUPP ER

SOUTH SHORE NURSING & REMABILITATION CENTER

JANES . HANNAH DRIVE
SOUTH SHORE, KY 41175

546=0
Efectrical wiring and equipment is in sccordance
. with NFPA 70, National Blectrica] Code. 9.1.2

This STANBARD Is not met a3 evidenced by:
; Based on cbservations and interviews, it was
datermined the facility failed to ensure slectrical
s wiring was according to National Eire Protection
Agsocialion (NFPA) standards. The teficiency
, had the polential to affect one (1) of three {3)
“S8IMoke compartments, twenly-one {27) residents,
. stafl and visitors,

. The findings include:

Observation on 03/26/2044 1:10 PM, revealed in
- resident room #17 the flexible power cord for tha
overhesd bad light was allached fo the wall using
: hall clamps. Continued observation revealed the
fiexible power cords for the overhoad bed light
 were attached in the same manner rasident ;
Crooms #18, #22, #16, 414, 313, #12, #711, and #9. -
- Intarview, with the Maintenance Director, ciring
“ the resident room obsetvations revealed he was
responsible for attaching the overhead bed liggnt
; flaxible power cords to the wall with the nait
clamps, He indicated the flexible POWEF Cards
: hat been attached in that manner to prevent
“rosidents from becoming entangled in the cords
of the averhead bed lights.

Continued observation on 03/26/2014 at 2:57 PM. ;
- with the Maintenance Director revealed &
multi-plug adapter was attached to the wall of o
; beautician stand in the beauty shop. Interview

(%4} 1D SUMMARY STATEMENT OF DEFICENCIES 0 PROVIDER'S FLAN 0F GORRECTION x0s)
PRIEED (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE o GOMIPLETION
Ao REGULATORY OR LSC IDENTIEYING INFORMATION) AL CROSS-REFERENCED T0 THE APPROPTRIATE PATE
DERICIENGY)
K147 NFPA101 LIFE SAFETY CODE STANDARD K147 South Shore Nursing and R

Rehabilitation Center strives to
ensure compiiance with NFPA 101
Life Safety Code Standards requiring
electrical wiring and equipment is in
accordance with NFRA 70, Mational
Electrical Code 9.1.2,

By 5/2/14, the Maintenance Director
will install “Wal! Cord Cover”
charnels over the flexible power
cerds for overhead bed tights in
room numbers 17, 18, 22, 16, 14, 13,
12,11, and 9,

On 4/15/14, the Maintenance
' Director unfastened the mialti-plug
adapter from the wall in the beauty

shop.

On 4/18/14, the Maintenance
Direttor was educated by the
Administrator on the importance of
not securing Mexible power cords or
multi-plug adapters to the facility

walls,

As part of the Ervironmental Round,
the Beauty Shop and flexibie power

FENRAM CMS JEGT{02-00) Previous Varsions Obaalate Evend 1 XLLG24
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BYATEMUENT OF DEFICIENCIES {X1) PROVIDERGUPPLIERACLIA
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(X2} MULYIRLE CONSTRUCTION
A BUHLLHNG 02 -
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MAIN BUILDING COMEL VR

attached the multi-plug sdapler ta the walt of the
- beautician sland, Further interview revealed the

facility did not have a policy regarding multi-plug
Cadapter use,

« The cenaus of seventy-seven (77} was verified by :
the Admintstrator on 03/26/2014 at 3: 18 PAM. i

- Reference: NFPA (1989 Edition)

_AG0-8, Uses Nol Farmittad

: Undess specifically parmitted in Section 400-7,

fiexible cords and cables shall not be used for the

. following: ?

1. As a substitutle for the fixed wiring of a

structure

2. Where run through holes in walls, structural

caflings, suspended callings, dropped ceilings, of

floors !

3. Whern run through dootways, windows, or

. similar openings

4. Where attached to building surfaces

Exceplior: Flexible cord and cable shall be

parrtitted to be altached to building surfaces in

accordance with the provisions of Section 364-8.

; 5. Where concealad behind building walls,
structural ceilings, suspended ceilings, drapped
celtings, or floors

- 6. Where installed in raceways, except as
otherwise parmitted in this Code.

1858282 11, WiNG N 03/26/2014
MAME QF PROVIBER OR SUPPLIER STREET ARESS, CITY, STATE. ZiP CODE
: JAMES E. HANNAH DRIVE
SOUTH SHORE NURSING & REHABILITATION CENTER )
SOUTH SHORE, KY 41175
(Xa) il SUMMARY STATEMENT OF DEFICIENTIES i PROVIDER'S PLAN OF CORRECTION o
PRIEFX {EACH DEFKIIENGY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE - GOMELIL DN
TAL REGULATGIRY QR LEC IDENTIFYING (NSORMATION) TAG CROGS.REFERENCERD TO THE ARPROERIATE bavE
DEFICIENCY)
K 147" Continued From page 2 K 147 cords will he audited weekly for one
with the Maintenance Director, during the month and monthly thereafter by
“observatlon, re 3 a% Unawe . ;
observatlon, revealed he was unaware of who Maintenance Director,

Administrator, or DON,

The results of all audits will be
forwarded 1o the menthly QARI
meeting for further monitoring and
continued compliance. After three
months, the QAP team will raview
the results of these audits and
determing a schedule for additional
monitoring,
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