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with the Medical Director stiending at lcast
This REQUIREMENT is not met s avidanced quarterly.

by:

Bazed on obsarvation, Interview, record review,
and review of facility policy and procedure, It was ,
determined the fadiity failed to ensure privecy ;
and confidentiafity for one (1) resident (#1), in the ' :
selected sample of twelve {12) residants.

Findings includs;

A raview of the facility's policy and procedure, . :
titled "QUALITY OF LIFE-DIGNITY", dated {
Qclober 2008, revealed "residents shall be _ ;
treated with dignity and respect st all times and .
residant's privacy, space and property will bg .
respactad at all imes.” R

A recond roview revealed Resident #1 was
admitled lo the facility on 08/13/12 with diagnoses
to include Hypathyrolgiom, Diaketes Mellius il,
Senile Dementia, Mood Disorder, Schizophrenia,
Psychosis, Genemllzed Anxiety, Depregsion,
Chronie Pain, Hypartansion, Hypotension,
Constipation, Arthropathy, Insomnia, and
Degenerative Joint Disease,

Observation on 04/11/13 at 10:00 AM gf a
dresslng change to Resident #1 revealed dusing
the dressing change pracedure, the privacy
curtain was not pulied and the door to the
resident's mom remained open, Ths ronmmale
was in the room and sitting up on the side of the
bed. Resident#1 was In full view of the
roommata and in view of anyona on the hafl.
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An interview on 04/41/43 at 10:40 AM, with
Licensed Practical Nurse {LPN) #1, revealed she
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did not puli the privacy curtain arclase the door to
the resident's room prior to beginning the
dressing change and he/she knew it should have
been dona.
F 176 | 4983.10(n) RESIDENT SELF-ADMINISTER F 178

=0 | DRUGS IF DEEMED SAFE

An individua! resident may ealf-administer drugs If
the interdigciplinary team, as defined by
§483.20(d)(2)(il), has determined that this
practice Ia safe,

This REQUIREMENT is not met aa evidencad
by:

Based on observation, interview, and record
review, it was datermined the facliity failed to
ensure one. (1) resident (#7). in tha selected
gample twelva (12} residents, was appropilately
essessed for self administration of medieation,
Resident #7 had twa (2) diskus-inhalers at
beside.

Findings Include:

Intarview with the Director of Nursing, on 04/11/13
at 12:24 PM, revealed there was no pollcy for
self-administration of medications.

Arecord review revoaled Realdent #7 was
admitied to the facility on 12/08/11 with dingnoses
to include Peripheral Vascular Disease, Chronls
Airway Qbstruction, and Clreulatory Disease, A
revisw of the Admission Data Set assessment,
dated 08/G1/12 and completed by the Aseletant
Director of Nuraing (ADON), revealed Resident
#7 was not-assessed to self-administer
medication, A review of the guarterly Minimum

F 176 S¢if Administrating of Medication

1. The Director of Nursing discussed with :
Resident# 7 completion of the Assessment for -
Seif administration of Medication and Resident-
# 7 declined to self administer medisations. An -
obaervation by the Direetor of Nursing on 4-
15-2013 noted that there were no médications
et bedside for resident # 7 andd resident # 7's
inhalers. were located in the medication can.

2. An audit of all residents will be completed by
the Director of Nursing by 5-9-2013 o identify
any residént who wished to self administer
medication. Any identified ns.wishing to self
administer medications will have a self
administration assessment completed to
determine {fthe resident is safe to self
administer medications.

3. All Licensed staff will be re-cducated on
completion of the self administretion of
medication assessment if a resident wishes to
self administer medications to include
‘obtaining a physician order. This re-cducation
will be completed by the Director-of Nursing -
or Assistent Director of Nursing by 5-9-2013 .
with no staff working aficr 5-9-2013 without
having received this re~education,
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Deata Set (MDS) aseasemant, dated 01/21/43,
revealad the facliity assessed Resident #7 as
cognitively intact A review of the Comprehansive
Care Plan, dated 02/18/13, revaaled there were
na interventions for Resident #7 to administer
hisher medications or to keep madications at
bedside.

A review of the Physiclan's Ordars, dated Agril
2013, revealad Residant #7 should receive one
(1) puff of Advair 250-20 Diskus, by mouth dally
at B:00 AM and 6:00 PM, and two {2) times per

“¢apsule of Spiriva 18 meg CP-Inhaler every day.

Observation on 04/09/13 at 6:44 PM ravealed two
diskus inhalers, (anAdvair dlskus and & Spiriva
hardihater) lying In Resident #7's wheelchair in
the resldent's shared room. Further observation
at 6:52 PM with Certified Nursing Assistant (CNA)
#3 revealed the two diskus inhelars etill lylng in
Rasldent #7's whoelchair. CNA#3 picked up the
inhalers out of the whealchair, gave them to
Redldent #7 and slated "Resident #7 kasps them
in.the room", Resldent#7 placed tha respiratory
medications on the over the bed table at bedside.

Interview with Registered Nurze (RN} #2, on
04/09/13 at 7:08 PM, revealed Resident #7 liked
to have the respiretory medication afler he/she
ata but the RN removes the medication after the
resident was through with it. RN #2 proceeded to
go to Resident #7's room and remeove the
respiratory madications from Residant #7's room,

Further chsearvation and Interview with RN #2, on
04/08/13 at 8:05 PM, revealed RN #2 reviewed
the Admission Dala Set, dated 08/01/12 and
stated "It was nol marked for Resident #7 to

4. The Director of Nursing will audit five (5)
records por week for four (4) wesks, followed
by three (3) records per week for eight (8)
weeks to determine if the resident wishas to
sclf adminisier their medications and i the
resident wishes to sef administer medications
that an assessment for self administration of
medication is-completed. The results of the
audits will be reviewed with the Quality
Assurance Committee monthly for threz (3)
months, [f at any time concerns are identified,
the Quality Assurance Committes will convene
1o review and make further recommendations
as needed. The Quality Assuranee Commitiee
will consist of et a minimum the Director of
Nursing, the Administrator, The Assistant
Director of Nursing and the Social Services
Director, with the Medical Director attending °
at least quarterly snea
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administer hisfher own madication, 8o F'm going
to mark it yes because the resident keepa the
medicine et bedslde, and it should have been
mearked on the agsessment.when the nssessment
waa complated. RN #2 asked for a pen from the
Director of Nursing {DON) and proceedad to
mark yes on the Admission Data Sel.

An interview with the ADON, on 04/8/13 at 8:55
PM, revealed the Admission Data. 8at was filled :'
out cotroctly and the marking of "yas" by RN #2 ;
was going o be errored out. ;

An interview with the DON, on 84/11/13 at 10:35 .
AM, reveslad the medicine was not expected to ;
be laft at the badside of a resident. ;
F 282 | 483.20(k}{3)(iH SERVICES BY QUALIFIED F 282 F 282 Services by Qualifieg-
Sgap | PERSONS/PER CARE PLAN plan “d person/per care ‘

The services provided or arrangad by the facility L ﬁd?’?i?;;ﬂj;:u?gfm ?imqtgr nt; I;'ursing
er oI restdent

must be provided by quallified pereons in :
acoordanc with eaeh residents writton plan of re\_fea]cd use of the sit o stand 1ift and two
ace (2) person assist,

2. An observation by the Ditcctor of Nursing
on 4/11/13 of resident transfers noted thae
transfers werc oceurring as care planned
witl? the appropriate number of staff and
cquipment. Ne concemns were identified

TR T N N A SRR NS St AP A e s e e

This REQUIREMENT I= not met as evidenced 3. All direct care-staff will be re-educated on

by: following the care plan to include transfess
Based on observation, interview, record roview, and use of lift equipment. This re-education

and facility pollcy review, itwas determined the will be provided by the Director of Nursi.ﬁg

facility falled to ensure epprapriate cara and or Assistant Dircctor of Nursing by 5/9/13

services in accordance with the nesident's wiitten with ro direct staff working after 5/9/13

pian of care for one resident (#8), in the selected without receiving training,

sample of twelve (12) residents. Rasident #8 was
observed transferred by one stalf but the resident
was care planned for the rssistance of two slaff
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for transf I Director of Nursing will monitor record
nefars. | reviews and observation of transfer of
. residents per plan of care five (5) times e
Findings Include: week for two {(2) weeks; then weekly for

A review of the facllity's policy and procedurs,
titled "Resident Comprehensive Caro Plan," dated
05/03, revealed "The residents comprehensive
card plan should be viewed as an interdisgiplinary
approach to managing the acyte and chronle
needs of the rasident living in the facifity”.

A ragord review revealed Resident #8 was
admittad to the facility on 01/16/04 with diagnoses
to include Senile Dementia, Depressive Disorder,
Cerebral Vascular Accldent, Late effects Cerebral
Vascular Diseaga, and Celostomy Status. A
raview of the annual Minimum Data Set {(MDS)
assessment, dated 01/21/13, revealed the facility
sssessed Resldent #8 cognition as seversly
impaired.

Areview of the Comprehansive Care Plan, dated
'01/2113, revealed an intarvantion to usa a
Sit-to-Stand fift for {ransfers with two asaist.

Observation, on 04/08/13 at 5:30 PM, ravealad
Certified Nursing Assistant (CNA) #3 transferred
Resident #8 out of hisfher wheelchair with a sit to
stand {ift and placed the rasidant in the bad
without another staff to aselst and without the sit
to stand Jifl.

Interview with CNA #3, on 04/03/13 at §:15 PM,
revealed the CINA'she fransferred Resldent #8 by
herself when thers should be two staff. CNA#3
stated two CNAS were on braak and the other
CNA waa busy halping another resient, and
Regislered Nurge (RN) #2 was wanting the

i four (4) weeks; then monthly for twe (2)
months. The results ¢f the audits will be
reviewed with the Quality Assurence

Commitiee monthly for three (3} monthe If

&t any time concemns are identified, the
Quality Assurance Committee will convene
to review and make further
recommendations as needed. The Quality
Asgurance Committee- will consist of'ata
minimum the Director of Nursing, the
Administrator, the Assistant Director of
Nurzing and the Social Servites Director,
with the Medical Director attending at leagt
quareerly,

5/10/13
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regident in bad". The CNA ravealed she usually
transferred tha resident to bad without the
assistance of another staff.

Interview with RN #2, on 04/10/13 at 4:00 PM,
revealed tha CNAs should have anather CNA
assist them or call the nurse when a resident is a
wo assizt. She slated the CNA should not iry to
transfer the realdent by themselves. RN#2
further stated if the CNA cannot find another CNA
to help, then they should get the charge nurse.

Interview with the Director of Nursing, on 04/ 1113
at 10;35 AM, ravealed she expected the staff-
follow the care plan,

F 323 { 483.25(h) FREE.OF ACCIDENT

$5aD } HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
a9 iz possible; and each resident recaivas
adequate supsrvision and assistance devieas to
prevent acsidents,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy reviaw, it was determined the
facility faited to ensure adequate suparvislon to
prevant aceldents for one regident (48}, In the
salectad sampte of twelve (12) residents.
Obsarvation revealed CNA #3 transferred
Resident #8 by herself from the resident'a
wheelchalr to the bed even though the rasident

F 323 p 323 Pree of Accldent
Hezards/Supervision/Devices

1. An observation by the Director of Nursing
on 4/11/13 of transfer of resident #8
revealed use of sit to stand lift and 2 person
assist,

2. An observation by the Director of Nursing
6h 4/11/13 of resident transfors noted that
transfers were occurring a8 care planned
with the appropriate number of stafi’and
equipment, No concems wers identified.

3, Al} direct care 9taff wili be re-educated on
following the cave plan white performing
resident care, ‘The education will be
provided by the Director of Nursing or :
Asslstant Director of Nursing by 5/9/13 with .
no diveet staff working after 5/9/13 without
recelving re-education. o

4. The Director of Nursing and/or Assistant
Director of Nurging will monitor record
reviews and observation of transfer of
residents per plan of care five (5) time a
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was gasessed as neading two staff for transfers.
Findings include:

Reviaw of faclity's "Safety Summary” revaaked
the stand up ift may be oporated by ona (1)
healtheare professional for ALL lifing prepanation,
transferring from and tranaferring to progedures
with a cooperative, weight-bearing individual able
1o support the majority of hismher own weight
Howevar, sinte medical conditions vary, the
company recommended the
heslthcare/professional evaluate the need for
assistance and determine whether more than one
(1) assistant is appropriate in each case to aafoly
perform the transfer,

A record review revealad Resident #8 was
admitied to the facliity on (11/18/04 with dimgnoses
to include Senilé Dementia, Depresslve Disorder,
Cerabral VascularAccldent, Late effects Cerebral
Vasculsr Disease, and Colostomy Status, A
reviaw of the annual Minlmum Date Set (MDS)
assessment, dated 01/21/13, reveated the faclllty
assassad Reglden #3 cognition as sevaraly
impzired.

A review of the Comprehensive Care Plan, dated
01/21/13, revealad an intervention 1o use a
Sh-to-Stand Ift for transfers with bwo assist. A
reviaw of a Multh-Disciplinary Therapy Screaening
to0l, dated 03/19/12 , revealad the facility
assesaed Resident #8 need a Sit-lo Stand iR for
transfers,

Obssarvalion, on 04/08/13 at 8:30 PM. revealed
Centified Nursing Assistant (CNA) #3 transferred
Resldent #8 out of hissher wheelchalr and placed

week for two (2) weeks; then weekly for
four-(4) weeks; thon monthly-for two,.(2)
months, The results of the audits wiil be
reviewed with the Quality Assurance

Commmnittee monthly for three (3) months, If -

at any time concems ar¢ identificd, the

Quality Assurance Committee will convene

to review and make further
recommendations as needed. The Quality
Asgurance Committee wiil consist of st a
minimum the Director of Nursing, the
Adminjstrator, the Assistant Director of
Nursing and tho Social Services Director,
with the Medical Direclor attending at Jeast
quarterly.

05/10/13
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F 323 | Continued From page 8 F 323
the residant n the bad without enother steff to
assist and without the sit to stand liR. ;
interview with GNA#3, on 04/09/13 at 8:15 PM,
revaaled the she transfarred Resident #8 by :
herself when there should bs two staff. CNA#2
stated two CNAs viare on bresk and the other
CNA was busy helping another resident, and
Registared Nurse (RN) #2 was wanting the
rasidant in bed. Tha CNA revealsd she usually
transferred the resident to bed without the
assistance of another staff.

Interview with RN #2, on 04/10/13 at 4:00 PM,
teveated the CNAs should have another CNA i
aggist them or call the nurse when a resident is & ;
two aselsl. Shestated tha CNA should not try to
transfer tha resident by thamselves, RN #2 ' ,
further slated If the CNA cannct find another ENA ) .
to help, then they should get the charge nurae. i
Interview with tha Director of Nursing, on 04/11/13
at 10:35 AM, revealed she expected the ataff to
transfer a resident with two slaff if the resident :
‘was cara plan for two assist with transfera, /
F 4411 483.65 INFECTION CONTROL, PREVENT F 441| F 441 Infectlon Conteol, Prevent Spread, {
55cD | SPREAD, LINENS Linens
i
The facility must establish and maintain an 1, An observation by the Director of Nursing
Infection Control Program deslgned to provide a on 4{15{13 noted perineal care to be ' :
safe, senitary and comforiable environmaent and pmyldod _appmpr!atcly aqd the hand h:_(g:cnc_ :
to help prevent the development and transmission policy being followed to Include washing i
of disease and Iinfection. hands and changing gloves, on residents #5, i
#7 and #8 as weil as colostomy care for ;
ident # 8. t
(a) Infection Contro! Program vest : N \ i
‘The facllity must establish an Infection Contral 2. An observation by the Director of Nursing 3
. on 4/15/13 noted perinenl care to be 2
Program under which 1t - ided ately with direct 1
1) Inveatigates, controls, and prevents infactions providec appropniie y With dirsct care
( ' : following the hand hygiene pollcy. ;
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F 441 | Contimied From page 9 F 441 3, All direct care Staff will be re-¢educated on

in the facitity;

{2) Decides what piocedures, such as isolstion,
should be applled to an individual resident; and
{(3) Maintalns e record of incidents and corrective
actions related to infections.

{b) Preventing Spreat of Infaction

{1} When the infection Control Program
determines that a realdent needs isolation to
prevent the spread of infection, the facility must
izolate the esident.

{2) Tha facllity must prohibit employeas with a
communicable diseaas or infacted skin leslans
from direct contact with residants or their food, if
diract contact will tranemit the disease,

{3) The facillty muat require stafl to wash-thelr
hands after each direct resident contact for which
hard washing s Indlcated by accepted
profaasional practice,

{c) Linens

‘Pereonnel must handle, store, process and
transport linena so ag to prevent the spread of
infection.

This REQUIREMENT is not met as evidanced
by:

Based on gbservatlon, interview, record review
and facllify policy review, it was determined the
facility falled W provide a safe and sanltary
envionment for three (3) residents (#5, #7, and
#8), in the selected sampls of twelve {12)
tesldents, The staff falled to wash hende before
applying gloves and after removing gloves for
Residants #5, #7 and #8 and during colostomy
and stoma care for Rasident #8.

proper hand hyglens, The educai.:ion will be :
provided by the Director of Nursing ot
Assiziant Director of Nursing by 5/9/13 with
no direct staff working after 5/9/13 without
having received this re-cducétion,
4. The Director of Nursing and/or Assizant
Director of Nursing will observe perineal
and colostomy care five (5) times a weck for
two (2) weeks; then once  week-for four )
weeks; then monthly for two.(2) months
The results of the audits will be reviowed
with the Quality Assurance Comitice .
monthly for threa (3) months. If &t any time -
conoerns are idcotifled, the Quality :
Assurance Committee will convene to
review and make further recommendations
as necded. The Quality Assurance
Coramittee will consist of at & minimum the
Diractor of Nursing, the Administrator, The
Assistant Director of Nursiog and the Social
Servicey Directo, with the Medical Director
attending at least quarierly.

051013
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F 441 | Continued From page 10 . Fa#t

Findings include;

A reviaw of the facility policy tifled, "Hand
Hygiena" ravealed under the two-tiar
Transmission Based Precautions, -Standard
Precautions: the centar will use standard
precautions as approved by the CDC, Standard
Precautions will be utillzed on alf residents which
willinclude; 1. Hand washing- usa hand hygiena
after touching the following whethar or not gloves
are wom: Blcod Body fiuids, secretions,
axcrations, or contaminaeted itemns, after gloves
are femoved, between resldent contaet, between
trsks and procedures on the same resident lo ;
prevent oross contamination of different body '
sitas. 2. Gloves- put on clean gloves just beforo
touching mucous membranes, and non-intact
skin, change gloves between tasks and
procadures on the same realdent after contaet
with material that may cantain a high
concentration of miccoarganisma, Remove
gloves bafore to dnother rasident,

A review of the facility policy ttled,
"Recommendations” reveated Indlcations for
hand-washing and hand antisapais states
dacontaminats hangs aftar contaot with a
patients intact akin (whén taking a pulse or blood
pressure, and lifting a patiant), after contact with
bady fluids or excretions {mucous membranes,
non-ntact skin, and wound drossings) and if
hands are not visibly soited, if moving from a
contaminated-body site to a clean-body site
during patient care, after contact with Inanimate
objects (including medical equipment) in the
immediate vicinity of the patient and after
" ramoving gloves.
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SHADY LAWN NURSING AND REHABILITATION CENTER

F 441 | Continued From pags 11 F 441

1, A raview of facility policy on
"ColostomyAieostomy Care Level lil* revealed
under STEPS IN THE PROCEDURE, 1. Placa
the clean equipment on the hedside table or
over-bed table. Arange the supplies so thay can
be easily reached. 2. Wash and dry your hands
thoroughly. 3. Put on gown if soiling of clothing
with feces is likely. 4. Puton gloves, 5. Remove
drainage bag. 8, Remove gloves, wash hands, -
put on clean gloves. 13. Remova and discard
gleves into deslgnated contalner. Wash and dry
yaur hands thoroughly. 14. Reposition the bad
tovers. Make the resident comfortable. 15.

| Place tha-call light within aasy reach of the
resident. 16. Clean the ovar-bad table and retum !
It ta.its proper position. 17, Wash and dry your
hands thoroughly. ;

Arecord review revealed Rosidant #8 waa
-admitted to the facllity on 01/16/04 with diagnoses
thatinclude Senile Dementia, Depreasive
Disordar, Cerebral Vascular Accldent, Lale effects
Cerabral Viascular Dizease, and Colostomy
Staius. A reviews of the annual Minimum Data Sat
{MDS) assedsmeant, dated 01/21/13 revealed the
facility assessed Resldent #8 as cognitively Intact.

TR A i o P b = = i iy £

Observatian on 04/05/13 at 6:30 PM reveaied
Resident #8 was recelving peri-care and
colostemy care from Certified Nurse Aids (CNA)
#3. CNA#3 place-a pair of gloves on her hands
without washing her hands, pulted the colostomy
supplies out of the.closst, looked for supplles in a
bedside table, pushed halr off of her face, and
fooked for supplies in the raommate’s bedalde
table. Tha CNA proceeded i change the
resident's brief. After completing ingontinent
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F 441

Continved From page 12

care, the CNA proceadsd to change the
resident's ¢olostomy bag and place the bag in the
trash can. The CNA then usad tolle! paper to
¢lean around the stoma, inside the area of the
stomna, and ciipped on & naw colostomy bag.
GNA#KS then removed her glaves, did not wash
her hands; plaged pillows and cushlons around
the reaident, placed Resident#8's gown on the
over the bed table. The gown feil to-the floor and
the CNA picked the gown up cff the floor and
placed it on the table egaln.

Interview with CNA#3, on 04/09M13 at 8:15 PM,
revoaled sha wore wore one pair of glovaes during
all the care she provided for Resident #8, which
included peri-Gara and colostomy. care. She
slated she did not change gloves between aress
of care and did not wash her hands when she left
the toom. She revealed sha washed her hands
when she enterad the next resldent’s room. She
further stated she should have washed her hands
bafore and after she provided care to the
resident.

2. A racord review revealed Resident #7 was
admitied to the facility on 12/08/11 with diagnoses
to include Perlpheral Vascular Disedse, Chronic
Alrvay Obstruction, and Circulatory Disgass. A
review of a quartarly MDS assessment, dated
01/21/13, revealed the facllity asaessed Resident
#7 as cognitivaly irtact,

Obsarvation on 04/10/13 at 11:53 Ph revealed of
CNA#4 was a badpan for Resident#4. The CNA
placed gloves on both hands and puiled the
privacy curtaln, removed newspaper and reading
books from the resident's lap. The CNA walked
Into the bathroom, picked up an unlabaled

F 441
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F 441

Continved From page 13

badpan, cama back ta.the resident's bedside,
pulled down the resident's pants and placed tha
bedpan under the resident. CNA #4 removed the
bedpan from undemaath Resldent #7 after the
rgsidont firiched volding, wiped tha resident with
‘wetwipes and pulled up the resident's pants.

The CNA procesded to take off the gloves, wash
herhands and gave the resldent back the reading
material,

Interview with CNA #4, on 04/10/13 at 12:38 PM,
revealed she did not gathar the items she'needed
1o provide the care.before putting on her gloves.

3. Arecord review reveaied Resident #5 wae
admitted to the faciity on 10/22/12 with diagnoses
to include Congestive Heart Failure,
Hypertension, A-Fib, Hyperlipidemis, Esophageal
‘Refiux, Depressive Disorder, Generalized
Anxety, Heart Valve Replacement, Renal Faiture,
end Muscla Weakness, A review of the
admission MDS assessmant, dated 10/26/12,
revealed the facllity assessed Resldent #5's
cognition as eoveraly impaired.

Obsarvation on 04/11/13 at 0.58 AM revealed
CNA#4 and GNA#5 providing peri-care lo
Resident #5. CNA #4 and CNA #5 agssambled
their supplies and applied gloves to bath hands.
The CNAs pruceeded to transfer the resldent to
the bed from the-whealchalir, take off the
resident's shoes, raized the bed, pulled resident
#8's pants down, remove the resident's brief and
cleaned the resident with wet wipes. After
providing the peri-care, the CNAs removed thelr
glovas, CNA.#4 left the room to get the charge
nuree to put olntment on a reddened area.of
buttocks. CNA#4 did net wash hands upon

F 441 .

FORM CM8-2667{0268) Proviows Veriora Obachte Evont ID; EPOYAY

STOF

Fecily tD: 100308

If continuation shaet Page t40f 15

L VU

A T i e M L A A S N e, T, T B T M T AN A 4 R B 3 3 e (T B P S

o R B N i e AP W

Xvd TSILT £102/00/80




. PRINTED: 047252013
DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 053803591

STATEMENT GF DEFICIENGIES X1} PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

185252 B.WING -04/1172013

NAME OF PROVIDER OR SUPPUER X STREET ADDRESS, C{TY, STATE, 1P CODE
2582 CERULEAN RD.
N CENT
. SHADY LAWN NURSING AND REHABILITATION CENTER GADIZ, KY 42211

(41D FUMMARY STATEMENT OF OEFICIENCIES +] PROVIDER'S PLAN GF CORRECTION oD
" PREFIX (EACH DEFICIENCY MUSY EE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8B COuRETION

TAG REGULATORY OR LST: IDENTIFYING INFORMATIGN) TAG CROSS-REFERENGED T THE APPROPRIATE
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F 441 Continued From page 14 F 441
teaving the regident's rcom. CNA #4 then cama ;
back into the residert's room with Licenaed :
Practical Nurse.{ LPN) #3 and thay both applied
gloves without washing hands.

Intarview with LPN #3, GNA #4, and CNA #5, on :
04/11/13 at 10:15 AM and 10:45 AM respectively, ‘
teveslad thay did not wash their hands bafone

they applied thelr gloves and they should have.

Interview with the Director of Nursing, on 04/11/13
at 10:35 AM, revealed staff should wash hands
before and after gloving up end should change
gloves between peri-care and colostomy care,
and cleaning the stoma, The DON further atated
ghe expocted the otaff to wazh their hands afier
removing gioves when leaving a roem, before
going to another resident's raom, and before
gloving and conrducting a procedure.
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K 000 | Continued From page 1 K 000 (K027 Life Safety Code Standard
Deficiencies were cited with the highest 1. The cross-corsidor door located near room #27
deficiency idantified at an "F" level. wes adjusted by the Maintenance Director on
K027 | NFPA 101 LIFE SAFETY CODE STANDARD K 027|04/1072013 to ensure that it closes completely
oo blocking the passage of smoke, The cross-éorridor.
85=F doors tocated near room #16 had the overlapping

Door openings In smoke barriers have at least
20-minute fire protection rating or are at jaast
1¥eeh thick solid bonded wood core. Non-rated
protactive plates that do not axceed 48 inches
from the bottern of the door are permitted.
Horizontal sliding doors comply with 7.2.1,14,
Doors ara self-closing or automatie closing in
aceordance with 19,2.2.2.6, Swinging doors are
not required (0 swing with agress and positive
latching is not requined.  16,3.7.5, 19.3.7.5,
18.3.7.7

| This STANDARD is not met as evidenced by:

Based on absarvation and interview. it was
determined the facility failed fo enaure cross
-corridor doors focated in g-emoke bamier would
resist the passage of smoke in accordance with
NFPA standands. The deficiency had the
potential to-affect-thres (3) of three (3) 3moke
compartmenls, all resldents, staff and visitors.
‘Tne facllity e certified for fifty (50) beds and the
census was forty-five (46) on the day of the
survey. The facliity failed to ensure two (2) doors
in tha smoke bamiers had a gap less than 1/

inch where the doora mest.

The findings include;

Chbservation, on 04/10/13 PM with tha
Maintenance Supervisor, ravesled the
cross-cortidor doors located al raom #27 and

" |Assistast Director of Nursing and the Social

deviee adjusted outwards on 4/10/2013 to ensure to
block the passage of smoke. The Administrator
noted on 04/26/2013 that the cross-corridor doors ;
near rooms # 27 and # 16 closs appropriately fo
prevent the passage of smoke,

2. All cross-corridor doors focated af the facitity
stoke barriers will be inspected by the:
Maintenance Direstor, by 5/1/2013 1o ensure they
praperly olose blocking the passage of smoke, Any,
identified concemns wilf be corrected by 5/1/2013.

3. The Maintensnce Director was re-educated by
the Administrator 0n.4/29/2013 related to cross-
icorridor doors located at facility smoke barriers
must block the passage of smoke per NFPA
teuidelines :

4. The Maintenance Directar will audit all cross-
corridor doors located at the smoke barriers of the -
facility, weekly for twelve (12) weeks 1o ensure
those doors are closing properly and are bjocking
the passage of smoke. The résufts of the audits will
be reviewed with the Quality Assurance Committas!
monthly for three (3) months. If at any time
concerns are identified, the Quality Assurance’
Commitice will convene-to review and make further,
recommendations as needed. The Quality Assurance
Committes witl consist of st 2 minimum the
Director of Nursing, the Administrator, the

Services Director, with the Medical Director
attending at [east quarterly.

510/13
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SHADY LAWN NURSING AND REHABILITATION CENTER

K027 | Contiaued From page 2 K027
room #18 would net.close completely when
lested, laaving e gap of approximately
cne-quarter of an inch or greater between the pair
of doors and would not resist the passage of
amoke,

Interview, on 04/1071.3 PM with the Malntenance
Supeivisor, revealed he was unsware the doors ] L
would not ¢lose all the way leaving a gep between :
the doers.in the closed position. ;

Reference: NFPA 101 (2000 edition)

8.3.4.1* Doors in smoke barrers shall close the ,
opening leaving . . H
| only the minimum clearance necassary for proper ‘

oparalion

"and shall ba without undercuts, louvers, or grilles.

Reference: NFFA B0 (1989 Editon)

Standard for Fire Doors 2-5.1.7

“The clearance hatween the edge of tha doof on
the pull side shail be 1/8 in, (+/~) 1/16 in, (3.18
mm (+/-) 1,58 mm) for ateet doors and shall not
exceed 1/8 in. (3.18mm) for wood doors.

K 0208 | NFPA 101 LIFE SAFETY CODE STANDARD K028
85aD
One hour fire rated construction (with % hour
fire-rated doors) or an approved automstic fire
extinguishing system in accordance with 8.4.1
andlor 19,3.5.4 protects hazardous areas. When
the approved automatlc fira extingulshing system
option is used, the areas ere separaled from
other spaces by smoke resisting partitions and
doors. Doors ane self-closing and non-rated or
field-applied protective plates that do not excead
48 inches from the bottom of the door are
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DEFICIENCY)
K029 | Continued From page 3 , K 028 K029 Life Safety Code Standard

perviitted,  19.3.2.1 , .
1. The Maintenance Dircctor applied self closing

deviess to the two (2) doors.Tocated in the dry stock
room of the kitchen area.on 04/16/2013 to-ensure
the dry stock area will remain elossd at all times.

2. The Maintenance Director inspected the enptirg

This STANDARD. s riot met as avidenced by: facility on 04/16/2013 to ensure that any identified. ;
Based..on observa“h'_on' al:ld interview; t was | karcas :equmng self ctosures have self clisures
determined the facility failed lo meet the None were identified. | : :
requirements of Protection of Hazerds in :
accordance with NFPA Standarde, The 13. Re-gducation for the Mainterance Director was ;
deficiancy had the potantial to affect ona (1) of completed by the Administratoron 64/29/2013
three (3) smokie compartments, twenty-six (26) related to NFPA19.2.3.1, :
‘resldents, staffand visilors. The facility is .
cartified for fifty (50) bads and the census was 4. The Maintenance Direstor will audit self closmg :
forty-five (45) on the day of the survay. The devices on the dry storage area of the kitchen _ :
faclity failed to ensure the diy storage room i the weekly for twelve (12) weeks to ensire they are | ¢
kitchen'was properly saparated. allowing the door 1o close properly. The results of
the audits will be reviewed viith the Quality . i
: Azsurance Comnitiee monthly forthree (3) months,
The findings inciude: If at any-time conegrns u.n: identfied, the Quality ;
Observation, on 04/10/13 at 11:45 AM with the Assurance Committee will convené to roview and . ;
Maintenance Supervlsor, revealed the dry storage 3}‘:’:; gﬂ:;?ﬂﬂi‘jﬂ?:ﬁ:s:i 3}1:: . ’
room In the kitchen did not have a clozer added minimum the Director of Nursing, The :
1o either door of the room. This requirament ia Administrator, The Assistant Director of Nursing
due 1o the storage of combustible hema inside the and the Social Services Director, with the Medical | ¢/10/13
aren. irector attending at least quarterly '

intarview, on 04/10/13 &t 11:45 AM with the
Maintensnca Supervisor, rovoaled he was
unaware the storage in 3 room determined
whether the roomwas a hazardous starage area
or not.

Referenca: NFPA 101 {2000 EdHion).

19.3.2 Protection from Hazards,

T A M e YL PP 3o 5 e, B £ RS g 2 a0 F AR AN L
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K029 | Continved From page 4

16.3,2.1 Hazandous Arcas. Any hazardous sreas

shall be safeguarded by a fire bamler having a
1=hour fira realatance rafing or shall ba provided
with an automatio extinguishing system In

accordanca with 8.4,1. Thae automatic

extingulghing shall be permitted 1o be In

accordance with 19,3,5.4. Where the sprinkler

aption‘is used, the areas shall be separated

from other spaces by smoke-resisting partitions

-and doors, The doors shall be seif-cloging or

automatic-¢losing. Hazardous areas shall
inciuds, but shall not be restricted to, the
following:

(1) Boiler and fsehfired haalar roorms

{2) Cenfral/bulk laundries.larger then 100 f2
(9.3m2)

(3) Paint shops

(4) Repair ghops

{5) Solted linen rooms

(6) Trash coliection rooms

{7) Rooms or spaces larger than 50 ft2 (4.6 m2),
including repalr shops, used for storage of
combustible supplies

and eguipment in quantities deemed hazardous
by the authority having Juredictlon

(8) Laboratories ginplaying flammable or
combustible materials in quantties less than

thosa that would be considered a severs hazard,
Exception: Doore in rated enclosures shall be
permitted to have nonrated, factory or
field-applied

protective plates extending not more than

48 in. {122 cm) above the bottom of the door.

K 048 } NFPA 101 LIFE SAFETY CODE STANDARD
§8=F
There is a written plan for the protection of all
-patients and for thelr evacuation lo the event of
anemengency.  19.7.1.1

K029

K 048
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K 048 [K048 Life Safety Code Standard

K 048 | Continuad From page 5

Thia STANDARD 15 not met as evidencad by:

Based on interview and policy review, it was
determined the facllity falied ta imptement a
proper Fire Safety Plan and Procedure Polisy in
the event of an amergaency In accordanca with
NFPA standards. The deficlency had the
poiential to affect three (3) of three (3) smake
compactments, ali residents, steffand visltors,
The facllity 'a certified for fifty (50) beds and the
consus'was farty-five: (45} on the day of tha
survey, The facility failed to snsure smoke
compariments ware comrectly identified on the
evacuation plan.

" The findings incdude:

Policy review, on 04/10/13 at 10:28 AM with the
‘Malntenancs Suparvisor, revaaled the facility's
Fire Safety Plan.and Frocedune Policy did not
hava the intemal evacuation floor plan labeled
camectly, Tha plan showed a smake
compartment next to the DON offlce but there ka
no walil abovs the creas-corrider doors to make
the area next to the kitchen a smoke
comparment

Interview, on 04/10/13 at 10:28 AM with the
Malntananca Direcior, revealed he was unaware
the amoke compartments wera not correctly
Identifiex).

Actual NFPA Standard: 19.7.1 Evacuation and
Relocation Plan and Fire Drilis,

19711

The administration of every healthcare occupancy

1, The Mgintenance Director removed all, '
cvaouation plans losated throughout the facility and;.
immediately re-constructed the plan showing proper,
smoke barrier labeling-and evacuation plans on
471672013,

. The Evacuation pians located throughout the
facility have been lnspeeled by the Administrator on
/18/2013 and determined to be labeled cofrectly
owing the thres (3) smoke compartments and the |
proper evacuation routes-from any point in te

iacifity.

1. The Maintenance Director was re-cducated by the'_
Administeator on 04/29/2013 of accurate tebeling
land cvacuation procedures. :

4, The Maintenance Director will monitor all floor
pians displayed throughout the facility to ensure
acouracy and proper labeling monthly for three-(3).
months. The results.of the audits will be reviewed
with the Quality Assurance Committes monthiy for
three (3) months, ITat eny time concems are
identified, the Quality Assurance Commitics will
convene to review and make further
recommendations as needed. The Quality Assurance
Coramittes will consist of at'a minimum the '
Director of Nursing, the Admiinistrator, the
Assistant Diretor of Nursing and thé Social
Services Director, with the Medical Director
attending at least quarterly, SHO3
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K 048

Continued From page &

shall have, In affest and available to all
supervisory personngl, wiitten copies of a plan far
the protection of all persons In the avent of fire,
for their avacustion to areas of refugs, and for
thelr evacustion from the buflding when
necessary. All employees shall be peradicslly
instructad and kept informed with respact to thelr
duties under the plan. A copy of the plan shall be
readily available at alf times in the taleptions
operator ' 5 position or at the zecurity center.

The provislons of 19.7.1.2 through 19.7.2.3 shell
apply.

19.7.1.2*

Fire drills in'health care occupancies shail includa
the transmission of a fire alerm signal and
simulation of emengenay fire condiions. Orills
shall be conducted quarterdy on gach shilt to
famitiarize facility parsonnel (nurses, intems,
malntenance engineers, and administrative staff)
with the signals and emergency action requirad
under varied conditions. When drilla are
cenducled between 8:00 p.m. (2100 hours) and
6:00 a,m. (0800 hours), a coded anncuncement
shall be pernitied to ba used instead of awdlble
alarms.

Exception: Infirm or bedridden patients shall not
be required to be movad during drills to safe
aress or to the extedor of the building,

19.7.1.3

Employees of health care eccupancies shall be
instructed in life safety procedures and devices.
18.7.2 Pracedure in Case of Fire,

18.7.2.1"

For health care cccupancies, the proper
protection of patlents shall require the prompt and
effactive response of health cara parsonnel. The
besic response required of staff shall include the
removal of all occupants directly involved with the

K048
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K 048 | Continued From page 7 - K048
fira amargency, transmiselon of an appropriate
fire afarm elgn&l to wam other bullding occupants
and summon staff, confinemant of the effects of . ‘
the fire by closing doars to isolate the fire area, ;
and the relocation of patients as detsiled in the :
health care eceupancy = fira safoty plan. |
10.7.2,2 -
Awritien health care occupancy fire safely plan ' : ;
shall provide for the following:

(1) Use of atarms

(&) Tranamission of alarm to fire department

(3) Response to alams :

{(4) Isolation of fire

(5) Evacuation of Inmediata aea )
(8) Evacuallon of smoke compartment

(7) Preparabion of floors and building for
evazustion .

(8) Extinguishment of fire

19723

All health care occupandy personnel shall be
instructed in the'use of and responsa to fire,

aiams. In-addition, thay ¢hall be instruated In the
use of the code phrase to ensure transmisslon of

an dlarm under the fellowing conditions:

(1) \When the {ndividua} who dlscovers a fire

must immediately go to the aid of an endangerad
person

(2} During & malfunction of the bullding fire alarm
system

Persannel hearing the cade announced shail first
ectivate the building fire alarm using the nearest
manual fire-alarm box and

K 086 { NFPA 101 LIFE SAFETY CODE STANDARD K 068
£8=D :
' if there Is an automatic sprinkiar system, it ls 4
installed in accordance with NFPA 13, Standard
for the installation of Sprinkler Systems, to
provide complets coveraga-for ail portions of the

e e e T ‘e
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PRINTED: 04/26/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFFROVED

Watar-Based Flra Protection Syatems: itis fully
suparvised. There is a reliable, adaquate water
supply for the system. Requirad sprinkiar
systems are equipped with water flow and tamper
ewliches, which are eledtricslly connacted to the
buitding fire alamm system, 19.3.0

This STANDARD is not met as evidenced by:
Based onobservatlon and interview, itwas
detarmined the facillty fdiled to ensure the
building:had a complete sprinkier system, in
accordanca with NFPA Standards. The deficlency
had the patentlal to affect ona (1) of three (3}
smoke compartments, two (2) residants, staff and
vigitars, The fadlity s centified for fifty (50) beds
and the census was forty-five (45) on the day of
the-survay. The fadllity falled fo ensure ell
sprinkler heads in the same compartment would
angage at tha sama heat [avel in room #26.

The findings inglude:

Observations, on 04/10/13 at 11:00 AM with the
Maintanance Supervisor, revealed & standard
rasponge sprinkler head and quick rasponse
sprinkler head in the same compartment located
In room #28,

interview, on 04/10/13 at 1100 AM with the
Maintenance Supervigor, reviaaled he was not
aware that the sprinklers had to have the seme
engagement tioat if the sprinkler heads are

1¢placs the standard response sprinkler located In .
room #26. Tel-State Fire Inspections came 1o
fucility on 4/23/2013 w measure the sprinkler head *
to be replaced, The sprinkler head located in toom #.
26 will be replaced by 5/{0/2013.

2. The Maintenance Dircetor and Tri-State Fire !
Inspection conducted an audit of all sprinkler heads,
on 04/23/2013, to. ensure that alf current sprinkler

heads had the same responst time for the.entice |
comparntment, No other concems wert identified.

3. The Maintenance Director was re-eduicated by
the Administrator, on 04/29/2013, that ell sprinkler
heads have to have the same response time for the
entire compartmsnt.

4. The Malnteaance Direcior will conduct monthiy
audits of all sprinkier heads for three {3) months 1o :
assure sprinkler heads in the facility have the same
regponse ime in each compartment. The results of:
the audits will be reviewed with the Quality :
Assurance Committee monthly for three (3] mionths.
If at any time cancerns are identifled, the Quality
Assurance Comumittes will convene to review and
make further recommendations as needed. The
Quality Assurance Committée will condist ofata -
minimom the Director of Nursing, the .
Administrator, the Asslstant Director.of Nursing
and the Sociel Services Dircetor, with the Medica)
Director attending at lgast quarterly. '

MEDICAID SERVICES OMB NO. 0938.0394
STATEMENT OF DEPICIENGIES PXT) PROVIDERISUPPLIER/CLIA () MLATIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORREDTION IDENTIEICATION NUMBER: A BUILING 04 ~ MAIN BUILOING 01 COMPLETED
186262 B. WING 04/10/2013.
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 2882 CERULEAN RD.
‘ DY LAWN NURSING AND R RILITATION GENTE
SHADY LAWN BHABILI o R CADIZ, KY 42211
Mo D BUMMARY STATEMENT. OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION -3
PREFIX ‘{EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFX {EACH CORREOTIVE AOTION BHOLILD BE couPLETION
TAG RESULATORY OR LAC [DENTIFYING INFORMATION) TAG CROBS:REFERENCEQ TO THE APPROPRIATE oate
: DEFIGIENGY)
K056 | Continued From page 8 K 058] K056 Life Safety Code Standard
bullding. Tha systom ia properly meintained in . ) .
accordance with NFPA 25, Standard for the 1. The Maintenance Director ¢alled Tri-State Fire
Inapection, Testing, and Malntenance of Inspections on 04/12/2013 to come to facility and

5M0/13
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528

K058 | Continued From page 9

located in the.same compartment.

Refarence: NFPA 13 (1999 Editlon)

7-2,3,2.4 Where listed quick-response sprinklera
are used

throughout a system.or portion of a system
having the. sama

hydraulic design basis, tha system area of
operation shali be

pernitted to be reduced without revising the
density as Indicated .
in Figure 7-2.3.2.4 whan ali of the following
 conditions

are satisfied:

(1) Wet pipe system

{2) Light hazard or ordinary hazard occupancy
{3) 20-ft (8.1-m) maximum caifing helght

Tha number of sprinklere In the design area shall
never be

less than five, Where quick-reaponse sprinklers
arsused on a

sloped ceiling, the maximum caillng helght ghall
be ueed for

Where :
quick-responsé sprinklars ara Installed, al!
sprinklors within &

Excaption: Where ciroumstances require the use
of other than ordinary

temperature-rated speinklers, standard respense
" sprinkfers shall be

permitted to be used,

K 143 [ NFPA 101 LIFE SAFETY CODE STANDARD
58=E
Transfarring of oxygenis:

(8) separated frorn any portion of a fadlity

determining‘the percent reduction in design anea.

compartmeant shali be of the quick response type.

K 058

K143
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¥ 143 | Continued From page 10 " K 143 |K 143 Life Safety Code Standard

whaersin patients are housed, examinad, or

treatod by.a separation of a fire barrier of 1-hour I. An observation by the Administrator-was

completed on 04/12/2013 and it was deternined

fire-resistive canstruction; that tho doof fiame had & ninety (90) minute rating, :
10 o 1 i mesraialy vt T o ey %
sprinklered, and has ceramic or concrete ﬂaormg. (90) minute rated door was order for the facility
and _ oxygen room on 04/16/2013 and will be-installed by
| ) o 571072013,

(c) In an ares posted with sipns indicating that

transfarring is.occurring, and that smoking in the 2. Anaudit of all Liquid Oxygen storage areas was i
immediate area Is not permitted in accordance completed by the Maintenance Director with no ;
with NFPA 89 and the Compressad Gas concerns ideatified, _ i

Association. 8.6352
3. The Maintenance Dircetor will-be re-educeted by
facility the Administrator related to proper fire
rating on doors and the visibility of the fire-rating
on the doors end frames for areas where lquid
oxygen is stored and transférred.

4, The Mainténance Director will conduct monthly
inspections for three (3) months of doors and frames

This STANDARD is not mat ao evidenced by; e o
! . ! ; to ensure the rating is correct and vistbie. The-

Based on observatian and intorview, it was cesults of tho audits will be reviewed with the

determined the facility failed ta assure the reom Quality Assurance Committee: monthly for thees (3)

being usad to transfer liquid oxygen was rated per months. £ &t any time concems are identified, the

NFPA requiremants, The deficilency had the Quality Assurance Cominiuee wilf convene to

potential to-affect two (2) of three (3) smoke review and meke further recommendations-as

compartments, twenty-aix (28) residents, staff needed, The Quality Assurance Commitice. will

and visitors. The-facility is certifiad for fifty {(80) congist of at a minimumi the Director of Nursing,. the

beds and the census was forty-five (45) on the | Administrator, the Assistant Director of Nursing

day of the aurvey. The facility failed to ensure tha and the Social Services Director, with the Medical

oxygen transferring room had a fine rated door Director sttending at least quartesly. 1 510013

and frame that had a 1 hour fire ragistive rating.

The findings Includa:

R L AL i AT R TR A 7 el W 4y o A Y TN T e T e Y S A T i

Observation, on G410/13 at 10:28 AM with the
Maintenance Suparvisor, revealed the oxygen
trans-filling room did not have a fire rated door
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AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 01 CONPLETED

185262 B. WING ' 04/10/2013

NAME OF PROVIDER OR SUPPLIER . BYREET ADDRESS, CiTy, ATATE, ZIP CODE ;o
2882 CERULEAN RD. P
SHADY LAWN NURSING AND REHABILITATION CENTER L

AB . CADIZ, KY 42211 i

¢4 10 BUMMARY STATEMENT OF DEFIGIENGIES iD PROVIDER'S PLAN OF CORRECTION gty o
PREFIX {FACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOWLD BE GOH&EMN {

TAG REGUATORY OR1L.5C IDENTIFYING INFORMATION) TAG CRO55-REFERENGED TO THE APPROPRIATE
DEFICIENGY}

K 1423 | Continued From page 11 K 143
and frama installed that had & 1 howr fire resistive
ratng. The door installed on the trane-filling room
has a 20 minuls rating,

Interview, on 04/10/13 at 10:28 AM with the
Maintenance Supervisor, revaaled he was
unawara of the properrating for u door to the
frans-filing dxygen room,

Refsronce: NFPASS {19599 Edition),

rmE st fataat et s

8-8.2.6:2 Transferring Liquid Oxygen.
Transferring of liquid oxygen from one contsiner
to another shall be accomplishad at a location
epecifieally designated for the tranaferring that is :
as foligws: ' !
a. Separatad from any portion of & facllity. wherain ;
patients are housed, examined, or treated by a ;
saparation of a fire barrier of 4-hour fire-resistive
eonstruction; and

b: The area is mechanically ventilated, Is
sprinkiered, and has ceramis or concrate ficoring;
and .

c. The area Ip posted with aigns Indicating that i
transferring is occuring, and that smoking in the ;
immodlate area Is not permitiad, i
Tranaferring-shall bs accomplished utilizing
equipment designed to comply with the
performance requirements and producers of GGA
Pamphist P-2.8, Tranafiling of Low-Pressure
Liquld Oxygen to be Used for Respiration, and
adhering.to those procedures.

The use and operation of smalt portable liquid
oxygen systems shall comply with the
-requirements of CGA Pamphlat P-2.7, Guide for
the Safe Storage, Handling and.Use of Portable
Liquid Oxygen Systems in Health Care Facilities. :

AT L L A P S
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PRINTED:, D4/25/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES - FORM APPROVED
OMB NO. 0936-0301
STATEMENT OF DEFICIENCIES (X%) PROVIDERSUPPLIER/CLIA (42) HULTIPLE CONSTRUCTION {(X3) DATE SURVEY
‘ ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: A, BULDING 01 - MAIN BUILDING 01 ‘COMPLETED
4186252 8, WNG 04140/2043
NAME OF PROVIDER OR BUFPLIER STREET ADDRESS, GITY, STATE, ZIF CODE  *
c A ,
SHADY LAWN NURSING AND REHABILITATION CENTER 2632 CERVLEAN RD
) CADIZ, KY 42211
EHio SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACKH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOWLD B COMPLETION
- TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG : CROSS.REFERENCED TO THE APPROPRIATE bard
OEFICIENGY) :

K 147 | NFPA101 UFE SAFETY CODE STANDARD
S8=E
Electrical witing and equipment Is In accordance

with- NFPA 70, Natlonal Electrical Code. 9.1.2

This STANDARD is not met ss evidenced by:
Based on observation and interview, It was
datermined the facllity falled to ensure siectricat
wiring was maintained in-accordance with NFPA
standards. The deficlency had the potential to
affect two (2) of theee (3) amoke comparmenis,
twenty-four {24) residents, staff and visilors. The
facility is cartified for fity (50) beds and the
census was forty-five (45) on the day of the
surdy, The fecility fatled to ensure powar strips
and extension cords ware boing used properly,

The findings include:

Obsarvaticns, on 04/10/13 between 10:50 AM
and 2:00 PM with the Maintenance Supervisor,
revealed:

1} Anextension eord was plugged Into the
microwave in the employee break room,

2} Abed was plugged into & power stip located
In roam #24,

3) An oxygen concantrator, mini nebulizer, and a
bed were plugqed.into a power strip-located in

1 room #26:

Interview, on 04/10/13 betwesn 10:50 AM and
2:00 PM with the Maintenance Supervisor,
revealed he was unaware of what could be
ptugged inlo a power stip and he was unaware of

K 147 K147 Life Safety Code Standerd

1. On 4/12/2013, the Maintepance Director
removed the extension cord in the break room and;
also removed the power strips from room #24 and
#26 to ensure there wag ng medical equipment
plugged into the power strips.

2. Ap audit wag comploted by the Mairitenence
Ditector on 04/15/2013 o remove &ll extension
cords and to remove il power smps from the

facility connected to medical equipment, None veed
identified. :

3. The Maintenance Director we re-educated by the
Adminiswator, on'04/29/13, to ensure there are no
extension cords n the facility, and whal is uble to |
be plugged into power strips.

4. The Maintenance Director will conduct weakly.
for twelve (12) weeks inspeclions to ensure that
thera have been nd exténsions cords brought into
the facility. Also, the Maintenance Director wilt -
ensure that there is no medical equipment plugged :
into power sirip within the facility. The reaults of -
thé.audits will be reviewed with the Quality
Assurance Committee monthly for thr¢e (3) morniths.
[If at any time cancems arg jdentified, the Quality
Assurance Committes will converie to.review and
make further recommendations as nesded. The
Quality Assurence Committes will consistofata
[rmmmum the Director. of Nursing, the
Administrator, the Assistant Director of Nursing
and the Socfal Services Director, with the Medieal:
Dircctor atiending at least quartedy. 5N013
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, ' . PRINTED: 047252013
DEPARTMENT OF HEALTH AND HUMAN SERVICES - FORM APPROVED

CENTERB F EDICARE & MEDICAID SERVICES OME NO. 0938, 1
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA £X21 MULTIFLE CONSTRUCTION (X3} DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION NUMBER: A BULOING 01 -MAIN BUILDING 1 COMPLETED,
185252 B WING 04/10/2013
NAME OF PROVIDER OR SUPPLIER ' 8TREET ADDRESS, CITY, STATE, ZIP GODE.
. . ) 2582 CERULEAN RD.
SHADY LAWN NURSING AND REHABILITATION CENTER
CADIZ, KY 42211
X610 SUMMARY STATEMENT DF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION' o8 ;
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION.SHOULD BE ~ COMPLETION :
Tag REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENGT) . :
K 147 | Continued From page 13 K 147 :'
the extancion cord In the break room.
Reference: NFPA'9S (1999 edition)
3-321.2D
Minimum Number of Receptacies, The number of
receptacles shall bie determined by the intended :
use of the patient care area. Thera shafl be
sufficiant recoptacles lacated so as to avoid the
need for extension cords or muttiple outlet. -
adapters.
i
h
i
;
!
i
i
i
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