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the addrass and phona number of the rasident's 3. All E icensed staff will bc re-educated };Y 2-
logal represantative or Interested family mamber, 282012 related to the requirement to notify the

This REQUIREMENT [5 not met as evidenced
by!

Basged on observation, Interview, record review
and revisw of the facility's pollcy/procedure, it wag
determinad the facliity falled to ensure Immedlate
notification of the physician and/or fambly for two
residents {#8 and #9), n the selected sample of
elevon residonts, when tha rasident experienced
a change in condition, Resident #§ developad
two'Stage It Pressure Sores, necassitaling a new
order for treatment. Resident #9 exparlenced
abnotmal urinalysls lab results, necessltaling @
new order for treatment,

The findings Include:

A revisw of the facility's pellcy/procedure,
“Nollfication of Resident Changa in Condtion,”
dated October 1988, revised February 2011 and
July 2011, reveated "nursing staff were to
Immediately inform the resldent, consull with the
resigant's physician, the resident's legal
reptesentative or an interested family member,
when there was 8 significant change in tha
resident's physical, mental or psychosocial slatus
(i.e., & deterioration In heafth, mental or
psychosocial stetus in either life-threatening
conditions or cfinical complications.) If the
change Is not cruciai or significant {does not meet
AMDA criterla,) the resident's physiclan and
family or legal representative will be notifad el the
earlisst convenient ime during regular business
hours."

physician and family of any change in condition.
This trajning will be completed by the Director
of Nursing and Assiatant Director of Nursing.
No liconsed staff will work past 2-28-2012 with
out having receiving this education.

4, TheDirector of Nursing or the Assistant
Director of Nursing will andit five (5) resident’s
medical records per week for twelve {12) weeks
o assugc that any change of condition has had
physician and family notification, The resuits of
the audits will be reviewed with the Quality
Assurance Committee monthly for three (3)
months| If at any time concerns are identified,

the Qudlity Assurance Committee will convene

to revigw end make further recommendations as
needed, The Qunlity Assurance Committee will
consist pf at a minimum the Director of Nursing,
the Administrater, the Assistant Diregtor of
Nursing and the Social Services Director, with
the Medicai Director attending at least quarterly.
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1. Arecord review revealad Resldent #3 was
admitted tc the facllity on 04/26/11 wlth
diagnoses to include Paraplegle, Demoenlia with
Behavloral Disturbancas, Chronic Qbstructive
Puimoanary Disease (COPD) and Fallure o
Thrive,

A review of the quarterly Minimum Data Set
(MDS$), dated 01/03/12, revealed the facility
identifled Rasident #6 to be moderately
cognltively Impalred, short tempered, easily
annoyeéd, resistive lo carg and had verbal
behavlors directed at others. Further review
revealed the realdent required extensive
asslstance of two ataff members with all activities
of dally living. The residant was incontinant of
bowel and bladder.

A review of the care plan “At Risk for Skin
Breakdown® revealed staff members wore to
inspect the akln for slgns and symptoms of
breakdown and 1o provide treatment agcording to
tha physician's ordera, '

An phservation of a skin assessment completod
by Registered Nursa {RN) #1, on 01/24/12 at 2:45
PM, revealsd the residentto have lwo new open
araas to the sacrum. On the right side of the
sacrum, there wes an area which measured 0.5
centimeters (cm) by 0.75 cm, On the [eft side of
the sacrum, there was an cpen area which
measured 0.6 cm by 0.5 cm. The RN revealed
there was an order in pleca for a OuoDerm to
protact the sagral area, but slated the resident
rofusad the application of the dressing.

A review of the Treatment Records and the
nursing notes revealed there was no documented
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avidence of the two Stage Il pressurs sores.
Additionaliy, there was no evidence the physlelan
or the guardlan was made awara. :

An interviow with the guardlan, on 04/26/12 st
2:16 PM, revealed he was not made aware of the
development of the resident's prassure sores,

An Interview with RN #1, on 01/25/12 st 2:55 PM,
revealad sha did not notify the physlclan about
the pressure sores or about tha resldent's refusal
of the DuoDerm, Addilionally, she could not
provide any documentailon from the resident’s
clintcal record about the progsure sores. She
stajed she "had gotten gide-iracked and forgot."

An interview with the Director of Nursing (DON),
on 01/28/12 at 3:00 PM, revealad the resident
was a "constant case of {rials and refusals” and
sho expected the staff members not to give up.

2. Arecord review revealed Resident #9 was
admitied to the faclity on 06/03/02 with dlagnoses
to inglude Senlle Dementia, Diabales Mellitus
Type If, Obesily and Paychosis.

A raview of the quarterly Minimum Data Sat
{MD8), dated 11/21/11, reveaaled the facility
identiffled Residant #9 1o be cognllivaly intact with
a Brief Intarview for Mental Slatus {BIMS) score
of fifteen {15). Furher review revealed the
resident required extensive to total assistance of
two staff members with alf activitles of dally living
and'was non-ambulatory, The reaident was
occasionally Incontinent of bladder and continent
of howel,

Araview of the nursés' notes revealed, on
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11/16/11 at 3:30 PM, "Resldant complalning of
burning with urination at times. Will collect urine
specimen.”

Areview of the lab repont, dated 11/16/11,
ravealed urne was collected at 9:00 PM. The
urinalysls report was sont to the facliity on
11/17/11. Araview of the final microblology
report, dated 11/19/11, revealad the presence of
Escherichia coll In the urine with a notation at the'
bottom of the repont, "41/25/11 Medical Doctor
(MD) aware.”

Areview of the physician's orders, dated 11/28/11
at 3:00 PM, revealed “Tetracycline 250 mg po qid
{four imea a day) times ten days for a Urinary
Tract infection (UTI)."

An interview with Licensed Practical Nurge (LPN)
#2, on 01/26/12 at 1:08 PM, revealed she
obtained the order for Tetracycline on 11/28/11,
After reviewing the leb results, dated 11/19/11,
she steted, "According to the lab results, the
physiclan was not notified until 11/28/11." She
further stated it was not normal for that much time
to Iapse between receiving lab results and
notifying the physlcian, or betwaen notlfying the
physlcian and Initiating antiblotic therapy. She
stated, ¥l do not know why there was a lapse
between racalving the lab rasults and sterting the
antibiotlc.”

An Intervisw with the DON and tha Assistant
Diractor of Nursing (ADON), on 01/26/12 at 1:20
PM, reveaied they would not expect that much
Ume to iapse between lab results, notifying the
physician and Initlallon of antibiotic therapy. The
ADON further stated, "l have no explanation why
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§5=p | PREVENT/HEAL PRESSURE SCORES 1. An bbservation by the Director of Nursing on
- 1/27/12 noted that the wound 10 regident #1's
Based ¢n the comprehensive assessment of a "
3 and w
realdent, the facility must ensure that a resident coccyx was washed with soap and water as

who enters the faciiity without pressure sores
doas not develop pressure soras Unless the
Individual's clinical condition demonetrates thal
they were unavoldabls; and a resident having
prossure sores racelves necessary treatment and
services to promote healing, prevent Infection and
pravent new sores from devoloping.

Thls REQUIREMENT is not met as évidenced
by

Based on observation, Interview, racord review,
review of lne facllity’s pollcy and procedure, and
review of the manufacturer's guldeilnes, it was
determinad that the facllity falled to ensure
residents with pressure soras rocelved necessary
treatment and services o promote healing for
one resldent (#1), In the selactad sample of
elaven residents.

The findings Include:

Areview of the facllity's policy/procedurs,
“Prassura Ulcer Prevenlion/Treatment,” raviced
04/09, raveelad that all applicable interventions
ane o be antsred on the "Skin Integrity
Assessment: Preventlon and Treatment Plan of
Care.”

A raviaw of the facillty’s pollcy/procedurs, "Skin
Integrity Assessmeant: Provention and Trealment

Plan of Care,” dated 12/11, revealed "bathe with

prescribed by the physician. On 1/24/12 a skin
grid (form to measure and monitor a wound) was
implemented, the physician and family were
notified of the s¢ab to resident # 1's right second
toe. Tie abraised area on resident # 1’s cocoyx
peri wound was noted to be healed on 2/13/12.

2. Anobservation by the Director of Nursing
and the Assistant Director of Nutsing on 1/27/12
noted that wound care was being performed in
accordance with the physician orders to inciude
cleanging of the wound if ordered. Skin
aesesgments will be completed on ail ¢urtent
residents by 2/22/12 by the Director of Nursing
and tHe Assistant Director of Nursing to assute
any skin impairments have been identified, have
monitoring in place, physician notification with
treatment orders as needed, as well as family
notifigation. Any identified as not having been
identified, have monitoring in place, physician
notification with weatment orders as nesded, as
well g5 family notification will have immediate

Nursipg by 2-28-20]2 related to following
physician orders for treatment of skin
impairments to include cleansing of the wounds
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mitd =oap, ringe, and dry thoroughly."

A review of the manufacturers’ guldeiines,
provided by the facillty, raveajed dressings should
be changed every 48 to 72 hours and no less
than three tmea a week (for non-infacted
woundg). Further raviaw of the guldalines
revealed thorough wound and perwound eres
cleansing aecording to the physician's order, and
according to the Institution's protecol priar to eech
dressing application,

A record roview revealed Resident #1 wag
admilted o the facliity on 04/08/11 with diagnoses
to Include Fressura Sore to tha Cocoyx. A raview
of the admission Minimum Data Set (MD3), dated
04714114, revealed the (acility assessad the
resident to require assistange with bed mobility
end transfers, and assistance of one with
ambulation.

A reviaw of the physician's orders from the wound
cara center, datad 1/05/12, revealsd the prassure
area was to be washad with scap and water with
oach dressing change, and change the dressing
evary twa to three daya.

An obgervallon of wound care, on 01/24/12 at
3:44 PM, revealed LPN #3 completed a wound
vacuum assisted closure (VAC) dressing change
to a,stage IV pressure ulcer on Resideni #1's
coccyx. The LPN placed the resident in a right
side-lylng position In the bad with the sucllon
tubing underneath him/er. Furthar cbaervation
revealed sha removad tha old dressing and made
contact with the bed while trylng to roposition the
resident and the resident’s tublng. Further
observation revealed a nickel-sized Kin tear on

P4y iD SUMMARY STATEMENT OF DEFICIENCIES [o] PROVIDER'S PLAN OF CORREGTION X8
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F 914 | Continued From page 6 F 314| a5 ordered. All Licensed staff will be re-educated

on completing weekly skin assessments as
schedvleq and procedure to document skin
impairments, notificaton of physician and
family aq wall as obtaining appropriate reatment
orders. This education will be provided by the
Director of Nursing and the Assistant Director
of Nursing. No livense staff will work past 2-28-
2012 without having received this education.

4. The Director of Nursing or the Assistant
Director|of Nursing will observe three (3)
dressing|changes to wounds per week for twelve
(32) wegks to assure the physician orders are
followed and wounds are cleansed per physician
orders. The Director of Nursing or the Assistant
Directoriof Nursing will complete five (5) akin
assessments per week for tweive (12) weeks to
assure all skin impairment have been identified,
documented and have had physician and family
notificadon. ‘The results of the audits will be
reviewed with the Quality Assurance Committee
monthly for three (3) months, If at any time
concerng are identified, the Quality Assurance
will convene to review and make
ommendations as needed. The Quality
Committee will consist of at a
minimun the Director of Nussing, The
Adminitirator, The Assistant Director of Nursing
and the Social Services Director, with the
Medical Director attending at least quarterly

2/20/12
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the resident's right buftock, LPN #3 stated It was
# skin toar causod by the remova) of the adhesive
dressing.

Sho repacked tha pressure sore end placed ths
adhesive VAC dressing over the area arpund the
wound, to Includa the ekin fear, Additionaily,
during the observation of wound care, 8 0.5
cantimeter (cm) by 0.5 cm scab on the top of the
resident's right second tpe was noted. LPN #3
statbd she was aware of the scab, and was
watching it: however, there was no documeantad
evidence of the scab found in the chart.

A ravlew of tha Traatment Administration Record
(TAR), dated 01/12, ravealed LPN #3 compleled
the resldant’s weekly skin assessments from
01/06/12 t0 01/20/12, Further raviaw of the TAR
revealed that LPN #3 completed most of the
ordered dressing changes elncé the first VAC
dreasing was placed on 01/06/12.

An Intarviaw with the Director of Nursing (DON),
on 1/25/12 at 1256 PM, and on 01/26/12 a1 3:25
PM, revealed that soap and water wash, or a
showar was intended fo be part of the prescribed
treatment of the rosident's pressure ulcer. She
revealed when the staff found any new skin
conditiong, she expsoted them to measure the
sita and make the appropriate documentation in
tha thart, related to slze and location, Staff would
then be expectad o notlfy the attending
physician, the famlly, and the DON of a change In
condition, obtatn orders from the attanding
physician and transcribe tha information cnto the
Medlcation Administration Record (MAR) or TAR.
She further revealed she was not aware of the
scab on tha resident’s right second tos untll now,
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The facllity must ensure that the resident
environment remaing as fres of accldent hazards
a3 I possible: and each restdent recelves
adeguate supervision end assistanca davices to
prevant accldents,

This REQUIREMENT 1s not mat as avidenced
by:

Based on obsarvatlon, interview, racord review,
and raview of the facllity's policy/procedure, It wag
determinad the facliity falled to ensura tha
resident's environment remalned as free from
accldent hazards as s possibla, for twe residants
{#12 and #13), not in the gelected samplo,
Observations duting the survey revealed
Resident #12's safely alarm was not activated,
and unsecurad medicetlon was observed in
Resident #13's roam.

The findings Include:

1. Arecord review revealed Resldent #12 was
admitled 1o the facility on 04/03/08 with disgnoses
te include Alzhelmer's Disease and Senlle
Damentla. Areview of the quartery Minlmum
Data Set (MDS) assessment, dated 12/00/11,
revealad the facility assessad the rasident o ba
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PREFIX (BACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (mopRRECTNE ACTION BHOULD BE COMPLETION
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F 314 | Continued From page 8 Fa14
An interview with Residant #1, on 01/26/12 at
8:26 AM, revealed he/she did not recall if hisfher
wound or the area around the wound was washed
with sgap and walar.
F 323 | 483.25(h) FREE OF ACCIDENT F323] PR423 FREE OF ACCIDENT
gs=p | HAZARDS/SUPERVISION/DEVICES HAZARDS/SUPERVISION/DEVICES

100 Was removed on 1/25/12 by LPN for

1. An pbservation of resident # 12 by the
Directpr of Nursing on 1/25/12 noted the
resident’s alarm to be in place and functioning.
The identified medication in resident # 13's

resident #13. An observation of resident # 13's
room by the Director of Nursing on 1/25/12
poted fhat there ware no unsecured medications

in the yoom.

2. Anaudit of all resident rooms was completed
on 1/2p/12 by the Director of Nursing and the
Asslstant Direotor of Nursing to assure that there
were no unsecured medications, None were
noted. |An audit of all current resident's care
planned alarms was completed by the Director of
Nursing and the Assistant Director of Nursing on
1/25/12 to assure that atl alarme were in place
and fusctioning, No conceras were identified.
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cognitively impaired, required extensive
asslstance with transfers, and was incontinent of 3. All direct care staff will be re-educated by the
bowel and bladder. Director pf Nursing and Assistant Director of
Nursing related to assuring all care planned

Further record roview revealed tha rosident was
found on the floor by hls/her bed on 12/14/11 at
4:20 PM, on 12/25/11 at B;15 PM, on 01/07/12 at
7:30 PM, and on 01/09/12 a1 1:45 AM, A review
iof the restdent's care plan, deted 12/21/10,
revealod thate was to be a sensor alamm on the
bed to alert the staff of the resldent's attempis lo
soll-transfor. A review of the Cerified Nurse Aide
(CNA) aaslgnment sheet revealad the resldent's
bed was to be In the low pesition and a sengor
atarm utilized.

Observations, on 01/25/12 al 7.50 AM, 8:30 AM,
9:30 AM and 10:30 AM, reveated Residant #12
wae In histher bed. The bed was observed {o be
at normal helight and the bed sensor alarm mat
was not connecied to the alerm box, Furthsr
observallon revealed the cennector was hanging
loose and laying on the foor.

An interview with the Assistant Director of Nursing
(ADON), on 01/25/12 at 10:35 AM, revesled the
alarm was not activated if It was not connested
properly, The ficor nurse was ultimately
responsible to ensure alamms ware activated and
in proper working order, and tha CNAs were
axpocted fo menilor alse, Tha floor nurge was to
dogument ¢n tha Treatment Administration
Record (TAR) every shifl if safety alarms were In
plage and in working crder. Additicnally, the
ADON stated thera was no facllity
policy/procedure which addressed safety alarms.

An interview with CNA #3, on 01/26/12 at 2:30

alarms are in place and functioning as indicated
on the nursing assistant worksheet (a tool to

no siaff working past 2-28-12 without
ived this re-education. All licensed

policy for self medication assessment. This
education will be conducted by the Director of
Nursing |and Assistant Director of Nursing by
2.28-2012 with no licensed staff working after
2-28-2012 without having first receiving this re-
education. '

4. The Director of Nursing or the Assistant
Director of Nursing will audit all alarms five (5)
times per week for two (2) weeks followed by
three (3)jtimes per week for ten (10) weeks to
assure all are In pisce and functioning. Room
rounds will be completed by the Director of
Nursing br the Assistant Dircctor of Nursing five
(5) timey per week for two (2) weeks followed
by three (3) times per week for ten (10) weeks o
assure no medications are left unsecured,

FORM CMS-2801{02-08) Praviaus Vorions Obzolels
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PM, revealed sha was rasponsible for Resident

#12's care and provided assistance for toileting,
but had not notlcad the cafety alarm was nol
connacled or not working. Additionally, she
stated tha rasldent's bad was supposed {o bein
the low paosition,

An Interview with the Directos of Nuraing (DON),
on 12/26/12 at 11:00 AM, revealed she expected
the CNAs to monltor ragidents' alarms to ensure
they ware in place and in working order, Sha
stated the nurze was ultimately responsible to
onsure safety alarms waere baing utifized
appropriately.

2. Areview of the facliity's polley/procedure,
"Satt-Madlcation Assessment and Manegement,”
dated 08/09, revealed "Determine locatlon to
store medications. Ensure that the location ig
secure and ¢lean (L.e., In rasident room and in
locked cupboard/drawer).”

Arécord review ravealed Resldent #13 wea
admitted to the facliity on 10/26/11 with diagnoaes
to indude Congestive Heart Fallure, Cancar,
Diabatas Meliitus and Depreesion, A review of a
quartarly MDS asssssment revealed the facility
assessed the resident to be cognitively impeired,
independent with transfers and required
assfstance with hyglene/bathing.

A review of an "Interdisciplinary Resldent
Teaching Record,” dated 11/17/11, revealed
*Residant I3 able to self-administer inhaler.
Demonsiraled proper use of Inhaler, Educated to
koap Inhaler in pocket or in & locked box.” There
was ho avidence of a slgnature on the document.

The resylts of the audits will be reviewed with
the Quatity Assurance Committee monthiy for
three mpuths. If at any time concerns are
identifigd, the Quality Assurance Committee will
convend to reviaw and make further

endations as needed. The Quality

the Director of Nursing, The
Adminiptrator, The Assistant Director of Nursing
and the Social Services Director, with the
Medical Director attending at least quarterly.

2129112
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Observations, an 01/24/12 at 11:00 AM and 5:00
PM, and on 01/25/12 at 7:30 AM and 3:00 PM,
reveatad a rescue Inhaler laylng on an over the
bed tabla across from Resident #13'a bed,
An interview with Resident #13, on 04/25/12 at
3:20 PM, revealed ha/she only used the rescue
Inhaler in the event of respirafory distress, The
resitent could not racall when ha/she last ysed it
and that he/she kept it on the table for emergency
use,
An Interview with the DON, on 0/25/12 at 3:30
PM, ravealad medications wers to be secured In
a locked drawer, She ravealed Residenl #13's
inhater should not be laying out in open view, and
wag unaware that this eccurred.
F 371 | 483.35(i) FOOD PROCURE, F 371
55=0 | STORE/PREPARE/SERVE - SANITARY
F371 FGOD PROCURE,

The facliity must -

(1) Pracure food from sources approved or
considerad satisfactory by Federal, Stale or local
atthorities; and

(2) Store, prepars, distribute and gerve food
under senltary condltions

This REQUIREMENT s not ma! as evidenced
by:*

Basad on cbservation and interview, it was
determined the fachiity falled to ensure food was
storad, distributed and served under sanftary
condltions. Qbservation revealed a build-up of
dust on the nterlor fan in the walk-n refdgerator.

ceiling o
Mainte

"STORE/PREPARE/SERVE-SANITARY

'1. The fdn in the walk in refrigerator was noted
to be ¢lehn and free of duston 1/25/12 by the
Dietary Services manager. The hole in the

the refrigerator was repaired by the
ce Director on 1/25/12, An

observation by the Dietary Services Manager on

FORM CM3-2507(02-69) Previoue Vordons Dbsolets

Evant ID: 582011

Feolity 1D 100358

I uunl]nunl}on‘nham Fege 12 of 17




03/16/2012 14:43 FAX

@014

FRINTED: 02/00/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 0938-0391
STATEMENT OF DEFIGIENGIES (%1) PROVIDER/SUPPLIER/CLIA {K2) MULTIPLE GONSTRULTION (¥3) DATE BURVEY
AND PLAN OF CORRECTION IDENT:FIGATION NUMBER: COMPLETED
A BUILDING
185252 8. Wika 01/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP COOE
SHADY LAWN NURSING HOME 2562 GERULERN RD.
CADIZ, KY £21%
4) 10 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX {BACH CORRECTIVE ACTION §HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRAYS-REFERENGED TO THE APPROPRIATE oaTd
DEFICIENGY}
) 1/25/12 tevealed that dietary staff were changing
F 371 | Continued From page 12 F 371 gloves and washing hands app[opﬁawly

Thare was a hole in the celling of the walk-in
refrigerator which exposed the struciure and
slectrical componeénts of the refrigerator. A
sanitizer buckel was détermined to not contaln
sanitizer solution when tested. Additionally, a
kitchen staff was abserved to touch a
contaminated trash container lid and return to
serving food without washing her hands or
raptacing her glovee.

Tha findings Includs:

An obsarvation during the initial tour of the
Kitchen, on 01/24/12 pt :30 AM, revealed a fan
located Inside the welk-in refrigerator over the
food had a heavy bulld-up of dust. A large
circular hole was obsarved in the ceiling of the
rafrigerator which exposed the structure and
elactrical componants of the fefrigerator.

An abservation, on 01/24/12 at 11;20 AM,
revealed Kitchen Staff #1 ieft tha food tray
praparatien ares end disposad of an ltem in the
trash container. Kitchen Staff #1 raised the trash
container lId with ber hand, and then retumed to
the tray preparation area, where she continued to
plate food from the steam table without washing
her hends or replacing her gloves.

An obsgervation, on 01/24/12 at 11:30 AM,
ravealed a sanltizer bucket, which had gray
colored watar snd & rag in it, was being used to
wipe surface areas in the kitchen. The solulion
showad no sanilizer present when the kitchen
siaff tested it with a test strlp. Tha tast sirp

area, An

mixture,
2. Asar

1425712

solution

having

including when Jeaving the trgy line to a dirty
observation by the Dietary Services
Manages on 1-25-2012 revealed sanitation
solution fo have proper sanitization solution

itation audir was completed by the
Dietary Services Manager on 1/23/12 to assure
that no dther areas of repair ot unsanitrry
conditions existed. None were identified. An
observation by the Dietary Services Manager on
evenled that dictary staff were changing
gloves apd washing hands appropriately

when Jeaving the tray line to a dirty
observation by the Dietary Services

on 1/25/2012 revealad sanitation

ly cleaning schedule and documented
onthly Preventive Maintenance logs.
staff werc re-educated to this change
in the cleaning schedule in addition to re-
related to appropriate hand
washingfchanging of gloves in the kitchen, and
re-educated to proper mixing of aanitation

« This re~education will be provided by
the Dietgry Service Manager by 2/28/12; no
Dietary s1aff will work past 2/28/12 without
eived this training. Monthly
Inspectign of the dietary department for
meintengoce concerns will be completed by
maintengnce and documented on the Preventive
Maintengnce log, The Maintenance Director was

FORM CMB-2567(0240) Prevdoua Vorslons Obsclele
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F 371 Conlinued From page 13 Fa7y| 4 The Dietary Services Manager will complete a
pes weekly lsanitation-audit to identify any concerns
i itation to includs dust on the walk in
A Interview with Kitchen Staff #1, on 01/24/12 at e 0 Phis audit will continue for
11:26 AM, revealed she should have washed her relrige. N s il
twelve (12) weeks. The Administrator wi
hands and replaced her gloves after she touchod . 3 ths of
complete a monthly audit for three (3) months ¢
the contaminated garbage container {id , but she . i
the Dielary department to assure all repair issues
dig not do this. Kitchen Staff #1 revealed no The Dietary S s
sanitizer was put in the bucket and only soap and have bden u!entiﬁal:l ¢ Dietary Sexvice
water was baing used. . Managér will monitor sanitation solution and
appropliate washing of hands/glove weekly for
An [nlsrvisw with the Reglistered Dleticlan, on twelve {12) weeks and document on kitchen .
01/24/12 al 11:30 AM, revealad he obgerved sanitation rounds sl'wet. The re.sults of the audits
Kitghen Staff #1 contaminate her hands and will bereviewed with the Quality Assurance
return to praparing food traye, He revealed Commiitee monthly for three (3) months. 'If at
Kltchen Staff #1 should have washed her hands " any lime concerns are identified, the Qunitty
and raplaced her gloves befare retuming to the Assurance Committee will convens to review
tray line, Additionally, he stated the solution In and make further recommendations es needed.
the sanitizer bucket was not accsplable. The Qiiality Assurance Committee will consist
. ” . of at ajminimum the Director of Nursing, The
An Intervigw wih the Nutriional Sefvices Administrator, the Assistant Director of Nursing
Manager, on 01/25/12 at 8:00 AM, revenled the Social Services Director, with the
maintanance was responslbls 1o clean the fan and S?w tending at least quarter]
Inside the walk-In refrigerator; howevar, Medicpl Director antending st q ¥
dosumentation to verify cleaning was not
completed. 2729112
F 441 } 483.85 INFECTION CONTROL, PREVENT F 441
gg=D | SPREAD, LINENS
The facllity must astablish and maintain an
Infection Contral Program designed o provide &
safe, sanilary and comfortable environment and
to help prevenl the dovelopment and transmlssion
of diasese and infection.
{a) Infectlon Control Program
Tha faciiity must establish an Infaction Contrel
Program under which it -
(1) Investigates, controls, and prevents infections
in the facillty;
FORM CME-2567(02:60) Previous Voralona Obaolsls Evant 1D:GEZO11 Faclty 10; 100308 If cont'nuetion sheet Page 14 of 47
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{2} Decldes what procedures, such as isolation, F41 CTION CONTROL, PREVENT
should be spplied o an Individuat resident; end SPREAD, LINENS .
(3) Maintains a record of Incldents and corrective
actlons related to Infections. 1, An pbservation by the Director of Nursing on
1/25/12 noted staff 16 be pecforming appropriate
{b) Provanting Spread of Infection ‘hand Washing during peri-care as well as
(1} When the Infectlon Contral Program appropriate placement of soiled linens in a bag
determines that a resident naeds laolation 10 for resident # 6.
pravent tha spraad of infaction, the facllity must
fsolate the resident. 2. Anlobservation by the Director of Nursing on
(2). The facllity must prohiblt smpioyess with a 1/23112 noted staff to be performing appropriate
fom Gitact somactwithresidens or el 000, hend viashing during peri-care s wel &5
G X . . . .
direct contact will transmit the disease. appropriate placement of soiled linens in a bag.
{3} The facliity must require staff to wash thelr ; .
hands after aach direct resident contact for which 3. Al dlu‘c.ac::1 ca;e staf}fivnll b§ rei-%du;ated on
hand washling is Indlcated by accepted appropriate . and washing to include .and
professional practice. washing during peri care and appropriate storage
of soilgd linens. This education will be provided
(c) Linens by the Director of Nursing and Assistant
Parsonnel must handle, store, procass and Director of Nu{s1ng by 2-28.2012 with no direct
transport linens so as to pravent the epread of care siaff working after 2-28.2012 without
Infaction. having received this re-education.
This REQUIREMENT is not mat as avidenced
by
Basad on observation, Interview, and reviaw of
the facility's Infection Control policy and
procadure, it was detarmined the facllity felled to
ensure appropriate use of gloves and
handwashing during incontinent care for one
resident (#6), in the selected sampie of elavan
recidents.
The findings include:
Evanl [ G8ZO1 Pacilty ID: 6039 If contlnualion sheat Page 15 of 17
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Areview of the facllity's policy/procedure, "Hand 4. The District Education and Training Director,

Hyglense," datod April 1989, and revised Aprit Divectorjof Nursing or the Assistant Director of

2010 and November 2011, revealed hands Nursing|will observe peri-care ten (10) times per

should be washed "after contact with body fluids week for two (2) weeks followed by five (5)

or oxeretions, mucous membranes, han-intact
skin and wound dressings and afier removing
gloves."

times per week for ten (10} weeks to asaure staff
are performing appropriate hand washing and
storage of soiled linens, The resulis of the audits

will be reviewed with the Quality Assurance
Commitlee monthly for three (3) months, Jf at
any timé concerns are identified, the Quality
Committee will convene to review

An abservation of Incontinent care, on 01/24/12 at
2:45 PM, revealed Cerlified Nurse Aide (CNA) #1
donnad gloves and wiped slool from Resident
#8's lower torso with a perl-wash selutlon snd
wash cloths, and placed the unbagged, solied
linan on the floor. With visible stool on her glove,
she repositionad the resident 1o the side-lying
pesition and plcked up the bottle of peri-wash
with the same solled gloves. She cleansed the
realdent's buttocks, repositioned the resident In
bed, unfolded the resident's clean bed linen,
tugked the pull sheet undasr the regident, and
utilized the electric bed control device, ali while
woaring the scdiled gloves. She placed the
peri-wash on the resident's bedslde lable, pleked
up the salled inen off the floor, pleced It In a bag
and topk off the zoilad gloves. She then plched up
the pari-wash bottla and placed it in the top of the
rasldent’s wardroba. CNA #1 then washed her
hands,

inimum the Director of Nursing, The
istrator, The Assistant Director of Nursing
and the Social Services Director, with the
Medical Director attending at least quarterly.

212512

An Interview with CNA#1, on 01/24/12 1 3:00
PM, rovealed she should heve ramoved her
gloves and washed her hands and was *just
nenveus.”

An Interview with tha Director of Nursing (DON),
on 01/26/12 al 2:00 PM, revealed the CNA should
have washed her hands and changed her gloves
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after they were visibly sclled and should nol have

placad dirty linen on the floor. The DON stated

the staff ware trained on the proper procedures.

Evan) | D GBZO 1 Facifity [0; 106328 It continuation sheet Page 17 of 1T
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{K 000} [ INITIAL COMMENTS {K 000} . .
Plan of Correction Disclaimer for Shady

Lawn Nursing Hame

Preparation and/or execution of this plan of
correciion does not constitute admission or
agreement by the provider of the fruth of the

CFR: 42 CFR 483.70{a)

BUILDING: 01 facts alleged or conclusions set forth on the
statement of deficiencies. This plan of
PLAN APPROVAL.: 1964, 1982, 1993 carrection is prepared and/or executed solely

because of State and Federal requirement.

SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type V
{111}

SMOKE COMPARTMENTS: Five (5) smoke
compartments

FIRE ALARM: Complete fire alarm system with
smoke detectors

SPRINKLER SYSTEM: Complete auvlomatic dry
sprinkler system.

GENERATOR: Type 1l generator. Fuel source is
propane.

A revisit Life Safety Code survey was conducted
on 03/29/12. Shady Lawn Nursing Home was
found not o be in compliance with the
requirements for parlicipation in Medicare and
Medicaid. The facility is licensed for fifty {50) beds
and the census was forly (40) on the day of the
survey.

The findings that follow damonsirate
—noncompliance-with-Title- 42, Code of Federal - - -
Regulations, 483.70{a} et seq. {Life Safety from
Fire)

LABORATORY DIRECTOR'S CR PRWUPPLIER REPRESENTATIVE'S SIGNATURE A/ TITLE {X6) DATE
Nz Hf-2.0-12-
Jomoie, z%é/mx%« G(/Y)/m\ @7{)’ 20/

Any deficiency statemenyendjng with an asterisk {*} denctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide\sufffcient protection to the patients . {See instructions.) Except for nursing homes, the findings stated above are discloseble 90 days
foliowing the date of survey whather ar not a plen of correcticn is provided. For nursing homes, the above fndings and plans of correction are disclosable 14
days foliowing the date these documents are mads available to the facility. 1t deficlencies are cited, an appsoved pfan of correclion is requisite to continued

pregram parlicipation.
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Deficiencies were cited with the highest
deficiency identified at “F " fevel.
{K 025} | NFPA 101 LIFE SAFETY CODE STANDARD {K 025}
SS=E

Smoke barriers are consiructed o provide at
least a one half hour fire resistance rating in
accordance with 8.3, Smoke barriers may
terminate af an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct
penétrations of smoke barsiers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3,19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by:
Based on observations and interview, it was
determined the facility failed to maintain smoke
barriers that would resist the passage of smoke
between smoke compartments in accordance
with NFPA standards. The deficiency had the
potential to affect four (4) of five (5) smoke
compariments, residents, staff and visitors. The
facility is licensed for fifty (50) beds with a census
of forty {40} on the day of the survey.

The findings include:

Observation, on 03/29/12 at 3:28 PM, with the

L Maintenance-Directorreveated the smoke—.......

partitions extending above the ceiling next to the
electrical room lo be penetrated by cable wires

K025 LIFE SAFETY CODE STANDARD

1. The gaps in the smoke parlition extending
above the ceiling next to electrical room were
sealed with a fire retardant sealant on 3/30/12 by
the Maintenance Director. The penetration in the
fire wall next to the cenference room was sealed
with block and mortar 3-30-2012 by the
maintenance depariment,

2. The atiic space has been inspected by
maintenance on 3/30/12 to identily other smoke
pariitions penetrations. An inspection reveals no
other areas of concemn.

3. The Maintenance Director will check ssnoke
partitions for new areas of penetrations whenever
contractors are brought in to run new
wiring/plumbing or any other consiruction that
could involve breaching smoke partitions. The
Maintenance Director was re- educated on
smoke barrier penetrations by the Administrator
on 3/30/12.

4. Environmental audits will be conducted by
Maintenance monihly for three (3} months to
ensure that contractors have not been in attic
space {eaving smoke parlitions penetrated, with
the resulis of audits added to the Monthly
Preventive Maintenance log. The results of these
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and sprinkler pipes. Furlher observation revealed
the fire wall next {o the conference room had the
use of flammable Kwik Foam to seal
penetrations. When | arrived at the facility the
work was being performed on the smoke barriers.

Interview, on 03/29/12 at 3:28 PM, with the
Maintenance Direclor revealed, they were not
aware of the penetrations nor the use of Kwik
Foam was not suitable for use in smoke
pariitions. Furlher interview revealed the smoke
barrier next to the conference room was fixed but
not properly.

Reference: NFPA 101 (2000 Edition).

8.3.6,1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic {ubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shall be protecled as
foliows:

{a) The space between the penetrating item and
the smoke barrier shali

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the specific purpose.

(b} Where the penetraling item uses a sieeve to
penetrate the smoke barrier, the sleeve shall be
solidly set in the smoke barrier, and the space
between the item and the sleeve shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

|-2.Be-protected by.an approved device designed

for the specific purpose.
(¢) Where designs take transmission of vibration

audits will be reviewed with the Quality
Assurance Commitiee on a monihly basis for
three {3} months_ If at any dime non-compliance
1s rdentified, a Quality Assurance Commiitice
meeting will be held to review concerns for
furlher recommendations and QA reviews will
continue uniil three (3} months of compliance
has been estahkished.

STATEMENT OF DEFICIENCIES (X1y PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 01 - MAIN BUILDING 01
R
B. WING
185252 03/29/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2582 CERULEAN RD.
SHADY LAWN NURSING HOME
CADIZ, KY 42211
{(X431D SUMMARY STATEMENT CF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 45
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 025} | Continued From page 2 {K 025}

33112

FORM CMS-2667({02-59) Previous Varsions Obsolete

Event ID- GBZ0O22

Facility ID 100396

If continuation sheet Fage 3 of 5




PRINTED: 04/11/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRCVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0361
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
R
8. WING
185252 03/29/2612
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2682 CERULEAN RD,

SHADY LAWN NURSING HOME
CADIZ, KY 42211

(%4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVICER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENCY MUST PE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 027 | Continued From page 4 K 027

in the fire wall next to the Conference Room.

Interview, on 03/29/12 at 3:28 PM, with the
Maintenance Director revealed he was not aware
the door in the atlic must be rated for use.

Reference: NFPA 101 (2000 Edition)

19.3.7.3

Any required smoke barrier shall be constructed
in accordance with Section 8,3 and shall have a
fire resistance rating of not less than 1/2 hour.

Reference: NFPA 101 (2000 Edition)
Continuity 8.3.2

Smoke barriers required by this Code shall be
continuous from an outside wall to an outside
wall, from a floor to a floor, or from a smoke
barrier to a smoke barrier or a combination
thereof, Such barriers shail be continuous
through all concealed spaces, such as those
found above a ceiling, including interstitial
spaces.

Reference: NFPA 101 {2000 edition)

8.3.4.1" Doors in smoke barriers shall close the
opening leaving

only the minimum clearance necessary for proper
operation

and shall be without undercuts, louvers, or grilles.
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{K 025} | Continued From page 3 {K 025}
into consideration, any vibration isolation shall
1. Be made on either side of the smoke barrier, or
2. Be made by an approved device designed for
the specific purpose.
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K 027 K027 LIFE SAFETY CODE STANDARD
S8=E

Door openings in smoke barriers have at least a
20-minute fire protection rating or are at least
1%-inch thick solid bonded woed core. Non-rated
protective plates that do not exceed 48 inches
from the bottom of the door are permitted.
Horizontal stiding doors comply with 7.2.1.14.
Doors are self-closing or automatic closing in
accordance with 19.2.2.2.6. Swinging doors are
not required to swing with egress and positive
latching is not required.  19.3.7.5, 19.3.7.6,
19.3.7.7

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed {o ensure access
doors in smoke barriers were installed in
accordance with NFPA Standards. The deficiency
had the potential to affect two (2) of five (5}
smoke compariments, residents, staff, and
visitors. The facility is licensed for ity (50) beds
with a census of forly (40} on the day of the
survey. '

The findings include:

- Observalion,-on-03/29/12 at 3:28 PM_ with-the—

Maintenance Director revealed cne (1) unrated
homemade smoke barrier access doors located

. The homemade smoke barrier door was
reptaced with block and mortar patch on 3/30/12

2, The Maintcnance Director completed a
complete facitity audit on 3-30-12 to identify
other smoke hasriers and the inspection revealed
ne other areas of concert.

3. . The Mainlenance Director will check smoke
partitions for new areas of penetrations whenever
contractors arc brought in to run new
wiring/piumbing or any other construction tbat
coulfd involve breaching smoke partitions The
Maintenance Director was re-educated on smoke
harricrsand pencteations by the Administrator
on 330712,

4. Environmental audits will be conducted by the
Maintenance Pirector manthly to ensure no
contractors have been in the attic feaving smoke
barriers penetrated with results ol audits
documented on the Monthly Preventive
Maintenance Jog. The resulis of these audits will
be reviewed with the Quality Assurance
Commitiee on a monthly basis for three {3}
months. If at any lime non-compliance is
identified, a Quatity Assurance Committee
meeting will be held to review concerns for
further recommendations and QA reviews will
contenue until three {3) months of compliance
has been established .

3-34-2082
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