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lanrlx {EACH DEFICIENCY MUBT B PRECHDED BY FULL PREFIX (Al QURRECTIVE ACTION 81{OULD BE * camBLETiN
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROBY-RECEABNCED TO THE APRROPRIATE BATH
: 4 ‘ _ DEFQIENCY)
o 3 e and Lelicf,
E 000 | INITIAL COMMENTS F 00D To the best of n‘1y knowledpge and bcl’scf,
|- as an agent of South Shore Nursing &
An Abbroviatod Sufvey hvestigating Rolmbllll'a.('lon Cen!;er, the f‘u!!nwmg plan
KY#00018248 and KY#00018272 was conducted of correction constitutes 4 writton
EQ’ 386%11!61%}%510?!12. t:o(\{#()t?(i1 224‘? and allegation of substantial complinnee with
2 were substantiated with
. | deficiencies cited, federal Medicure and Medicaid
2680|483 20{d){(3), 483 10(){2) RIGHT TQ F ogo| requirements, '
60| PARTICIPATE PLANNING GARE-REVISE CF_' Preprention and execution of this plan of

The resident has the right, unless adjudged
Incompetent or otherwlaa found to be
inoppagshtatad under tha.laws of the Siate, to
particlpata In planning ctre and trealmenl or
changes In care and treatmant. -

A comprehensive care plan must bo daveloped
within 7 daye after the completion of the
comprehensive asssssmert; preparad by an
Interdisciplinary feam, that includes the attending,
physiolan, a reglstered nuree with raeponsibilily

correction dovs not conauiute an
admisgion or agreenient by the provider
of the truth of the facts alleged or
conclusions set forth n the alleped
deficiencios. . This plan of corvection {s
prepared and/or exeouted solely hecause
it is required by the provisions of Federal
and State taw,

for the resident, ancd other appropriate slaff in , South Shore Nursing & Rehabilitation 6/16/2012
dlacipfines as daetermined by the resldent’s Neadsyl - o g Gepje by es 1o develop a
and, to the exlent practioable, the participation of} }Ein@na ET".: %w' M .
\ frdnive plun of eare of ¢ach
the resident, the resldent's farmily i tha resldenty # thol
legal representative: and periodically reviewod | MAY 310 C?\p ot b is '°ﬂ°°‘:""v of thelr current
‘and revised by a toam of gualified persone after . [madical glafus.  The interdisciplinary
sach assaasment. Ve care planiEam strives to develop of
1 e ST e sive assessment that 1
. reflective of their current medica) status,
u : ' i reviewed ond revised by o team of
g‘?}a REQUIREMENT Is not mot o evidenced qualified persons aficr cach assessment
Basod on obgorvation, interview and recond and ag chabges oceur with the residents’
review, it wau detarmined the facility failed to modical status, '
ansure the Comprahensive Gare Plan was o
ravised for one (1} of six {G) sampled rosidents The care plan for resident #6 was revised
(Rc*ﬂdﬂnt #0). on 5/9/12 by the MDS Coordinator 1o
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lowlnl? tro datn.of survey whothor or not a plon of gorroolion Iy providod. For nufeing homee, the ahoeve findlingn und plans of corroction ars disglpaable {14

ya 1ol
sgrarn parl

nnM 0M8r2607(02 DD) Puwluua V’omlonn Ouoololo

Owlﬂﬂl

Ipatien,

n

fivont IN:RG10

Ifacifity 10: 1001060

tho dato thoow ducuiments are mado avallabie (o (e faciily, If gefictonclus aro cltod, an appraved plan ‘'of correction 1a requisite {o continupd

I continuddion ahaal Paga 1 of 4



VI/saU/ LULL 14 .20 'AA VUL DLY oS4y . iYDOAJLVARN R”VL W UUUISs UUIE

DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/21/2012
FORM APPROVED
QMB NO. 0938-0391
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NAME QF PROVIDER OR SUPPLIER

SOUTH SHORE NURSING & REHABILITATION CENTER

STREET ADDRESS, CITY, S8TATE. ZiP CODE
JAMES E. HANNAH DRIVE

SOUTH SHORE, KY 41175

PROVIDER'S PLAN OF CORRECTION

T Xa . SUMVARY STATEMENT OF DEFIGIENGIES I )
PREFIX “(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROS8-REFERENCED TO THE APPROPRIATE DATE
. _ DEFICIENCY)
F 280 Coriti‘nued From page 1 F 280 specify that the walker should only be
'_ used by therapy while working with the
 The findings include: resident.
Review of Resident #6's madical record revealed All residents’ care plans will be reviewed
an admission date of 10/21/11, and. diegnoses ised il
which included a Laft Hip Fracture on 03/17/12. a.md revised as necessary by the
interdisciplinary care plan team to
Review of the Comprehensive Care Plan, dated accurately reflect the current status of
03/21/12, revedled a “problem" entitied: resident each individual resident by 6/15/12.. Any
"has'a hlstory of faliing, fall with x (fracture) . discrepancies will be corrected by the
03/17/12" and another “problem” entitied resident ) p . Y
"has paor safety awareness AEB (as evidenced interdisciplinary care plan team as
by) fall 03/17/12". Both care "problems" inclided identified.
an intervention which stated keep walker within
resident's reach at all times. The Administrator will educate each
Obsarvations, on 05/0_7!‘1'2 at 10:20 AM, 1:00 PM, metmber or“t.he mter‘dlscuplmary care plan
1:45 PM, and 5:456 PM revealed no evidence of a team regarding the importance of
walker present near Resldent #6. Observation of reviewing and revising care plans es
the_dresidenft's I oolrl? at .30 PM revealed no changes occur in order to accurately
e\'_" ence of awalkar present in the raom. reflect the residents’ current status by
Interview, on 06/07/12 at 4:07 PM, with the 6/1/12.
Physlcal Therapy Assistant (PTA) revealed prior . .
to Residant #6's-fall he/she had required the use The Director of Nursing will audit ten
'Otfat rg'":"g W?Akefr :? aTb';J:latel '??_\:“'e\’ef she resident care plans per month for six
stated since the fall only Physical Therapy was ‘ i
using a walkser with the resideni. Tha PTA stated months for a°¢uraf:y' and 1fo.ensule that
Resldent #6 should not have a walker within they have appropriate revisions and are
| reach now because he/she would attempt to reflective of the residents’ current
| ambulate on his/her own which would.bs unsafe. medical status, Thereafter, she will
Interview, on 05/07/12 at 6:10 PM, with State review two care plans per month for one
Reglstered Nursing Assistant (SRNA) #9 revealad year for compliance. The results of these-
Resldent #6 did not have a walker and did not audits will be forwarded to the monthly
use one exceptin therapy. Continuous Quality Improvement
Interview, on 05/07/12 at 8:07 PM, with the meeting for further monitoring and
) continued compliance.
RM CMS-2667(02-99) Pravious Verslons Obsglete Evant ID: R31011 Eacility 10: 100168 If conlinuslion sheat Page 2 of 4
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. A. BUILDING .
N , 186282 B Wing . 06/07/2012:
WME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

JAMES E. HANNAH DRIVE

OUTH SHORE NURSING & REHABILITATION CENTER SOUTH SHORE, KY 41176 -

Xd) 1D _ SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION. (X6}
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GUMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFOHMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
d DEFIClENCY} '
F 280 | Continued From page 2 F 280

Minimum Data Set (MDS) Coordinator revealed
the Comprehensive Care Plan should have been
ravised to discontinue the intervention to have a
walker within the resident's reach at all times.
She stated thie intervention should not have heen
"~ lincluded on the Comprehenswe Care Plan. . N S _ .
F 514 | 483.75())(1) RES ' F 514{ South Shore Nursing & Rehabilitation 6/16/2012

sss=D | RECORDS- COMPLETE!ACCURATEIACCESSIB Center strives to ensure that clinical
LE _ records are maintained on each resident
The facility must maintain clinical recards on each , that are accepted by professional standards
resident in accordance with accepted professional : and practices that are complete; accurately
standards and practices that are complete; documented; readily accessible; and
accurataly documentad; readily accessible; and . L
systematically organized. systematically organized. '
The clinical record must contain sufficient A Cla”ﬁ?at'on order Wa.s wmte_“ (.m 5/7“.2
) information to identify the resident; a record of the by the Director of Nursing clarifying that
| resident's assegsments; the plan of care and the 1:]1 was discontinued, even though the

sarvices provided; the results of any

hysician itt
preadmission ecreening conducted by the Stata, physician order was written for

and progress notes. . |informational purposes only.

‘ e The Medical Records Director will audit
This REQUIREMENT  is not met as svidenced all'medical records by 6/15/12 to ensure
by: that clinical records contain sufficient

Based on interview and reoord review it was

determined tha facility falled to malntain clinical information to identify the resident,

records in accordance with accepted professional include a record of the resident’s
standards and practices that ware accurately assessments; contain the plan of care and
documented for one (1) of six (6) sampled services provided; include the results of

residants (Resldent #2). any preadmission screening conducted by

The findings include: the State; and include progress notes.
Review of Resldent #2's medical record revealed All licensed staff will be educated by
an admisslon date of 02/02/12 and diaghoses Director of Nursing no later than 6/15/12

which included Depression. Review of the regarding the importance of maintaining

IM CMS-2667(02-99) Previaus Varelons Obeolsta Event {D: R31011 Facility 10: 100186 if continuation sheat Page 3 of 4
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NAME OF PROVIDER OR SUPPLIER - . STREET ADDRESS, CITY, STATE, ZIP CODE

JAMES E. HANNAH DRIVE
SOUTH SHORE, KY 41178

(%4} 1D - SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION

SOUTH SHORE NURSING & REHABILITATION CENTER

{X6)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL - PREFIX {EAGH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG - " CROSS-REFERENCED TO THE APPROPRIATE DATE
) OEFICIENCY)
F 614 Continued From page 3 ' F 614| the clinical record for each resident in
Physiclan's Ordérs revealed an order dated | accordance with accepted professional -

04/25/12 {no time documented}, for one on one

; ' d i .
(1 on 1) observations until further notice. Further standard and practices that are complete;

review of the Physiclan's Orders revealed no accurately documented; readily
documented evidence of an order to discontinue accessible; and systematically organized.
the 1 on 1 obeervations. Continuad review of ‘ o :
Resldent #2's medical racord ravealad no | The Director of'Nursing will audit two

documented evidence of 1 on 1 obeervatione. medical records per week for four weeks

Interview on 06/07/12 at 12:38 PM with State to ensure that records are maintained in
RGQIStGéethUfﬂénsl Asgsistant (SCTNA) ff1-0 accordance with acceptable standards and
revealed she had been assigned to perform 1 on : y ;

1 observations of Resident #2 on 04/25/12 from practices, are complete, accurately

10:00 PM until 8:16 AM on 04/26/12. She stated documented and systematically

ancther SRNAtook over for hier at that time. She | organized. Thereafier, the DON will
further stated she did not dooument the 1 on 1 review one chart per month for one year
observations as she had not basen informed to .

document It. - for compliance.

Interview on 05/07/12 at 6:52 PM with SRNA #9 .| The results of these audits will be
revealed she had perfarmed the 1 on 1 forwarded to the monthly CQl

observations from-4:00 PM untit 10:00 PM on . . .
04/26/12, She stated she was not aware she was Comlm;t.tee meeting f or further ,
to document the 1 on 1 observations. .| monitoring and continued compliance.

Interview on 05/07/12 at 3:45 PM with the
Administrator ravealad Resident #2 was placed
on 1 on 1 observationa Immediately after
receiving the order. Sha etated however, there
was no documented evidence of the 1 on 1
observations in Resident #2's medical record.
The Administrator steted there should be
documentation of the 1 on 1 observations to
prove they had been provided as ordered.
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