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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
R-C
185252 B. WING 11/21/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2582 CERULEAN RD.

SHADY LAWN NURSING AND REHABILITATION CENTER CADIZ, KY 42211

{X4)1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}

Based upon implementation of the acceptable
PoC, the facility was deemed to be in compliance
on 11/21/15, as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency stalement ending with an aslerisk (*) denotes a deficiency which the institution may be excused from corracting providing it is determined that
olher safeguards provide sufficient pratection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facllity. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.
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Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, Including time for reviewing Instructions, searching exisling data sources, gathering and
maintakning data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
Including suggestlans for reducing the burden, to CMS, Office of Financial Management, P.0. Box 26684, Baltimore, MO 21207; and to the Office of Management and Budget, Paparwork
Reduction Project {0938-0390), Washington. D.C. 20503.

(Y1) Provider/ Supplier/CLIA/ (Y2} Multiple Construction ! {Y3) Date of Revisit
Identification Number A. Building
185262 _ 8. Wing 11/21/2015
Name of Facllity | Street Address, City, Stats, Zip Code
SHADY LAWN NURSING AND REHABILITATION CENTER 2582 CERULEAN RD.
CADIZ, KY 42211

This repart is completed by a qualified State surveyor for the Med|care, Med|caid and/or Clinical Laboratory Improvement Amendments program, to show those deficlencies previousty
reported on the CMS-2567, Statement of Deficlercies and Plan of Comrection that have been cormected and the date such corrective action was accomplished. Each deficiency shouid be
fully identified using either the regulation or LSC pravislon number and the identification prefix cade previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) Hem (Ys) Date (Y4} ltem (YS) Date (Y4) Item (v5) Date
Correction i Correction Correction
Completed Completed Completed
ID Prefix FO157 11/21/2015 ID Prefix F0282 11/21/2015 ID Prefix FO0314 1112112015
Reg. # 483.10(b}{11) ' Reg. # 483.20{k)3)ii) Reg. # 483.25(c)
LSC LsC LSC
Corraction Corraction | Corraction
Completed Completed Completed
D Prefix FO325 1172112015 ID Prefix | 1D Prefix
Reg. # 483.25(i} Reg. # Reg. #
LsSC LsSC LSC
Correction Correction Correction
Completed Campleted Completed
ID Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Campleted Completed
1D Prefix ID Prefix 1D Prefix
Reqg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Corraction
Completed Completed Completed
ID Prefix ID Prefix l 1D Prefix
Reg. # Reg. # Reg. #
LSC | LsSC | LsSC
| ‘
Reviewed By l Reviewed By Date: | Sigaatura of Supveyor: Date:
State Agency 404 //ef/r ‘M&é&@b—z@&w
| : FLd LA oL Lo Z—q™ 1"
Reviewed By - | Reviewed By Date: Signature of Surveyor: !Date:
CMS RO ' |
Followup to Survey Completed on: o Check for any Uncorrected Deficlencles. Was a Summary of
10/12/2015 Uncorracted Deficlencies (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 25678 (9-92) Page 1 of 1 Event ID: XMB612
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CENTERS FOR . NCAIL C] : ) [ )36
STATEMENTORDEPICIENGIES | |(X1) PROVIDER/GUPPLIERICLIA {X2) MULTERLE CONRHRCTICY {X9) DATE SURVEY
ANDPLANGRCORRECTION ' |  (DENTWICATION NUMBER: A BULONG " CONPLETED

! | :
. | o ¢
ma;‘ih OR SURPLIER |
n 3
SHADY L. mnunsmam.bnnnmul TATION CENTER EaTwilani)
00 | SUNMARY STATEMENT OF QEFICENGIES ] PROVIGARS PLAN OF CORRECTION [
PREBIX | {EACH DRAICIENCY MUAT RE RREGEDED BY FLRL, PREFIL RACH CORREGTIVE ACTION HOULD B COMPLETION
™ | | REGLRATORY ORLSG IRENTIFYING INFORNATION) ™G 10 YHE ARPROPRIATE o
I— i
F 000 [INITIAL COMMENTS | Fano J's';bmn;toi o'nﬁis;pu'ar': ot
15 on is not a lsga
An Abbraviated Survey investigating Complaint admission that a deficiency
» ; exists or thal this statement
#i€Y23008 was conducied an 10/08/15 through ooy ses tarrocty
101218, G #KY23908 {
Mummﬂ ianc d":: atthe cited, and Is also réot ;to Iiae
' P construed as an admission
_ [highest Scope and Severlty of a 0. ) ' of interest against the facility,
F 167 aaaﬂtggxﬂ) NﬁEFY Ql;‘ CErHAgG F a7 the Administrator qr a\nyth
88=n | IDEGLINEIROOM, employees, agents, or other
. ' ! indlﬂiduals who draft or may
|A faciily must immediately inform tha resident; be discussed In this
icansult with the resl physician; and i response and plan of
tkrlown, notify the te t's lagal representative correotion. [n addition,
of an Interasted family member when thera ia sn preparation of this iflan of
'aceident réaidant resulia correction does na
injury and has mm h.% W‘&ﬂ“ constitute an admission or
iInferventian; a significant change in the resident's agresment of any kind by the
‘physical, mental, or atatus (L., 8 facility of the truth of any
lgatu-lm-allun in health, mental, or psyohasootsl factr’;;""g“d i ?;e f:‘e:aﬁon
status in alther e threatening conditions or by tha mEvey aoci
. - y the survey ageficy.
Ildlnlcal complicalions); & nead fo aler traatment Atcordingly, the facilty has
significanly (La., 8 ““d to discontinue an f prepared and subrhitted this
-axisting form ulkguhnqnl dus to adverse ! plan of comection prior to the
consaquences, orto w @ new form of resolution of any ﬂppea|
treatment); or a decisian lo transfer or discharge which may be filed solely
| the residant from the facility as specified in because of the requirements
§483.12(a). : under state and federal law
: i mldai that mandate submission of
‘Tha facility must also promptly natify the a plan of correction within
‘and, f known, the resident's legal (10) days of the survey 21
.of infarested family member when there Is a condition to participate in
ichange in raom of roopimatae assignment as Title18, and Titls 49 .
‘er ABaMo): programs. The submission o
! opy i this timeframe shduld in no
:reguliations as specified in paragraph (b}{1) of b8 construed r
thia saction. g:si:ered as an agreement
' ’ ith the allepations of
Tha facilty must record and periodically update noncormpliance or
the address and phuna;rnmbar of the resident's admissions by the facility.

I ; .
Iatm\cm \ ealerisl {*) denalas 2 defickncy which the institution may be xcusad trom oomecting providing (i ts datennined that

:::i'-’u b meﬂﬁnhﬂmm(mm%mn Emthmln%lnmu.mmmam“dmmwdm

foBoyng tha {1618 of survey whathar or nota plan of correction s provided. Bar mursing homes, the ahove a and plana of comsction are disciosebie 14

days' g th mmmnanMlmmmhﬂt;‘. if deficiancias are died, an 9 pisn of carrection 3 requislie \n cantinued

program parth | i : b

i N i
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nemwtm OFHEALTHANIL Huum  SeRvces PR M APFACVED
: - () MULTIPLE GONBTRUGTIGH (X9) DATE SURVEY
: _ c
e ' A.WiNG 1”%9!!
NANE OF OREUPALER STRRAT ADDRESS, CTTY, STATE. 2IF COOR
. , { 2447 CERULEAN RD.
Sl!'lADYL_'k " mmmwmmonm CADRZ, KV 422t
SR | A DN Mager B8 pkonen Ay P PREPIX RAGH CORRECTIVR AGTIEN SHOUB B wﬂmm
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TG c‘mum 70 THE APMRORRIATE
& OERIGIZNGY)
e
r16 This g}:taﬁn of correction
'Continuad From page 1 F 187 conatftutes a written
Iabal representalive or intereated famlly member. allegation of submission of
substantial compliance with
I : Federal Medicare
| Requlraments
Ihrm REQUIREMENT I not met as evidenced F157 NOTIFY OF CHANGES —
Based on (ntarview, record reviaw and facillty gg.gﬁwo ECLINE/
policy raviaw, it was datermined the facility failed
?smﬂn:nm&%ﬁ Physician 2:: o el '
a
Dietary recommandation for one (1) of fiva (5) ?messm; f;\n?r? mg?;grﬁges
'sampled reskdents (Resident #1). Rehabilitation, |
Resident#1 weighed 176 pounds in March 2015 Criteria #2 |
and 153 pounds on 03/08/16 which was & gresler An audit of nutritional
than 10% weight loas (fwenty-twa potinds) In six recommendations and weight
(8) dn;o&mz Dlatary recommendationa ww;hm - trsnds for active residents resfding
ma rified fooda, large portiana with m P p——
{double meats and aggs), and health ahakea. atihe facllity for the last 3-months
Howsever, furthar record raview revealad the will be compleled by the Dietary
faciiity falled ta nolify the resident's family of the Manager by 11/20/15, with first full
:omm welght loas m mmmm rtllendaﬂom mm day of compliance|being 11/21/15.
addrass the residen t n
the facility Dieticlsn recommended an appatite The Dietary Manager will notify
stimulant on 08/28/15; however, the faciily falled Administrative Nursing (Director of
to notify Resident #1% physician of a Dietary nurs:ng)o;f A:’.e’.ls.naf t[Director of
ursing) of any missing
recommendastion for an appetite stimulant, Rsz?m"s in writing, and
. ministrative Nursing (Director of
Tha findings inchude: :ursi[ng)or Assistaft Director of
. Licensed Nurse will
Raview of tha facility palicy titled, *Waight Palicy", n:trii?ynaeor:azldent' L physlician '
nol dated, revaaled any weight variances and ’ resident, resident’ Iggal '
recommendad interventions must be representative, or family member of
. communicated with the phyalcian and family any recommendations, notifications
according ta regulalory requiremant, needing fo be made, or significant
i ~weight issues (as indicated per
e e s || ST
m as on .
which inchuded Diabetes Melits Type (L,

mm)mmm Evenl 10: 300011 Paciiily 10: 100258 ' ¥ continustion sheat Page 2018
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SHADY L i NURSING AND REHABILITATION CENTER CADIZ, KY 42241
TN I I T T S .
TAG REGURATORY OR L5GC IDENTIFYING INFORMATION) TAG c&s«mmcunfro THE APPROPIATE o
F 187 | Cantinued From page 2 F187 This will be compleied by 11/20/15,
mems%lmm Hemiplegia, Aphashd - mg?_: g-',',?;f .M compiiance
o e ot A8 comars,
h g i Administrator will provid
Resldent #1's cagnition as severely impairad, and E;ingr?onme Dlrgolorpt:l? NuerIng.
the resident required superviaion with eating. Assistant Director gf Nursing, and
: the Dietary Manager by 11/15M16&
Raview of Resident #1's Welght Record revaaled (first full day of compliance
Residant #1 1786 paunds in March 2015, 11/21/15) on the weight policy and
173 InAgrit 2015, 171 in May 2015, 168 In June procedure. ; :
2016, m P i,?d:uly mﬂ;‘. el The training providéd by the
oy (2 punds .2 ) o kit o bkt
raview of the mm":m)ihm& copy of the writien Nutrfonal
documeniad evidence tha family and physiclan Recommendations provided by the
etician ministrative Nursing
was made awere of the waight loes. (Director of Nursing or Assistant
Review of the Dietary Depart tal Notes. dated Director of Nursing}, after each visit.
08/26M15 and 08/11/15, ravealed the Distician The Director of Nursing and the
mmm tﬂ mu' W mm. Gﬂﬂ!ldir Dieta Managgr 1] sign off the
a medication to stimulate appatlis, and targa copy ro%’ recommendations provided
portians with meals {double meats and eggs); by the Distician. |
dme&gm mm“mf'a mﬂy was l'll'.ia}ﬂe The signed copy will be given to tha -
ocum ep n or family ware m Administrator. '
swara of the recommendations.
The Administrative Nurses (Director
Interview with Resident #1°s son, an 10/09/15 at of Nursing and Ass{stant Director of
9:65 AM, ravogled ha was awsre of Resident #1's Nursing) will be provided tralning by
loas because he could tell by looking at 11155 on naotification of the
his/her face but ha did not realize hawm s:‘r’t;“";"& ;g;i?;"r':; ’r‘:‘b%‘:’:)?g':y
mh g l:ll: w oA mﬁmﬁ by ar. recommendations or significant
of hiaher we?ght m';o 0':’:1 of the e weight changes (aa_indicated per
atlo ih D?aﬂ ia regulations), Tl_lis will be completed
recommendationa by the Disticlan. by 11/20A15, with fisst full day of
I iqw with entiit's a Physician compliance being 11/21/15.
dated 10/09/16 at 3:58 PM, revealad he was not
i made awars of any recommendation far an
FORM CMS-2387(02-98) Prandoyss Versions Obsclale Evant I0: XT8N ety I 100390 i qontinuation sheat Page of 19
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nsmtmem OF I-IEALTHAMES HUMAN seavcces ’“‘%ﬂa}"é‘a‘é"&e‘é
" o o 00 MUKTIPLE GORSTRUGTION 19) DATE SURVEY
L]
wwhn 10273018 |
STREET ADDAEES, GITY. STATE, ZIF CGO§
2382 CERULEAN RD.
_ CADIZ, KY 42211
TAG REGULATORY OR LSC IDENTIRVING INFORIATION) mm m%mmmw THEAPPROPNIATH OATE
————— ==
Training will also be provided by the
F 157 | Continuad Fram page 3 F1&7 Administrater by 1111p 5/15 (ﬁmt’fun
appelite stimutant for Residant #1. g?gt:f c&mpliance 11/21/5) to the
ry Manager and Administrative
lnletvla\mdm the DlataryManagar on m ::r?'tng n%im:é?r q fhlilumi?g 83.? .
at3:10 mvealedﬂgsldem was S1518 I OI'G Lrsin al
to have & decraase in (ntake [n July 2015 and the will include that (1){one tlrneg )a
Pietician had asked her to update the resident's gglgﬂ&gfgg{a\;fei hﬁw"l bgm
like and dislikes. She stalad in August 2015 the maontns, and the
dent was identified aa having a significant Quarterty. i
mrmm h%m:nh;:énd Training will algo be provided by the
Sha siated the Dicticlan siso recommended the B ST
appatite stmulant at the snd of Auguat but that manth 30, 60,90, qnd 180 dky
order was nat recalved. - She stated nursing was By
: we|ght trends will be reviewed
responsile for notifying tha physician and family during th
and she did not knaw why the appatite stimulant ding the Qualtty fssurance
eeting.
Wwa3 novar ondered. J
memb f the Qual
Intesview with the Assistant Divectar of Nursing orcs Toa cnsivh o the
(ADON), an 10/00/15 st 12:10 PM, revealed when Director of Nursing,| Assistant
It was identified the residant had a ninetaen (19) Dirgctor of Nursing, Administrator,
pound weight logs in five (8) manths in July 2015 Social Services Dirgctor, and
{greater than 10% waight loss), the rasidant DiBFW Manager. The Medical
should have baen been added to the weekly Director atends the Quality
Waight Commitiee Meetinga. She stated the Assurance Meellng at least ane (1)
nuses l;moc; haved hmdnoﬂﬂad at that ims of time monthly.
thewa g and any distary recommandations
80 the phyaician and family could ba notified. % ““’;’;{,“;},?:fo‘;ﬁg‘gn{}?;:g““
it resident that has had a
Intarviaw with the Director of Nursing (QON), on g
1Q/12118 @t 7:30 AM, revealed she did not recel f.f,gg'l','{a‘i;";':,'s‘)’""““e et
Resident # ever baing discussed in the weeldy Adminisirative Nursing (Director of
Weight Cammitiee Meeting, The DON stated Nursing and Assistant Director of
nursing was narmally notified of a cesident's NurSing) or a Licensed nurse will
weight leaa and Diatary recommendations duting make appropriate notifications fo
the weekly mesling and nursing would nolify the the physician, family
m aisd hghgy;ltcei;n :o ohtainn mt:a physiclan's memberfresident! responsible party.
aince 8
recommendations ralated ta he resident's diat
: were updalad on the resident's dietary slip but
PORN CMS.257(02-29) Pravious Versicns Obaciéia Evaat K0: 048811 Faciity (D: 100850 If contiruation sheot Page 4 of 19
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| | ANTED: 1028720
DE OF HEALTH AND HUMAN SERVICES PRURORM ARFROVED
FORM 1
TEMENT OF PROVIDER/SUPPLIER/GUA %
mqu&n&gﬁw tm). s mmmmmmm {%Y) DATE SURVEY
; c
: ¥ 183252 B, WiNa
NAME OF PROVIDER QA SUPPLIER i STREET AQCRAESA, CITY, STATH, 2P CODR
' -. 2582 CERULEAN RO,
SHADY & NURSING AND REHABIU'I?A'I'IQH GCENTER CADIZ, KY 42211
o T SUMMARY STATEMENT OF DRFIGIENCIES ) PROVIDEN'S PLAN QF GGRAEGTION
Fot | (BACH DEFCIENCY MUST BE PRECEDED BY FULL PRERDR CORRECTIVE ACTION SHQULD COMPLETION
™o REGULATORY OR LSC IDENTIFVING INFORMATION) e cmmwwm
. The Dletary Manager will notify the .
(eommeniaton  hcuda an ppete e
ve
stimutant. She staled ihe lack of communication Nursing (Director of Nursing and
mamemtnanga Mmmngmmtwmm :;d m Astistant Director c%f Nursing).
m to m| an .
F 282 ] 433.20{k){(3)i) SERVICES BY QUALIFIED F282| The Director of NUfgS'"Q or Assistant
ss8=p | PERSONS/PER CARE PLAN Diractor of Nursing will provide
m ;r:gglﬁ to( fElhe Licerised Nurses by
sarvieas 5 (firet full day of completion
m ok mﬁ'&"w q&fm"a’mm"%‘?: Facilly 11/21/15) of completion of
sctocdanc with sach resident's writen plan of s R menaatone)
care, indluding notificatian of family and
physician,
|
IhrbREQUIREMW is not met a5 evidenced sritefia #4
aa'“d niarview. racord review Beginning 11/20/15 (1) one time a
pwcym?h'w Ilwa‘:'delamlnad mﬁaf::lmed k for (3) three months, and then
to ensure alai’l provided servicss in accordance quprierly the Dietaty Manager and
d residents (Residant #4 > { Nursing or Assistant Director of
sampled res ( ) ing) will audit futritiongl
mmendations and
Renident #1 was care planned for etalf to ablain d ?.lmer:tatlnn for rurrent residents
waighta per facllity policy and provide trestments to ensure that the physician,
per physiclan ordars. Monthly Welghts revesled ponsible party, and family
R::H&ns#i W‘lg;hl::'gg ml;gduql‘g:lms member haveibes l ir;otiﬁg: ?; any
and on 08/08H1 idant wel a ommendations given by {
paunds which was greater than a 10% walght Dietician.
tass (22 pounds) in she months; however, thare
wera no weekly waights obtained pac faclity If notifications are neaded,
palicy. In addition, documentation revealed Administrative Nursing (Director of
Rasidant #1's yaast infection to the insida bend of Nursing or Assistant Director of
09I27HS, the resident waa sent to tha emergency notify the approprite
room and was idantified as having a pressure family/resident/physician of
sura to the inside bend dmm arm with the recommendations given for current
tendon seen through tha wound. resident.
FORM CI45-2387(02-98) Proviaus Versions Dbsalivis 2vant 10 XuBe Fagitity iD: 100308 it contnuation sheqt Page Sof 19
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: | ‘ |
dmﬂnsam OF HEALTHANS MHUMAN SERVICES | "“‘m""&.‘mmm‘g
STATEMENT OF DEFICIENCIER ' u
m%w F OEF =i (44 }] mmgnﬁ#mcm Kmmmmmmu (xamaluévl;ev
c
185292 R WING 10/12/2018
NAME OF PROVIDER OR SUPPLIER STREAT \ CITY, GTATR, TR Q008
: 2502 CERULEAN RD.
SHADY LAWN NUREING AND REHABILITATION CENTER CADLZ, KY 42311
x4 | SUMAARY EMENT OF QEFICIENGY 5] PLAN QF CORREQTION Gmrm
REFDX BAGH BE PRECEDED BY PULL PREFD( CORRECTIVE ACTION BHOULD
F'lm M e o N 13,0 TAG Ay 0 mmfn oAt
F282 Continued From page 5 F 282 Cument residents® weights at 30
; A days, 80 days, and 180 days will be
The findinga Include: reviewed (1) time @ month for 3)
| reg months, and then quarteriy by
Review of tha faciity policy tlad, "Weight Palicy”, the Distary Manager to determine
not dated, ravealed Distary will abtaln manthly further interventions needed 1o ba

welghts and anter tham Into the AHT for
calcutation of munthly variance repart, Residenta
iriggesing a significant waight variance defined as
£% In ana (1) month, 7.5 % in threa {3) montha
and 10% In six (8) montha will be placad on
weakly weight monitoring. Resident Care Piane
shall be updated and documentation of tha
interventiona maintained as part of the medical

record,

Raview of the faclity paticy tidad, "Skin Syatem
Policy and Pracedure®, not dated, ravealed a
w plan will ba devalaped that staff wil

Clased record raview revealad the facllity
2dmitted Rasident#1 on 07/0112 with diagnessa
which included Diabetas Mallitis Typa It
Cerebrovascular Acglident, Hemiplegia, Aphasia
and Chronic Alrway Obstruction, Review of the

Minimum Data Set (MDS) aassasment,
dated 07/28/8, revealed (he facllity assassed
Resident #1's cognition a8 severely impaired, the
resident required suparvision with eating, had
limited movemant an ona side of the body and a
Stags | pressure sore,

Review of tha Gomprehensive Care Plan for
Nutritional Risk, dated 02/09/85, revealed an
intervantion to ablain weights per facility palicy.

taen to identify any significant
trends (as indicated per
uiations). Results of tha audit
wil| be reported du4ing the Quality

Assurance Meeting.
e membars of the Quality
Assurance Team consist of the
Dirpctor of Nursing| Assiatant
or of Nursing! Administrator,
Sotlal Services Directer, and
Dietary Manager. The Medical
Director attends the Quality
Asgurance Meating| at least one {1)
time monthly.

Th% Administrativa Nursing

(Di ector of Nursing or Assistant
Director of Nursing) or Licensed
Nugsing staff will nO,tify the
physicianfamily member/resident of
any, significant weigpt changes or
recommendations (3s indicated per
regliations) from this review/audit,
Restls of monitoring completed by
Dielary Manager and Administrative
Nursing (Director ofiNursing or
Assistant Direcior of Nursing) will

alfo be reviewed in monthly Quality
Assurance Meeting to determine

choi:irilge of monitoting or regarding
. notification of family and physician
ke i el o S anrico
and on 0/08/18 the resident weighed 151 T mmandalions for nutrfiona!
pounds {lgaa of 22 paunds in G montha} and no '
FORM CMS-2533{02405) Previous Varsions Qbsolels Event 008011 Faciity I0: 100300 It continuation sheet Page Gol10
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: o | 5 i
' i
DEPARTMENT OF HEALTH AND HUMAN SERVICES i LR L
C FOR D
mm'mas DEFICIENCIES o) : iemmm CONSTRUCTION (=) gl\'msuaVEv
: ! c
L - - .l 0ans
NAME OF PROVIDER OR SUPPLIER STREAT ADDAESS, CITY. STATR, 210 CQ08
. 2582 CERULEAN RD.
SHADY AY NURSING AND REHABUITATION CENTER CADIZ, KV 42314
(X4)10 STATEMENT OF 0 PROVIDERS PLAN GF CORREGTION ol
14 o0 ACTION -] ]
P?_;FGIX R!;(Eaﬂ'ltl mmm&raemmms FULL l’%il;nt {EACH mmm“ SHQUAD e
The memb-?rs of the (?utali:yh '
F 282 Continuad From page 8 F 282 Assurance Team consist of the
! Director of Nursing, Assistant
mw“auz rosident was plsced an weakly Dil o: gf Nursingj Administrator,
weighls at this time. Sapal Senvices Dipcar, snd
' Diatary Manager. edica
the manthly walghts and enter tham inta (he ilme monthly. T A
Acaurse, Th Dietary Managor azad she “BISERVCESBYQUALFIED ~ Citeriass
then enters them inta the AHT to identify if there JERSON/PER CARE PLAN | 11212015
aa walght losa or gain identiffad, and
wmlsst:’\ammpgcedmm sritehia #1 i .
waighis. Sha was a to provide an
explanation as to why the resident was not placed .-ff: ige f‘.';;f,:y no longer resides
on waakly welghts, |
Criteria #2
In addition, review of the Comprehensiva Care The Dietary Manager will
Plan for risk for Impaired sidin integrity related to complete an audit of current
CVA with left side Hemiplegla, dated 02/41/16 and regident care plang to ensura
laat reviaed G8/08M 5, revealed an intarvention to thdt appropriate interventions
provide treatment per physiclan order. Raview of arg noted for nufritibnal status
the Phyaleian's Onders, dated Sepiembar 2015, onjeach current regident’s cars
revealed an ordar for Nystatin 100,000 units/gram pleln. If Interventions are not
cream, ammly every shilt lo crease in right cae planned the Dietary
arm unti I Manager will addend the care
plan at time of audit. This wil!
Raview of tha September 2015 Tresiment e oy 112015, wilh st
Administration Record (TAR) revealed Nystatin s 1"}; 5“ compsarceioging
of he resdents tght s o GO/21128 Suring i '
0 .\ t arm on Sduring |
6:00 AM through 2:00 PM shift by Licensed e T
Practical Nursa (LPN) #4, and during ihe 2:00 PM Nurses to current residents of
through 10:00 PM shift by Registered Nurse (RN) the facility by Licensed Nursing
M. on 10815 or 10/10/15. No
new skin aneas were identified,
Inteeviow with LPN #4, on 10418/15 at 7:60 AM,
revaaled she (nitlaled the September 2016 MAR
on 09/2715 Indicating she had complated the
Nystatin ireaiment to Resident #1's inner arm but
tvad falled 10 go back and circle her Initial to
indicata the residant had rafugad o let her do the
FORM CM8-2587{02-00) Previous Vaesions Obaciste Event ID: 000011 Focly I0¢ 100706
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i n A = 1 RO.
SHADY LA ; NURSING AND REHARBILITATION GENTER GADIZ, KV 42311
é"n&ﬁ SUMMARY STATEMENT OF DEFIGIENGIES PROVIGER'S PLAN/GE CORREGTION
{EAGH DEFICIENGY MUST BE PRECEDED BY FURL (HACH CORRECTIVE SHOULO BR L .
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CROAS.RAFERENGED TO THE APRNOP! oATR
F 282 via body asaessments on
Cantinued Fram page 7 F 282 10/9/15 or 10/10/15. No further
trealment care pian modifications were
; dad d
inarview with RN #1, on 10/08/15 5t :20 AM, ot earing atn iuegrty
et ot o B e S
tha Nystatin powder to tha creasae of Residant Criteria #3
#1's nght 3rm on 0012715 and thera waa no The Administrator will provide
redness or skin breakdown ta the resident’s skin, trajning to the Dietry Manager
howsvar, tha resident was Idaniified with a by 11/15415 that current
prassure ulcer to the right inner bend of arm and Repident Care Plans shall ba
there was a tendon visible through the wound upqated and decumenitation of
when he/shs afvived at the hospital at th intfawanﬁons maintained as
. ant of the madical record.
appraximately 8:30 PM that day. Trdining wil b corbplatad, by
, 1111615 with first fidl day of
w:ﬁ:mmw mf ";.:"g{::' corppliance being 11/21/15.
hosapital dua lo a low potassium level. Raview of The Administrator will provide
the Emergency Departmant Hospltal Record, 1
daled 012711 s 832 PN rovesid Radont 41 N I;%?D?rg:tﬁoab}h’;ing
weighed po on| isgion raview and Assistant Direotor of
the Hospitat Dischargs Plannet Late Entry Nutsing) by 11/15/15 on
Nurse's Nots, dated 08/268/15 at 12:00 Midnight, util ationbgf the fulljman body
revealad Rasg;l‘\t#‘l h(ﬂd aw::nn: :{n adTgst:: asgessment form 1q be used
io the antacu area (inner arm eagh week whan skin
right &'m measuring 1.8 by 6.2 cantimeters (cm) asgessments are being |
witha damd ﬁo’m&m&h uv;aat appeared to ba gor pll:ted!i%ffelt'ed r thk?
a"‘am an. Hospllal urrent resigent. 8 3Kn
Discharge Summary, datad 10/10/15, cevealed sment form s'i“’“'d be
Resident #1 passed away on 0/30MS with tumed into Adminisirative
dognoss o okude Urosépssand probeie e
underiining urinary malignancy. for fhe current resident for
. review and any neaded care
lﬂlewla\!.rﬂth the Wrmmd at 12:47 plah modifications shall be
FM, revaaled Residant #1's wound was in the Narsing of Avsivtant Bitecior of
band of the resident’s contracted right arm and Nursing.
meassurrled 13 cel:lmnm (ct:le) m& et;t by g.r
cm. Sha siated it appeared ant's tandon
was showing and tha wound had a red baafy |
FORM CMS-A547(02-09) Praviaus Verilons Cbsoleia Evant I0: MBS Facitiy ID: 100396 If contiruation sheet Page 3ol 18
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Ff‘m*a‘mm”’ﬂé
. {22) MULTTPLR CONSTRUGTION (%3} BATE GURVEY
]
: BWHNG %
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP GODR
28002 GERULBAN RO,
SHADY I.AW*I NURSING AND REHABHITATION CENTER CADLE, KY 42211 ;
(%4 1D BULMARY STATENENT OF DEFIGIRNCING 0 PROVIDER'S FLAN OF CORRECTION
PREFIX (mmmaammmm {EAGH GORREGTIVE AQTION BHOULD RE couaanoN
o REGALATORY ORLSC IDENTHRYING INFORMATION) TAQ GROSS-REFERENCED TO THE APFROPRIATE DATE
s mu .
F 262| Continusd From pege 8 F 282 f‘o"&"‘ct'o’r“o’f“u”iﬂi‘n'é";?
border and no tunneling Assistant Director of Nursing)
will educate Licensed Nurees
Interview with tha Asalsiant Director of Nursing on ytilization of full man body
(ADON), on 10/08/13 al 12:10 P\, revaalad when assessment form fof weekly
it was kientified the residant had a nineteen (19) skin assessments
e folfont by 1120/, Fire
greater i
it ATAd s Da Facad on Saanly A
T84 ts n on
welghts par the resident's care plan. She was
i s o an Sparabon s 0w e e e,
WOGHYWEIQM! ware not obtainad. In addm nead to be mple[ed and
gha stated she waa not aware thara was any turned in to Administrative
hﬁﬂ"m mﬂ r:vnlda Ml‘mmgw Nursing (Director of Nursing or
was an axp Agsistant Director of N l'sh'l
ataff would not have idantified the wound & they iy w-;ﬁ%e e
mntp residants care plan related to appropriate Interveritions are
phin = i P s v e
§8=D| PR ily/responsible garty, and
hysici Nottfi 1]
Based on the comprehansiva assassment of a &:vgec;ynAdn?im:;taﬁ:: wiibe
resident, tha faciiity must ensure that a resident Nursing (Director of Nursing or
who anters the facliity without preasure aorea Assistant Director of Nursing),
does not davelop pressure sores unleas the . _orby a Licensed Nurss.
Incividual's clinical condition demonsivates that Crithria #4 R
{ they were mavoldabd;a and a resident l'lamlngt - Beginmng 11/20/15 one time a
PrasEurs sorgs rece necessay irealmen month for three (3) months,
sarvices to promale healing, prevent infaction and and then quarterly the Dietary
prevent new sqres fram devaloping. Manager will audit current
c::el ry careiptans 1o ensure
thafj current interventions
This REQUIREMENT is nol met as evidenced regarding nutritional| status are
by. dcg rgleanrt\eﬂ %r;eﬂr:,eeh“asfdent
Basad on interview, record raview and faciiity ana
neef] to be added for the
g’ﬂw m:w' llwa:td“:::l‘l’nige‘: ﬁﬁmﬂuw current resident the;f will ha
m‘;"‘m reskde bl X s facility addd by the Dietary Manager
0Ut a pressure aore does not develop a at time of audit. Firet full day of
comipliance will be 171/21/15,
FORM CAVS-2557(02-99) Prndous Varsions Obsolets Fnciiny 10 100800 umummmm Sal10

Eveal ID:XM881
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NAME OF PROVIDER OR SUPPLIER STREET AGDRESS, GITY, BTATE, ZP GODE
: . 2582 CERULEAN RD.
SHADY LAWN NURSING AND REHABN ITATION CENTER CADIZ, KY 42211
o) In on S NARY STATEMENT OF DeFiGENGES, N FROVEIRIE PLAIGP CORRRGTION ten
Pl;?am ézmumvoawemm INFORMATION) ™a uﬁi‘m&mwmm UATH
Beginning 1172 tim
F 314| Gontiued From page 9 éginning 11/20/15 one time a

pmaummfarana(t) of five (5) sampled
rezklents (Fesident #1

Rasldent #1 was assessed lo have 8 cantrachue’
to tha right etbow and was care plannad and had
physician orders to have weakly 8kin
agsasaments and to apply Nystatin taplcally every
shift in cressa of right arm until healad; however,
on 08/2T/15, Resldent #1 was sent to tha
amergency room due lo a low potassium lavel
and the residant was |dantified to have a presaure
sore to the inside bend of the right arm and tha
residant's tentdan could be cbservad through the
wound. The facllity had failed to identify the
prassura sore,

Tha findings Include:

Revigw of the faclity policy titied, "Skin System
Pollcy and Procedure®, ot dated, revesatad a skin
assessment will ba complated on
admission/readmisaion, with any falls and waekly
thersafter. Upon (dentification of skin/wound
impalrment the nurse wite camplete a SBAR end
obtain ordats from the physician, notify
responsibla party, documeant on twanty-faur (24)
hour report, update reatmaent Administration
Racard (TAR), and nalify the assigned nurse
Manager, nurse assessment coordinator and
Skin Commiiise of tha change in tha resident's
skin condition raquiting additional oversight and
monitoting.

Closed record review revealed the facility
admitted Resident #1 on 07/01/12 with diagnossea
which Included Diabetes Mellilis Typa i,
Carebrovascular Accident, Hamiplagia, Aphasia
and Chronle Alrway Ohatruction. Review of the
Quarterly Minimum Data Set (MDS) assasament,

F3ai4 month for three (3) months and
then quarterly Admjnistrative

Nursing will audit care plans for

thope residents with pressure

Nursing (Director ofj Nuraing or
Asgistant Direclor of Nursing)
wilf addend the carL plan at

members of thg Quality
Asslirance Team consists of the
or of Nursing, Assistant
Dirgctor of Nursing, Administrator,
al Services Director, and
Dietary Manager. The Medical

Director attends the Quality

Assurance Meeting at least one (1)
.. time monthly.

Onie time a week for three
months, and then guarterly the
Quality Assurance [Team will

iew all skin asséssments,
Care plans will be feviewed at

thig time for those current
regidents identified|to hava any .
identified pressure areas to :
ansure accursie

documentalion ar interventions.
If further interventions are

documente_c_[ at the time of the
Quality Assuranca Meeting by
the Assistant Director of

Nursing or Director of Nursing.

FORM CA5-2907(03-59) Pravious Versions Ohsolets

Bvent (D xMBET wnlm 1 continualion shoet Page 10of 10
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B WING
NAME OF PROVIUER OR SURPLIER STREET ADDRESS, CITV, STATE, ZIP GODE
GERULEAN RD,
SHADY LAWN NURSING AND REHABILITATION CENTER CADIZ, Y 42211
BUMMARY
gx& mwaew nsmsugsam ml‘p' " mmmmoseomm“ B}
TAG REGULATORY OR LSC IDENTIFVING TION) TAQ mmmmmu o
Ty e —
“The members of Quality i
F 314| Continued From page 10 F314}  Assurance Team cﬂ'cq_:'lsist of the
date:l O7/251S, revealed the facilily assessad g: ctor o: :urs:ng. Qgsl?t?nt
Residert #1'a cognition as saverely impairad, the r of Nursing,| Administrator,
rasident had limiied movement on one sida of the gle ﬂ:vshe;a‘ggzae P' 60;;1:;'& |
body and a Stage | pressure sore. Diractor aftends the Qualfty
Review of the Gomprehanaive Care Plgn for risk Asgurance Meeting|at least one (1)
forimiairsd skin nfegrlyreaind tn CVA th e time monthly.
| side Hamiplagia, 02/11116 and laat revised :
One time a week the Dietary
ms;'m;twﬁ intervantions fnm akin Manager will complete a form
incroase drainage, paln or for any recommendations or
n asssssment quarterly and as intarventions given for each
naeded gerl-sleeves at sl imes, and treaiment curtent resident and the care
per physician order. plan will be reviewefl to ensure
recommendations have been
Review of the Physiclan'a Orders, dated apﬁroplialely noted on the care
Septambar 2015, revecied an order for ged plan.
sleavas at all imes as preventative measure,
skin assassmenis on Wadnesday 10
PM-G AM shilt and Nyatatin 100,000 unlis/gram
cream, apply lopically avery shift to creasq in right
aem unti haaled.
Raeview of tha September 2015 Treatmeant
Administration Record (TAR) revealed the
rosident wore geri sleavea avery day on all shifls;
the last weeldy skin assessment waa conducied
on Q/23M5 by Licensed Practioal Nurae (LPN)
#3 with no skin breakdown ldentified; and
Nystalin was applied to the insida hend of the
resident's righl arm on 09/27/15 during the 6:00
AM through 2:00 PM shift by LPN #4, and during
the 200 PM through 10:00 PM shift by
Registarad Nurse (RN) #1.
Interview with LPN #3, on 10/09/15 at 8:25 AM,
revealed Resldent #1's right arm was contracted or alicensed Nursewil L.
80 it was always bent and he/she had a yeast complete netifications to Criteria #5.
infection in the bend of the arm. Sha staled when family/responsible 1112115
she canducted the skin assassment on 09/2318, party/physician if indicated. . q
FORM CMIS-2607{02-99) Previous Vimsions Obaclets Bvent ID:XMB811 Facry ID: 100304 if continuation shaat Page 11af19
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Interview with LPN #4, on 10/08/15 at 7:50 AM,
revaalad she initisled the Seplember 2015 MAR
on 08/23/18 and 09427115 indicating she had
complaied the Nystatin treatment to Resident
#1's innar arm but had Ealled to go back and eircls
her Inital to indicate tha residant had refused to
let her do the treatmant on both days. Sha stated
tha last ime she saw Resident #1's right arm
(prior to 0/23/15), it was red.

(nterview with RN #1, on 1020915 at 8:20 AM,
revealad she cleanad the resident's inner arm in
iha craase with normal esline and then sppitad
Nystatin pawder to the crease of Resident #1's
tight arm on 08/26/15 and 08/27/15 and thera
Was na radnass or skin breakdown to the
rasident’s skin. However, review of tha Nurse's
Note, daled 09/27/16, revealed the rasident waa
transfarred to the hospliat dus o a low potassium
lavel and reviaw of the Haspital Discharga
Flanner Late Entry Nurse's Nate, dated 00/2815
at 12:00 Midnight, ravealed Resldent #t had a
wound on admiasion to the right antecubital area
{inner bend of arm) of the right arm mesasuring
1.8 by 8.2 centimaters (cm) with a depth of 0.5
am., with what appeared to be a visible tendon.

Review of tha Hosplial Discharge Summary,
dated 1010115, revealed Rasident #1 passed
away an 0O/30/15 with diagnose ta include
Urosepsis and prabable underiining winary
malignancy.

Imarview with tha hospital Reglatered
Nurge/Clinical Manager, an 1000/ at 12:57

() MUATIPLE CONBYRICTION
A BUILDING
: 8. WING
NAME GF PROVIDER OR SUPPLIER a5
SHADY 2332 GERULEAN R,
l.gulm NURSING AND REHABILITATION CENTER CADIZ, KY 43314
% STATEMENT OF DEFICIENGIES o PROVICERS PLAN OF GORRECTION 2
P \CIENGY MUST BE PRECEDED BY RULL GORRECTIVE ACTION SHOULD
7Y REGULATORY OR LSC IDENTIFVING \TION) pg&sa: ﬁm&m 'ror;’umr!&'m oare
F314 TREATMENT/SVCS TO
F 314{ Continued Fram page 11 £314 PREVENT/HEAL PRESSURE
SORES .
there was only some redness and a yeast
infection. She staled sha did not ses any break Criterla #1
in the skin, ' Rekident no longer resides at
facility.

Criteria #2

Fuil body assessments were
offered/completed, by ficensed
nurses, o current residents
who resided at the facility on
10/9/15 or 10/10/15. There
wefe no naw findings. No
further notifications or care
plah modifications were
Indicated for the current
resjdents.

Criteria #3

Administrative Nursing
(Director of Nursing or
Assistant Director of Nursing)
will re-aducate Licensed
Nursing Staff on the Skin
Policy and It'a refjuirements by
11/2015, with first full day of
completion being 11/21/15.
This includes completion of the
SBAR. |
Licensed Nurses will also be
provided training by
Administrative Nursing
{Director of Nursing or
Assjstant Direclor of Nursing
by 11/15M5 (with: first full day
of compliance 11/21/156) that
the physician shauld be netified
and the family or responsible
party notified of ehy pressure
sores or skin integrty Issues,

FORM CMS-2387{02-20) Frevioua Versions Qbaolete Gvent i0: X081

Fuciity i 100333 {F continuation shaat Page 120119
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42) MULTIPLE CONSTRUGTION
A BULDING
.WNG
NAME OF PROVIDER OR SUPPLIER ATHEET ADDRESS, CITY, STATE, Zip
: 2983 CERULEAN RD.
sm‘f U:lﬂrl NURSING AND REHARILITATION CENTER CADIZ, KY 42211
% SUMMARY STATEMENT OF DEFICIENCIES 0 PRGVIDER'S PLAN OF CORREGTION {8
(EACH DEFICENGY MUST BE PRECEDED BY FIRL FREFX {EACH CORPIECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR1SC INFORMATION e GROAS-REFHRENCED TO THR APRROPRIATE nae
This training will be compleled
F314| cont by 11/20/15, with firat full day
PM .'T.ﬂi';lfa"’m’;m wound was In the Fau :gf;;;'rgm- heing
bend of the resident contracted right arm and =4 -
measured 1.5 centimeters (cm) by 3.5 cm by 0.7 Administrative N;‘rsina
cm. She stated it appeared tha resident's tendan (Diractor of Nursing or
was showing and the wound had a red beefy o Dioctof of Nursing)
provide train
barder and no tunneiing. Nurses on complg?i b::yn %
. . ass ments vtilizing the full
Interview with the Assistant Director of Nursing
{ADON), on 10/08/15 at 12:10 PM, revealed she and mf&?ﬁﬁs ntform
was not aware of the area on Reskdant #5 right Administrative Nursing
arm to ever have any break In tha skin and was (Directar of Nurs g o
unabla to provide an explanation as to why f the G R :
wornd was there the staff did not identify i, ™ Assistant Directo of Nursing)
receives copies of complaeted
Interviaw with the Administrator, on 10/08/15 at body assessments for current
12:30 PM, revealad she did not think tha weund residents to review to ensure
was on Residant #1's arm when he/sha left the no new findings. |
facliity because if it wag the staff would have Any inew findings will be
identifiad It. docymented on thHe
comprehansive care plan for
t the specific current resident by
i S PRI RIS ot P, P2 B e
ki n OO0 NUrsing.
trnnmgmm . S st 1 e reaktan Thisiwill be complted by
arrived at the haspital with a pressura sare and
the tendan could be abserved thraugh the wound
then it would have baan there prior ta laaving tha
facility and should have been identified. She
stated in hindsight the |dentification of passible
bladdar cancac could be an of why
Resident #1 was having a graduat decling in
wailght and gkin bragkdown,
£ 325 483.26() MAINTAIN NUTRITION STATUS F 325 e
$8=D| UNLESS UNAVOIDABLE done by11/20/15, With first full
Based an a resident’s comprehensive Sayiclicompinceibeing
sssassmant, tha facllity must ansure that a ULCUAKE
residant -
FORM CMS-205702:99) Previous Viesiora Gbsolele Event ID:)0811 Farciiry ID; 100340 (Fcardnuatian shesl Page 130! 18
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STREET ADGRERS, GITY, STATE 2P G008
_ . 2682 CERULEAN RO,
SHADY LAWN NURSING AND REHABILITATION CENTER CADIZ teY €211
S48 ORFICIENGY WL 5 PREGEDED HE FIAL - CORREGTIVEACTIGHSNOULDWM | Souruanon
e REGLLAYORY OR LSC IDENTIFYING INFORMATION) w cz%ﬁnamc oA
F 325 Continuad From paga 13 Fapg| Criteria #4

weighta and manitor tha resident through

(1}Ma!macg§hbh-parm:’mnofww
siatus, as body weight and protain 8,
unlass the residant’s clinical condition
damonatrates that this is not possible; and

(2) Receives a therapautic dist when thera is a
nufritanal problem.

This REQUIREMENT is not met as avidenced

by

Basad on interview, record reviaw, and facll
policy reviaw, it was determined the facility fa

to ensure there aystem for monitaring weighis
and to carry out Dleticlan Recommendations was
effactive far one (1) of five (5) sampled residents |
{Rosidant #1), i

Residant #1 weighad 178 pounds In March 2015
and 157 pounds on 08/28/15, The facility tslled to
idantify Reskiant #1 had a grealer the 10% waight
loss in five (§) montha andfahdtotnitiatamv;eekly
Weekly Weight Cammitiee. in addition, the
facility Dietician recommended an appetite
stimuant on 08/28M18; however, the fallure to
monitos the residsnt in the Weekly Weight
Commitiee caused the physicisn net to be made
aware of the recommendation. On 08/27M85, the
resident wasa sent to the emergency raom dus o
a low potassium lavel and weighed 144 pounds
and It was identified the reaident had a possible
canocaraus umor an histher bladder. The resident
passed away on 08/30/15,

The findings inchuda:
Review of the facliity policy tiled, *Waight Pelicy”,

Beginning 1120115
Administrative Nufsing

(Di -ctor of Nursirlg or
Assistant Directorjof Nursing
will (1) one time weekly for (3)
threg months audit SBAR
completion, family|notification,

be

Administrative Nursing
{Director of Nursinp or

time g week for th
and then quarteriy|to ensure
that gkin assessments that
document any new prassure
areas have a SBAR compieted,
hotifications to

family/responsible party, and

FORM CM3-2857(02-88) Previcus Varsions Obsolate

Evant ID: ity

Facitty |O: 100398

I continuation sheat Fage 14019
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O] DATE SURvEY
=]
018
m&urmpvnanmmm STREET ADORESS, GNTY, 8TATE, 2 CODR
L 2882 CERULEAN RD,
SHADY LA\’J. iumnam REHABILITATION CENTER CADIZ, KY 42311
QD SUNMARY amwor BEMGENGES o PROVIDERS CF GORRAETION ey
Pfam | ! REGULATORY ORLSG DRNTIFYING INFORMATION) e TO THE ARPROPRIATE Gare
‘ W'PIINU\Q_ .-
. pressure area {8 fioted on the
F 328 | Continued From page 14 Faz8 comprahensive 'f" ;:Ilan. Ain"y
not dated, revealed an admission height and orfFCaone or pofMadtiona w
wdnh:\;‘magamu%atm “?f?fwm%f:) Nu sing (D?recto of Nursing or
wook y theratter, ¥ stable. Asslstani Directof of Nursing)
waighta will be abiained by nursing and enlered or d Licensed Nufse at time of
i abiai. MGnNY welghs e ater e by Adhiiatrative Norin
tha AHT Rf:rszalc;:alhn of mmg&m - (Di nor of N?:rs r; 2?
report. ants riggeting a significan
variance defined as 5% In ona (1) month, 7.5 %
in three (3) manths and 10% in six {8) months will
ba addreassd by tha Waight Varlanca Commitias
and placed on weakly weight monitoting. The
waight histary log, Weight Change Comparisan
and maonthly weight recond from AHT andfor
Acou-Nurse muat ba incorporated lo provide
nocessary information needed for commitiee
discussion. The faciity Reglisterad Diaticlan
recommendations ara to ba raviewad weekly
doviahon should be clscusted and Josumented. Sras fet o rjomre Sves
n I{ nneq,
dotumentation Qf m ‘ﬂmnuons malﬂhm 83 Licdnsed Nursin i and that an
part of the medical recard, SBAR has been ¢ompleted for
Closad racord review revaslad the facllity peg evelopme?rt "hie
a8 pressure area y issues
admitted Resident #1 an 07112 with diagnoses are noted they will be corrected
which included Diabates Mallids Type i, as igentified by Afministrative
Corebrovascular Accident, Hamiplegia, Aphasia Nursing (Director|of Nursing or
and Chronic Alrway Obstruction, Review of the Asajstant Director of Nursing).
Minimuwm Data Set (MDS) asgessm
datad GF125IY8, ravesiad the ucilty aseassed Morhbers of the Qualiy Assurance
Resident #1's cogrition as eeverely impalred, and ;ﬁa In‘;"';:‘:i‘sg %E:gg:’;;’f
the resident required supervision with asting. Nurbing, Adminis{rator, Sacial
Services Director] and Dietary
Eerﬂlz:‘ g%gﬂmﬁm P:? "Im Manager. The Medieal Director
h:lane&un o diet and atiends the Qualily Assurance i
. m‘"""‘“ &9 ordered Meeting at least dne (1) time Criteria #5
weights per facility pollcy. monthly. 1172415
FORM CMS-2507(02-28) Pravious Varsiona Obsoleta Evant 2104881 Facity I0: 100398 lreununuaﬂmm;‘uq 18119
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DEPARTMENT OF HEALTH AND HUMAN SERVICES R ORM APPROVED
CENTERS FOR I OM
STATEMENT OF DER/SU
g mﬂ;‘t& £ DERCENCIE (X1) PROVI mmum T)wﬁm:mmu
185253 B, WiNG
| NAME OF PROVIDER GR SUFPLIER BTREGT ADORESY, GITY,
2882 CERYLEAN RD.
SHADY LAWN NURSING AND REHABILITATION CENTER CADIZ, KY 42211
SREAK | (BAGHDUFICINGY MUST B FRECERED B PULL PREFOL BACH acTin squo e | couliinon
TAG REGULAYORY QR LBC IDENTIFYING INFORMATION) TAG e 10 THR APPROPRIATH oATS
T oS e ~
F 325| Cantinued From page 15 Fsas{ F325 MAINTAIN
Review of Residant #1's Waight Record revesled NUFRITIONAL STATUS
Resident #1 weighed 176 pounds In March 2015, 35 AVOIDABLE.
173 In April 2018, 171 In May 2018, 188 In Juna
2016, 164 {n July 2015, and 157 In August 2015, Critoria #1
which was a ioss of rietesn pounds in fve (6 Regidari 31 o longor reckdes
manths (which was greafer than 10%). However, Bty Lawn Nyrsing a
further review revaalad tha resident was not :
pmgmmawu at this time, ;uaw Crithein #2
resident's next waight was not obtalned unti Facmmandation] o weight
September 2018 and was 144 paunds with 3 tronie for all acta residents
rawelgh completed on D9/0BMS and the resident resilling at the fadility for the last 3-
welghed 151 pounda (losa of 22 pounds in 6 mor];hs will be completed by the
months) and no evidence the resident was placed Dietary Manager by 11/20/15, with
on weekly weights at thia time or of any further firstifull day of compliance being
waights obtained. 11/21/5.
Raview of tha Distary Deparimental Noles, dated The|Dietary Mangger will notify
Q7/01/15 and O7/28H4 6 revealed the rasident Adninistrative Nursing (Director of
percantage of intake had drapped fram 78% to Nursing or Assistant Director of
70%. On 08/14/15, tha resident's intake was Nursing) of any missing
idaniified to have decreased to 60% with the notiications in writing, and
action taken to updata food preferences. On nd inistrative Nursing (Director of
Ga2i5, na aidonts nake e ropped o g Aot o o
6% and his/her weight wae naled la have natily the resident's physician,
dropped to 157 pounds which wes a 6.56%
decreasa in sxy-nine days. However, the note rasictent. reckionts logal
. 2 ive, orifa ber of
cic ot identity the graatar than 10% welght loss. ary [acommendajions. notfieotans
r&fgeﬂfgpm ;‘MT'::HM iﬂmm needing to be made, or significant
recomm weight issues (as indicated per
msda to provide fariifted meals and considsr @ regylations) regafding the specific !
m%baﬁm o slimulatl: :hpp:i&l’\‘wiaw I::I the cut nt resident identified.
s diatary e n revealed it !
was updated to mﬁmmﬁ foads; howsver, This will be campleted by 11/20/15,
raview of the Ician Ordars ravesled thera with first full day of compliance
was No ordum sppelite simulant or fortified being 11/21/15.
fonds. On 08/11/15, (ha resident’s weight was
noted to have drappaed further to 151 paunds
which was a twanty-twe (22) pound weight loss
FORM CM5-2587(02-08) Pravious Varians Gbavista Evont D:20MB811 1t cocdinuntion sheat Page 16.of 19
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DEPARTMENT OF HEALTH AND HUMAN SERVICES B Fo ARLIAED
FOR M E & MEDICAID V
STAVEMENT OF DEFICIENCIES 1) PROVIOER/SUPPLIERICUIA MULTIFLE CONSTRUGTION QURVEY
ARND PLAN OF G TION ® ’memmrmm A‘Mm "‘”a‘é‘ﬁm
[ L ]
: 185252 B. WiNG 10/1272015
NAME GF PROVIGER OR SUPPLIER STREGY ADORAGE, GITY, STATE, ZIP COOE,
2882 CERULEAN RD.
SHADYIAL’NNURSINGANQ REHABILITATION CENTER CADIZ, KY 42244
41D SUMMARY STATEMENT OF [ PROVIGEIS OF CORRECTION [
PREFI QEFICIENGY MUST BE PRECEDED BY PREFD {EAGH CORRECTIVII ACTION SHOULD BE
6 RESULATORY IDENTIFYING INFORMATION) Y mmqu& TQ THE APRROPRIATE DATE
F 328 | Continued From page 16 Fags| e #S

{greater than 10% in 8 months) with large
portions with reale. On 08/16/15, the realdent's
meal Intake for the past saven {7) days was noted
at 60% with no further recommeandation noted.

Review of the Nurse's Nole, dated 08/27/18,
revealed the resident was transferred to the
haospital dus to a low potassium level. Review of
the Emergancy Department Hospital Record,
datad 08/27M5 at 8:32 PM, revealed Realdent #1
welghed one-hundrad and fortyfour pounds on
admission. Review of the Hospitsl Diacharge
Summary, dated 10/10/15, ravealed Raaldant #1
passed away on 09/30/15 with diagnose lo
inciude Urasepsis and prabable undariining
urinary malignancy.

Interview with the Dietary Manager, on 10/08/18
at 3:10 PM, ravealed the Restorative Aldea abtain
the monthly weights and enter them Into the
Accu-Nurss, The Diatary Manager statad she
then entera them into the AHT to identify if there
i & significant weight loss or gain identifiad, and
if there ls, the rasident is placed on weakly
welghts and discussed in the weekly weight
comumittea meating. She further revaaled
Rasidant #1 was idaniified to have a decrease In
Intake in July 2016 and the Disticlan had asked
her to update the resident's like and distikes. She
slated in August the resident was identified as
having a significant loss and fortifled
foods, health shakes and double meats or eggs
was added for all meals. She stated the Dielicien
alsa racommended an appstita stimulant st tha
ent of August but that arder was not received.
She revestad she did not know why the appetite
stimulant was never orderad and she missed

placing the resldent on weekly weighls.

The Administratof will provide

training to the Director of Nursing, |
Assistant Directoq of Nursing, and
Distary Manager by 11/1815 (firat
full day of complignce 11/21/15) on
the weight policy and procedure. '

Theitraining provided by the
Admjinistrator will plse include that
the Dietary Manager is to give a
copy of the writteny Nuiritional
Recommendationg provided by the
Dietician to Adminjistrative Nursing
{Diractor of Nursing or Assistant
Director of Nursin{, after the
Dietician's visit.

Administrative Nufsing (Director of
Nursing or Assistant Director of

Nurslng) and th D[etary Manager
will sign off the copy of the current
recommendations provided by the
Dietician,
The signed copy Wwill be given to the
Adminisirator.

They Administratiye Nurses (Director
of Nursing and Assistant Director of
Nursing) will be provided training by
11/15/15 on notification of the
physiclan, resident, responsible
party, and family member of any
recommendations or significant
weight changes (ps Indicated per
regulations). Thig fraining will be
completed by the| Administrator by
11/15/2015, with first full day of
compliance beling 11/21/185.

FORM CN3-2587(02-99) Previous Vaniona Obacieia
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o NTED: 10/28/20
DEPARTMENT OF HEALTH AND HUMAN SERVICES ! pRIFORM A}BPRCMQS
FOR
(X1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
' c
: 183232 8. Wia 101122015
NAME OF PROVIDER OR SUPBLIER _ STREET ADDRESS, CITY, . ZIP CODR
2982 CERULEAN RO,
SHADY u\pm NURSING AND MWAMH CENTER CADIZ, KY 42211
%4y 1D SUMMARY STATEMENT OF DEFICIENCES PROVIIER'S PLAN GF GORREGTION conl
pae’rm {EACH DEFICIENCY MUAT BE PRECEDED BY FULL {BACH AGTION SHOULD BE
™G REGULATORY CR L5G {DENTIFYING INFORMATION) NG THE ARPROBRIATE oATe
F 325{ Continued From page 17 F 3268 pfoﬁ?},"ﬁ;ﬁ;"r ,,‘,?,ﬂ;ﬂ:o':eby
interview with the Assistant Director of Nursing 11/18115 (first full day of
{ADON), on 1008115 at 12:10 PM, revealed when compliance 11/21/5) to the Dietary
it was |deniifiad the reskient had a ninetean Manager and Admjinistrativa
pound welght loss in six months in July 2015 Nursing (Director 9f Nursing and
(greater than 10% weight lass) tha resident Assistant Directer pf Nursing) will
shauld have been placed on weekly waights and inclugle that (1) ong time a month
shauld have been reviewed In the weakly been weekly weights for current residents
reviewed in the weekly Waight Commities will be reviewsd for (3) months, and -
Dt ot i o1 e o and e cpre
N notmed 3 me of tha losa
any distary recammendsllons 0 e physcan T i oo b e o e
could be notified and an order obtained. Dietqry Manager that ons (1) time a
th 30, 80, 90, 180 day weight
Telaphone interview with the facility Registered il e e
e N R e el
remamhbere n on
a waight loss and a decline in intake 5o she Attﬁlstimeth Quality A:
recommended double meats/eggs and fortifiad Team will ravi:w o a;c:tgnh?ys :'r;nce
fooda. She stated withoul the resident's record resi:!lnl that has hpd a significant
ahe did not recall if she had made any other change (as indicated per
recommendailons. She steted nursing was regulations). Administrative Nursing
rasponsible for obtalning the physician's orders (Direttor of Nursing and Assistant
for her recommandations if needed. gire r cl:l.f Nul:sing or a Licensed
urse will make apgpropriate
intarview with the Director of Nursing {DGN), on notifications to the physician, family
10/121153 at 7:30 AM, reveaied she did not recall memberiresident/ feaponsible party.
Rasident #1 ever belng discussed in tha weskly M |
Weight Committes Mssting. The DON statad T“"‘ﬁ’m of the Quality Assurance
during the meeting is whan ruraing was normally eam consists of the Director of
notified of any Distary recommandations and Nursing. Assistant Director of
nursing would obtein the physician's orders. She Lo st
statad since ali the recommendations related to Mangaes, The Mudical Diracor
dietary slip but thare was no no physielan order Meeting at least onge (1) time
for the Distary recammendations to include the monthly,
appelite stimulant sha believes bellevas there
was 8 lack of communication between Distary The Dietary Man‘awfr will notify the
and Nursing shout Realdent #1. Dietician, and In wjting
i - :
FORM CME-250%({03-99) Pravious Versions Obsolets Event 10: 08811 Paotlty 1 100398 ¥ continuation sheot Paga 18 of 19
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTEQ: 10/28/2018
BTATEMENT GF UEFICIENCIES | (X!) PROVIDER/QUPPLIERICLIA MB NO. 093R-038
AND PLAN GPF CORRECTION DENTIFICATION NUMBER:

185252

NAME OF PROVIDER OR SUPPLIER.

SHADY LAWN NURSING AND REHABIRITATION CENTER

Sl m@uwn&?&m\'muﬂmﬁn

TAS REGULATORY CENTIFYING BFGRUATION)

F 325 | Continued From page 18 F 328 5 to Adminisirative
Interview with Resident #1's attending Physician, Nurging (Directol of Nursing or
daled 10/05/15 at 3:58 PM, revesled in hindsight Asslislant Director of Nursirig).
the idantification of possible bisdder cancar could i
be an explanation of why Residant #1 was having Thae Director of Nursing or Assistent
& gradual dacline in weight. Dirgctor of Nursing will provide

traiping to the Lidensed Nurses by
11/20/15 (first full day of completion
11721116} of complstion of
nutriional recommendations,
including notification of family and
_ pl_'lysician. L
Sriterla #4
Beginning 11/21/15 one tme a
week for (3) three months, and then
quarterly the Diefary Manager and
Administrative Nursing (Direstor of
Nursing and Assigtant Director of
Nurlsing) will audit nutritional
racpmmandationg and
documentation tg ensura that the
physlcian, responsible party, and
fanjily member have been notified
of any recommendations given for
curtent residents by the Dietician.
It notifications ark needed,
L Al;‘ninistmtive Nhrsing (Dirsctor of
' Nursing or Assistant Director of
Nursing) or a Licensed Nurse wil
notify the approgriate
i family/resideni/physician of
II recommendatiops given,
FORM CM5-29070:2430] Pravious Varalon Obslsts mm:mﬁ Fachiny X 100398
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SHADY LAWN NURSING AND REHABILITATION CENTER
: NEFCIENCIES
RARGULATORY HHPORMATION)

F325| Continved From page 18

a gradual decling in weight.

Interview with Resldant #1's atianding Physician,
dated 10/09/18 at 3:68 PM, revealed in hindaight
{he idantification of possibla btadder cancar could
be an axplanation of why Residant #1 wes having

days, and 180 days
revleyved {1) time g month for (3)

!
three;months, and then quarterly to

needed to be takey to identify any
gignificart trends (@& indicated per
ragulations). This will be completed

by the Distary Manager.
The Mursing Depariment will notify
the physician/fami
member/resident oflany significant
weight changes or
recommendations (gs indicated per
regulations) from this review/audit.

Results of monitoring complated by
Dietar; Mznager snt Administrative
Nursing (Director of Nursing and
Assistant Direclor of Nursing) will
also be reviewed in monthly Quality
Assurance Meeting {o determine
change of monitoring or regarding

of significant weight/changes and
recommendations far nutritional
stafus

Members of the Quglity Assurance
Team consiets of tha Director of
Nursing, Assistant Director of
Nursing, Administrator, Social

notificstion of family|and physician

Services Director, and Dietary
Manager, The Medital Director
attends the Quality Assurance
Meeting at least one|(1) time
monthly.
‘- "C'%férla #s
112172015
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