11/83/2818 18:56 5BBE6724167 HYDEN NH PAGE 18/36

PRINTED: 10/27/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : ' OME NO, 0938-D391
STATEMENT OF DEFICIENGEES (X1} PROVIDER/SUPFLIER/CLIA (%2) MULTIPLE CONSTRUCTION : XITDAT BY
AND PLAN CF CORRECTION IDENTIFICATION NUMBZR! A BUILDING m @ E i] w EOME
185193 8. WING - Y . '11 374010
NAME OF PROVIDER OR SUPPLIER I STREET ADDRE ﬁm STATE ¥R Xodz LUV =
HYDEN NURSING HOME, LLC ‘ o :s -~ 4‘1'7 4§°UTH' PO BOX 618
N R en ot Health Care
(x4) 1D SUMMARY STATEMENT OF DEFICIENGIES ] FROVIDER:S ELAN R CORREDRON Brancy (s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CEEREE RS SR SHOTT S EEMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TG THE APPROPRIATE DATE
_ P PEFICIENCY)
F 002 | INITIAL COMMENTS F 000
i F-156
A standard survey was condueted on October _
11-13, 2010. Deficient practice was identified : ,
with the highest scope and severity at 'F' level ! 1. Residents #6, #8, £13, .
with no substandard quality of care Identified. #19, and #20 have all
F 156 | 483.10(b)(5) - (10}, 483.10(b}1) NOTICE OF F1568; been issued the Notice of

ss=p | RIGHTS, RULES, SERVICES, CHARGES Medicare Provider Non-

The facility must inform the resident both orally : Coverage Denial Notice.
and In writing in a language that the regldent
und,ars.tands of his or her rights and all rujes and 2. All Residents of the

| regulations governing resldent conduct and , facili ho h

'responsibilities during the stay in the faclity. The | acility who have a

- facility must zlso provide the resident with the } change in payor source

i notice (if any) of the State developed under : are being issued a Notice
§7919(e)(B) of the Act. Such notification must be Y .
made prior to of upon admission and during the of Medicare Provider
resident's stay. Receipt of such inférmation, and | NQT{’COV?T age Denial -
any amendments to it, must be acknowledged in | Notice prior to the
writing. . effective date of the non-
The facility must inform each resident who is coverage with detailed |
entitlied to Medicald benefits, in writing, at the time ; explanation as to the
of admission fo the nursing facility or, when the 5 reason for non-coverage, |
resident becomes eligible for Medicaid of the - A . ;
items and services that are included in nursing Documentation is being

; facility services under the State plan and for made of the

: which the resident may not be charged; those i ‘ acknowledgement of

‘other items and services that the facility offers |

1 ice by th
t and for which the resident may ba charged, and receipt of notice by the

the amount of charges for those services: and resident / respo.-nsibl‘e
inform each resident when changes are made to | party. Any notification
the items and services specified in paragraghs (5) made by telephone is

{)(A) and (B) of this secticn. documented with the

The facility must inform each resident before, or , name of the person |
at the fime of admission, and periodically during 1 spoken to and the date of '
the resident's stay, of sarvices available in the ; *
facility and of charges for thoss services, i !

1

LABORATORY DIRECTOR'S DR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE X0y DATR
%&aaaj )e(;n/uéaJ Mdrneramat) /" -F-J0

L4
Any deficiency statémerit ending with an asterisk () donotes & deficiency which the instltution may be exaused from correcting previding | 1t detarmined that
piher safeguards provite sufficlant protection to the patierts. (See insructions.) Except for nursing hormes, tha findings stated above are disclosable 80 ¢ays
fallowing the date of survey whather o not & plan of comedtion fe provided, For nursing homes, ths above findings and plans of comactior are dlesioaable 14

deys foliowihg the date these documente are made avaiable to the faciity. I defidienciee are cited, an aporoved plan of sarrettian is requisie o continued
program pariclpation.
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including any charges for services nof covered
under Medicare or by the fasility's per diem rate.

The facility must furnish a written description of
legai rights which includes:

A description of the manner of protecting
personal funds, under paragraph (c) of tis
section;

| A deseription of the requiresmenis and procedures

| for establishing ellglbifity for Medicald, inciuding .

' the right to request an assessment under section

. 1924(c) which determines the extent of & couple's

| non-exempt resources at the time of

institutionalization and attributes to the community
Bpouse An eguitable share of resources which
cannot bs considered available for payment

| toward the cost of the institutionalizad spouse's

| medical eare in his or her process of spending
“down fo Medicaid eligibliity levels.

A posting of names, addresses, and telephone
 rumbers of all perfinent State client adveracy

* 1 groups such as the State survey and cartification

agency, the State licansure office, the State
ombudsiman pregram, the protection and
advocacy network, and the Medicaid fraud control
unit; and & statement that the resident may file a
complaint with the State survey and certification
agency concerning rasident abuse, negiect, and
misappropriation of resident property in the
facility, and norn-compliance with the advance
directivas reguiraments.

The facility must comply with the requirements
specified I subpart | of part 489 of this chapter
related to maintaining written policies and
procedures regarding advance diractives. Thase
requirements include provisions & inform and

ETATEMENT OF DEFICIENCIES (X1) PROVIDER/SURFLIER/CLIA {(X2) MULTIPI_LE CONBTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIZATION NUMBER: COMPLETER
‘ A BUILDING
B. WING
185183 - 10113/2010
NAME GF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP CODE
21040 US HWY 421 S0UTH, P O BOX 618
HYDEN NURSING HOME, LLC ‘ ’
' HYDEN, KY 41749
. (X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {18y
BREEX {EACH DEFICIENCY MUST 8F PRECEDED BY FULL PREFIX (EACH CORRECTIVE AUTION SHOULD B& COMPLETION
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F 158 | Continved Fram page 1 F 158

the call. All notices
provide an acceptable,
detailed explanation of
the reason for non-
coverage.

3. Educationsl material
from the Centers for
Medicare and Medicaid |
Services website
regarding content and
timeliness of Medicare
denial notices was
reviewed by the
Administrator and the
admissions coordinator,
who issues the notices.
The Administrator re-
educated the staff
member regarding the
appropriate
documentation to be
included in the notice,
documentation of
acknowledgment and

i timeliness of the notice

issuance to resident or

responsible party, This
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F 186 | Cantinued From page 2 . F 156
provide written information to all aduit residents . - . ‘
concerning the right to accept or refuse medical information was reviewed
or surgical treatment and, at the individual's on October 13, 2010.
option, farmulate an advance direstiva, This
Inciudes a written description of the faciiity's 4. Any resident that requires
policies to implement advance direstives and Medi Provider N
appilcable State law, a viedicare rovidaer _ OriA
‘ : , Coverage Denial Notice
The facility must inform each resident of the will have the notice
name, specialty, and way of contacting the " :
physician respensible for his or her care. reviewed by a designated
_ member of the CQI
The facility must prominently display in the facifity committee prior to
written information, and provide to residents and issuance for timeliness
applicants for admission orat and written ‘ )
information about how to apply for and use and after issuance for
Medicare and Medicald benefits, and how o acknowledgement and
raceive rafunds for previous payments covered by content. The Denial
such benefits. Notice will be reviewed
prior for timeliness of
This REQUIREMENT is rmot met as evidensed notice and explanation of
| gY: sed on intervi d record review, it wés reason for denial. The
! Based on iew an T \ ; : :
determined the facility failed to provide the notlc.e will be reviewed
apprapriate information to the resident or resident after issuance for
| responsible party (R/P) when a ehange in payar documentation of
| source occurred for five (5) of five (E) residents ]
| (residents 6, #3, #13, #1, and #20). The Nofice acknowledgement by
» of Medgiicare Provider Non-Coverage denial notice resident or responsible
failed to include the appropriate date of the party. The notices will be
notice, an acceptable reason for non-Medicars reviewed wecekly for one
coverage, and/cr acknowlaedgement of . h and th hl
information regarding receipt of the denial notice. month and then monthly
for three months, Any
The findings inciude:; inegulaﬁt}r will be
A review of the denial notices for non-Medicare cor;‘cctiy immediately and
coverage for regidents #8, #8, #13, #19, and #20
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XD |

- Each resident must receive and the facility must
provide the necessary care and services to attain |
or maintain the highest practicable physical, :
mental, and psychosocial wali-being, in :
accordance with the comprahensive assessment |
and plan of care.

 This REQUIREMENT is not met as eviderced
“hy:

{ Based on observation, interview, and record

i review, the facility failad to provide the necessary
_care and services for 1 (one) of 20 (twenty)

- sampled residents. Resident #5 was assessed to
>

although resident was

SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION (X&)
PREFX | (EACH DEFICIENCY MUST BE PRECEDED BY PULL PREFIX | (EAGH GORRECTIVE ACTION S4DULD BE GOMPLETION
TAG. REGULATORY CR LSC IDENTIFYING INFORMATICN) WG | CROSS-REFEREggEI% Erﬂ Q}E AFPROPRIATE RATE
F 156 | Continued From page 3 F 156
 revealed that the notices sent o the
resident/responsible party failed to include rE:portt.:d to the CQI
specific reasons for non-Medicare coverage. In commitlee for further
addition, the denial notices for residents #19 and review.
#20 failed to provide verification of reeeipt of the ‘
notice, and the denial notice sent to resident #13
was dated August 27, 2010. However, the 5. _ F-156 _
.| Medicare benefit days ended on August 24, 2010, Date of Completion:
for resident #13. : 11/10/10
I
An interview conducted with the Billing Manager
on Octoder 13, 2010, at 1:00 p.m_, revealed the .
Bifling Manager was responsible for issuing the i ;
| denfal notices to the residents/responsible F-309 |
: parties. The Blling Manager stated the denial ; - i
' notices were only mailed to the rasident's R/P if ,
the R/P did not routinely visit the facility, The 1. Resident #5 was assessed
| Billing Manager stated that no contacts made via and the MD was notified
 telephone had been documented. The Biling Lo oy :
Manager stated the notice was to be sent al least of incident when resx@cnt '
_ [ twa days prior fo the end of benefits date, was observed to have
F 308 | 483.25 PROVIDE CARE/SERVICES FOR F 308 become strangled and
58=D | HIGHEST WELL BEING

able to clear with cough, :

staff requested MD to
order a bedside
swallowing evaluation to
confirm that resident
could safely consume
food and fluids by
mouth. The bedside
swallowing evaluation
was completed 10/11/10
and the resident was
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| : . | DEFISIENCY)
F 308 | Continued From page 4 F 3091 _
reguire aspitation precautions Including small ! . P
bites/sips, no straws, and to be spoon fed by staff determined to safely o
secondary to dysphagia. However, observations consume food and fluids
made oh October 11, 2010, reveaied aspiration by mouth. MD orders
precautions were not provided for resident #5 as were clarific
Sl i arified and the
recommended by the occupational therapist. ‘
Y P care plan, kardex, MAR,
: The findings include: and diet card were
_ updated to reflect curren
Review of resident #5's medical record revealed tatus
the resident was admitted tc the facllity on . status,
September 3, 2008, with diagnoses of status post o
Cardiac Arrest, Sleep Apnea, Chronic Alrway 2. The physician orders,
Obstruction, Obesity, Congestive Heaf:t Failure, diet cards, care plans,
aind & history of CVA sausing dysphagia. A MAR. and kard £
review of the Minimum Data Set (MDS) dated | VAR, and kardexes o
September 17, 2010, revealed the resident was each resident were
ragsessed to require total assistance for eating, A reviewed by the
review of the Nutritional RAP revealed the . C o ‘
resident received aspiration precautions for all interdisciplinary t|eam to
meals, with no straws in fuids, ensure that all residents
- are receiving the
Review of resident #5's comprehensive care plan a iate di .
dated September 14, 2010, revesled the resident pp’f’prf " iet with
was asséssed related fo history of a CVA with a special feeding
| dysphagia diagnosis to require! spoon-feed instructions as ordered
resident every meal and to observe for difficulties, by his or her physician.
elevate the head of the bed for meals as needad, | ‘
and aspiration precautions, small bites/sips, and
no straws.
fe ‘2 bodci ) 3. An in-service was
view of a bedside swallowing evaluation d ‘
conductad on January 27, 2010, by Occupational conducte O? Octaber 11
Therapy revealad the therapist recommended &l 2 2010 for al]
precautions consisting of universal aspiration nursing staff regarding
pracautions, and ta be upright at 80 degrees following physician’s
i during mizals, .
P | orders, ensuring orders .
Interview on October 12, 2070, at 2:45 p.m., with | | {
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F 309

L_

; @pproximately 80 degrees.

{

|

the occupational therapist (OT) wha performed
the bedside swallowing evaluation on Jamuary 27, ¢
2010, revealed the OT recommended universal |
aspiration precautions. Review of the universal
espiration precautions provided by the OT stated
to avoid using & straw, because this uspally
causes overly large sips that pass oo Quickly into
the throat, small bites, and sips. Howaver, this
infermation conceming universal aspiration
precautions was not provided to direct care staff

Review of resident #6's current Kardex revealed
na doolimentation of aspiration precautions and
the need to avoid the use of straws,

Observation of resident #5 on October 11, 2010,
at 11:55 pm.. 12:35 p.m,, and 2:00 p.m,,
fevealed the resident in the bed, and a giass of
water with a straw in the glass sifting on the
resident's bedside table.

Observations on Octaber 11, 2010, at 2:55 p.m.,
revealed Certified Nursing Assistant (CNA) #3
provided resident #5 with a drink from the straw,
Resident #5 started to cough after taking a drink
and CNA %3 raised the head of the bed to

Observation on October 11, 2010, 2t 5:05 p.m.,
reveaied Licensed Practical Nurse (LPN) #2
adrainistering medication to resident #5. LPN #2
gave the resident a drink with a straw to take the
medications with.

Obgervation on October 11, 2010, at5:.05 pm., |
revealed CNA #4 feeding resident #5 the evening -
medl. CNA #4 assisted the resident with a drink
of water using a straw. Resident #5's tray card

that was on the resident's evaning meal tray
g i

-communication form |

' changes snd/or special

Xay 1D l SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (x5}
PREFIX . {EAOH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ASTION SHOULD BE , COMPLEON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION: TAG CROSS-REFERENCED TO THE APPROPRIATE ! DATE
. DEFICENCY)
Continved From page 5 F 308

are transcribed
appropriately to the care
plan, kardex, MAR, diet
cards, signs and
symptoms of swallowing
difficulties and
aspiration, and special
feeding instruction. The
in-service also addressed
the importance of
completing a dietary

with any diet order -

feeding instruction. The
in-service was conducted
by the Director of
Nursing and
Administrative Nursing
Staff. The Dictary staff
was also in-serviced by
the Registered Dietitian |
regarding the updating of
dict cards with the
physician’s orders and
ensuring that the tray
served is in accordance
with the diet card,
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(%8)
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o :1 DEFICIENGY)
F 209 | Continued From-page & ‘ ( F 309

stated no straws, small bites, and sips, howaver, 4. All residents with

CNiA %4 did not look at the card while feeding

resident #5, ! specialized feeding
' instructions will be
Interview on October 11, 2010, 2t 6:40 p.m , with observed and

CNA #4 revealed the CNA was not awars . .
resident #6 had a swallowing problem, nor was | documentation revicwed
the CNA aware of any aspiration precautions for | to ensure the care plan,
resident #5. ; kardex, diet card, MAR

and physician’s orders

Int'érview on Qctober 11, 2010, at 5:44 p.m., with

LPN #2 revealed the LPN was unaware that are being followed and
‘ resident #5 had a swallowing problem, nor wag . reflect the residents
the LPN awars of any aspiration precautions . current status by the CQI
rbsident #5 was o receive when a=ting or , - ittee desenee
driniking. comm signee.
! These observations /
Review of an x-ray taken on October 11, 2010, : record reviews will be
revealed the lungs were clear of any preurmonia. ueted for 5 residents
F 372 | 483.35()(3) DiSPOSE GARBAGE & REFUSE 'F a7z f::?d i em N th
§&=F | PROPERLY ‘ : ekly 1or one mon
and then monthly for:
The facility must dispose of garbage and refuse : three months. Any
properly. discrepancies or
L . irregularity will be
This REQUIREMENT is not met as evidenced corrected immediately
! by: - . :
. Based on observation and interview, the facility ! and rcPorte;I tchthc cQi
. | failéd to dispase of garbage and refuse properly. committee tor further
Observation of the outdoor garbage storage area : IEVIEW.
onh October 12, 2010, reveaied twe (2) dumpster ; {
lids incompletely closed. The facifity staff had 5. F-309 |
deposited three (3) bags of garbage on top of the v '
open trash receptacle lids, ‘ Date of Completion:
P X 11/10/10
“The findings include;
Observation of the outdoor trash storage area | '
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+isoldte the resident,

The faclity must establish and maintain an

infection Contral Progrem designed to provide a
safe, sanitary and comfortable environmentand |
to hielp prevent the development and transmission |
of diseaze and infection.

(&} infection Contral Prograrm

The facility must establish an Infection Control
Program under which it -

(1) Investigates, contrals, and prevents infections
in the facility, :

(2) Decides what procedures, such as isolation,
sholid be applied to an Individual resident’ ang
{3) Maintains & record of incidents and corrective
aetions related o Infections.

(b) Preventing Spread of infection

(1) When the Infection Control Program
detdrmines that & resident needs isolation to
prevent the spread of infection, the facility must

(2) The facility must prohibit empioyeas with a

o | SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED &Y FULL FREFIX [EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG , REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENSY)
7
F 372 | Cohtinued From page 7 ; F 372
revealet two metal dumpsters. The dumpster F-372
teceptacle ares was full and the dumpster iids ="
were unclosed. The trash receptacie also had
thrée bags of refuse lying on top of the dumpster | 1. Contracted Waste
exposed to the harborage and feeding of pests. ’ Management company
An interview was conducted with a facliity : was contacted and the
housekéeeper on October 12, 2010, at 3:00 pm. | dumpster receptacles
The facllity housekeapar stated the facility ' were emptied on
sarmetimes had so much garbage the staff must 10/12/10.
place the bags in the unclosed area around the | g
bottorn of the dumpsters. ' L
F 441 483,65 INFECTION CONTROL, PREVENT . F 441 2. The dumpsters are being
$8=E | SPREAD, LINENS - emptied 4-5 times per

week or daily, if needed |
unti} the additional

dumpster is received form
the waste management |
company. The lids are |
closed after refuse in 1
deposited in them. |

3. Notification was made to !
contracted Waste
Management Company to
obtain an additional |
dumpster for our facility |
to better accommodate !
our needs. In-service
cducation was conducted *
ori 10/12/10 with

‘ commuricable disease or infacted skin lesions
front direct contact with residents or thelr food, if

housekeeping and dietary-
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STATEMENT: OF DEFIDIENCIES X1} PROVIDER/ZUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION B DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o) e )CDMF‘LETED
\ A BLILDING
B. WINE
185183 10/1312010

i ;
NAME OF PROVIDER OR SUPFLIER
HYDEN NURSING HOME, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
21040 US HWY 421 SOUTH, F O BOX 6B
HYDEN, KY 41749

(%4 1D . BUMMARY STATEMENT OF DEFICIENGIES B PROVIDER'S PLAN OF CORRECTION oy
PREFN + (EALH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG  REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TC THE APPROPRIATE DBATE
: DEFICIENCY}
F 441 | Continued From page & F 441
dirbgt contact will transmit the diseasa,
(33 The Yacility must regquire staff to wash their :
| hahds &ffter each direct resident contact for which | 5. F372
; hahd washing is indicated by accepted i Date of Completion:
. professional practice, 11/10/10
(87 Linens '
Parsontiel must handie, store, process and
transpert linans so as o prevent the spread of
itfaction, F-441
R , 1. The ice was removed and
g&is REQUIREMENT is not met as evidenced ! the cooler and scoop werd
Bifslﬁed 67 observation and interview, the facility both sanitized, Re51dents
faliled te: maintain an infection control program rccerved fresh pitchers of
‘ g;ﬁbpm%z; irgection c;\ontrtzl prat;’técﬁ v;'hile two ice water in accordance
i sertif ursing Assistants &) were 3 g S Famts
passihg ice to residents on October 11, 2010. k with facility Tnfectlon :
The CNAs left the ice scoop on the ice inside the | control practices. ‘Staff :
ice toalgr after filling each resident's water ' that were passing ice
pither, : water to residents were
+he findings include: in-serviced immediately
i , on ice pass procedures.
Obgbervatlon during the afternoon of October 11,
2010, at 3:45 p.m., revealad two CNAs were ! \ . .
passing loe to residents, Each of the CNAS was ; 2. All residents are
Jd‘ ssrved to enter resident rooms and refum o recerving fresh 16E water
tﬁféiglmsy with the resident's water pitcher in accordance with
where the ice cooler was located. The CNAs i Fianretd .
were observed to go from one residents room to 1nfecF10n controf
attotner, o fill residents’ water pitchers with jee practices.
‘ frcr;*i& the.cooler. Each time the CNAg filled a
résident pitcher with ice, the CNA placed the ice 3. All gursing staff was in- -
stoap back into the cooler and slosed the lid. srviced bg the Dj i
Further Sbservation reveaied the ice scoop serviced by tae Director |
handis came into direct contact with the ice being ! 1’
I . . \
FORM cmsessvr?ﬁ:-ém Prefvinus Verslens Dol Evernt i0:90vE 1 Faclity ID: 100824 If cantinuation sheet Page 2 of 15
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NAME OF PROVIDER OR SUPFLIER

HYDEN NURSING HOME, LLC

STREET ADDRESE, GITY, STATE, 2IF CODE
21040 US HWY 421 SOUTH, F O BOX 818
HYDEN, KY 41748

{STATEMENT BF bEFIGIENGIES (1) PROVIDER/SUPPLIER/CLLA (X2) MULTIFLE CONSTRUCTION (%3} DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
: A, BUILDING
B, WING
185193 101372010

SUMMARY STATEMENT OF DEFICIENCIES |

E ENVIRON

The facility must provide a safe, functional,
ganitary, and comfortablz environment for
resitisnts, staff and the public.

Thid REQUIREMENT is not met as evidsncad

Ly

Basked on observation and interview, the facility
faileld to provide a safe, functional, sanitary, and
comfortabie enviranment for residents, staff and
thie bubiié. Soiled resident room doors and solled -
Blizts were obsarved in several resident rooms.
Besghoatds and deorframes wears shserved to
have a Heavy buildup of wax at the edges next to ;
fhe floors. The dining room was obsarved to |
hetve solled baseboards with areas of missing |

_pirtt and dusty, soiled chair rajls, The popeorm

plipber was observed to have a heavy buildup of -

"month and then 5 times

Ice pass to residents will
be monitored by
designated member of the
CQI committee to ensure
proper infection

control practices are
being fellowed. The ice
pass monitoring will be

3 times per week on
various shifts for one

monthly for three months
Any irregularity will be
corrected immediately

x4) D i PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX . (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX  [EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAR REGULATORY OR LEC IDENTIFYING INFORIMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICENCY)
F 441 | Continued From page 9 F 441 .
bassed o the residents. of Nursing and clinical
interviews were conducted on Octobar 11, 2010, f:oord!'_nators cn proper
8t 4:00 p.m., with the two CNAs that passed ice 10 infection control practices
E;‘éei%rési?oen?' ctr;A_m stated petzshi h;d baen relating to ice pass on
ine piace the ica scoop in ine holder ol
ihstead of the ice, but that he/she was in a hury 10/12/10. Specifically, |
to complets the tesk, CNA #2 stated he/she had mstruction included not |
fever bien trained to place the ice scoop in a allowing the 1ce z
hokter rather than in the ice caoler, scoop handle to come intc
At inferview was conducted with the Licensed contact with the ice and
Frebtical Nurse (LPN #1) responsible for the scoop being
4:05 p.m, LPN #1 stated the CNAs should have | holder when not in
Knawn better and were trained not to store the ice | -
skobp inside the cooler. j use.
F 485 | 483.70(H) : F 465
58=F | SAEE/FUNCTIONAUSANITARY/COMFORTABL -
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DEPARTIMENT OF HEALTH AND HUMAN SERVICES | S ORW APPROVED
CENTE%IS‘ Eﬂ)ﬂiiMEDICARE & MEDICAID SERVICES OME NO, D838-0381
STATEMENTIORIDEFIZIENCIES (X1} PROVID: LIERCLA '
AND PLAN OB émasb‘nou K ENTIFGAT N R OG MULTIPLE CONSTRUGTION | Conmieren
‘ I , A BUILDING
L
A 3 WiN ‘
i 185183 | e 1013/7010
NAME OF PROVIDER bR SUPFLIER STREET ADDRESS, BITY, STATE, ZIP CODE
HYDEN ~|Uﬁ%mé HOME. LLC 2104% US HWY 421 SOUTH, P O BOX 618
R HYDEN, KY 41749
(i) I I i | BUMMARY STATEMENT OF DEFICIENGIZS D PROVIDER'S PLAN OF CORRECTION C
PREFIX |° - (RAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | GOMPLETION
TA@ |} | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
o DEFICIENGY) ]
F 485 | Eantinued From page 10 F 465 :
fréase.. Rusted fixtures and stained caulk were e _ :
: ﬁ:ﬁ%erv'e{d in rooms 116 and 132. A soiled floor znd roported fo the CQr ’
| mgt was observed In resident room 126, The Committee for further |
 Medication Room air conditioner was dusty and review. 1
the drawers in madication carts 1, 2, and 3 were 1
bbsetved to be solfad and contalned pawdery - :
ﬁfeéfrdhe ?n the drawers. 5. F-44] . i
K Date of Completion: ;
Th*é findings include: 11/10/10 i
Oliervaitions of the facillty for October 11-13,
20:1'0;&%3?&:1 the following areas were in need of
%ﬁllhteﬁ?ncelhousekeeping services: :
P Do ] F-465
# ‘Resident room doors ware observed with 2 .
Buiijdup of soil on the bottom of the daors in o
fdins 107, 108, 100, 110, 111, 112, 113, 114, 1. The following iterns have
118,117, 124,125, 126, 127, 128, 129, 130, 131, | been cleaned :
‘jﬁgg 133, 136, 129, 142, 143, 144, 145, 147, and | A) resident room
i3 T " doors;
2 féq!ie:{:l {oilst seats and/or howls were observed B) Toilet seats and
IP] 'ri;ésidémt rooms 111, 113, 138, and 204. bowls in room
3. Badside commodes with dried browr E 111,113, 138, and
slitistinges were observed in resident rooms 122 ‘? 204; ‘
and 135. C) Bedside
4 fé?u‘stéd lavatory fixtures and solied/stained i commodes in
ciullk arund the izvatory were obzerved in ' room 122 and 135,
réssidant room 132. 5 D) The lavatory
L 3 and ca |
5. “"’he caulking around the backsplash was \ ﬁxture Id?l;_?ulk
sEil%d?sﬁéined &nd the door frame had chipped | mn room :
arests of paint in resident roorm 116, : E) The chipped paint
6 A o fal mat was ob d in resi on door and the
i réaﬁqs‘% o mat was obssrved in resident caulking on the
A
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FORM APPROVED
OMBE NO. 0838-0281

STATEMENT OF BERglencizs (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION (XB) DATE SURVEY
AND PLAN OF CORREETION IDENTIFICATION NUMBER: COMPLETED
AT A. BLALDING
toel
o . . -
e 186153 B NG 10/132010
NAME OF PROVIDER BR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
ot ard g Al g o 21040 US HWY 421 SOUTH, P O BOX 513
YD '
HYDEN Ng@%!ﬂégnoma, LLC HYDEN, KY 41748
(R0 11| SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF GORRECTION o
PREFIX | , & (EAEM DEFICIENCY MUST 8 PRECEDED &Y FULL PREEIX (EACH CORRECTIVE ACTION SHDUILD BE COMPLETION
“TAG | ' UREGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE BATE
T DEFICIENGY)
F 465 | Colfinikd From page 11 F 465
;&hhzé%: ‘:ﬂﬁ;ﬂ;g&?dmoner Ik the medication also included completion
A , of the CQI referral form
8., Medications carts 1, 2, and 3 were observed 1o | for any items needing
ba"gwilé& with & powdery residue inside the ! ! maintenance or
. drdiwerk; ; E
Lo . ; i replacement. The
ig, il‘ he dining room was observed fo have sciled Administrator met with
: bg&g?oﬁds with lareas[; of rnissingbpsimi agg the Maintenance Dircector on
chy Eir;rala were also observed to be soiied/dusty. 10/13/10 to discuss areas
10. 3 Thipopcorn popper was observed to have 2 needing touch up painting
vErﬁJi ha&}uy buildup of grease inside and out. in the facility.
11 iﬁm heavy buildup of a black substance was .
obstvetl where the baseboards and the floor joln 4. ACQ Committee
and]lih tis corners where the door frames meet designee will make
thé:‘?ﬂﬁof% througholit the facility. walking rounds observing
AR fj%er%aw with the Housekeeping Supervisor for 1tems/. envxronmentail
, wﬁﬁJﬁuaﬂuct&d during the enviropmental tour of concerns in need of repair
;:lé& : c&i‘g o}n osctc.ber 12, 2{t}10_d The and cleaning. The _
CuSeieping Supervisor stated he/she tried to ; . [
de dbbt \‘ﬁ‘ﬁecks around the facility evary week, but walking rounds will be
- did 848t get sround to every room, The | done weekly for one :
- Houkekieping Supervisor further stated he/she g month, then monthly for :
F 520 ;ga‘é&'e%i(}ﬁfﬁ”éﬁc’ mere” F 520 one quarter. Any
Soem C@@IMIWEE—MEMBERS!MEET o identified concern will be
QUARTERLY/PLANS corrected immediately
iR and forwarded 1o the CQI
e _ ommittee f
A faf;[][rnﬁ:ﬁnuat maintain & quallty assessrment and commitie y for further
assulande commitiee consisting of the director of review and follow-up.
nursihg services: a physician designated by the
fadility; atd at least 3 other members of the
" fadﬂ '8 ghaft,
Y8 S,
Moo L
The gémaﬁ}ﬁy assessment and assurance i
L !
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' e PRINTED: 10/27/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES R AL2T 2010

CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO, 09380331
STATEMENT OF"fﬁﬁFleiENCIES {X1) PROVIDER/BUPPLIER/CLIA X2y MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF ¢6RREC‘:I'!DN IDENTIFICATION NUMBER; COMPLETED

T A BUILDING
- 185193 e 10/13/2010

NAME OF PROVIBER OR SUPPUER STREET ADDREES, GITY, §TATE, ZIP CODE

21040 S HWY 421 BOUTH, P O BOX 618
i ) . HYDEN, XY 41749
oWyt | i SWMMARY STATEMENT OF DEFICIENCIES e PROVIDER'S PLAN OF CORRECTION

. ,EE i
HYDEN Nunéime‘lnome, LLC

)
PREFX | ' (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFX | (BACH CORRECTIVE ACTION SHOULD RE GoMmLETION
TAG ‘REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
i ! DEFICIENCY)
1 I
F 620 | Coiffinued From page 12 | Fs20
corfimiftée meets at least quarterly to identify 5. o465
lsstiss with respect tc which quality assessment ‘ CoET )
andjassirance activities are necessary’ and Date of Completion:
dgjélopjé; and impierments appropriate plang of 11/10/10
atfibh to correct identified quality deficiencies. | '
A, é@é'te«d')r the Secretary may not requlre '
disidsute of the records of sush commitioe |
exchbt isofar 2s such disclosurs is refated to the : F-5320
camﬁpllénm ef such commitize with the

réguirerients of this section. . . .
P . . The Medical Director is |

I .

! Gogﬂd faith attempts by the committes to identify scheduled to attend the

andicorrict guality deficiencies will not be used as ~ ot :

a bisis for sanctions, cQl Mcctmg during the
D month of November
4 : 2010. The signature

This RE@UIREMENT is not met as evidenced sheet will include all CQE

bY-I o ' i
Baéjé_ﬂ ot interview and record review, it was Committee members

detdrmined the faciity failed to maintain a quality including the Medical
| asdtésnent and assurance committes consisting "~ Director.
of tﬁf Ditector of Nursing Services, a physician i .
deslynated by the faciity, and at least three (3) , , .
otherimembers of the facility's staff that met at 2. The Medical Director wil

Isaﬁ Huiﬂaﬂy fo identify issues/concerns and to | sign the atrendance sheet
developand impiement appropriate plans of : . or minut :
achin td orreet identified quality deficiencies. | minuies of the CQI

Tﬁé'iglfécil_' conducted weekly quality assessment Meeﬁpg ?t least quarterly
aridigssurance committee meetings; however, to vetify involvement in
thegl mdetings ocourred without the presence of this committee,

a ddslnmated physician. The faciity failed to

 maithain attendance sign-in sheets to verify 1 ' .

, attefidante and narticipation in the committee. 3. The designated CQI

o b coordinator was in- ;
The;;fﬁndu?ugs include: b serviced by the Director |
In‘t{eﬂvi'ewlw‘rth the Director of Nurses (DON) on - of Nursing on 10/13/10
O:ttaj,ibar 13 2010, at 3:10 p.rL, revagled the ] .

; - |
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DEPARTHIENT OF HEALTH AND HUMAN SERVICES R R ORM APERS
CENTERS EORIMEDICARE & MEDICAID SERVICES OMB NO, 0928-0391
STATEMENT OF #gridiEncies {X1) PROVIDER/SUPPLIERIGLIA (%2} MULTIPLE CONBTRUCTION (2} DATE SURVEY
AHD PLAN OF $ERRECTHON IDENTIFICATION NUMBER: COMPLETED
B A. BUILBING
S
il 185193 B WING 1011312010
| Namz oF PRG’WE:ER ¥R BUPPLIER STREET ADTIRESS. CITY, STATE, ZIP COBE
HYDEN N Uﬁﬂlh S HOME. LLo 21040 US HWY 421 SOUTH, P O BOX 618
R ' HYDEN, KY 41749
044 1D 1| ISUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S FLAN OF GORRECTION £8)
PREFD P{EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CQRRECTIVE ACTION SHOULD BE COMPLETION
TAG ‘REGULATORY OR L5C IDENTIFYING INFORMATICN) TAG i CROSS-REFERENCED TD THE APPROFRIATE DATE
H : ' ] DEFICIENCYY
R
F 520 cmjﬂhnﬁ:d From page 13 F 520 ,
faility Medical Director (MD) was the designated ;
pﬁygiciélh for the Quality Assurance (GA) regarding the need to |
o&rﬁhm&l&ee. The DON stated the QA Commitiee provide documentation of
rritings wera conducted weekly on Thursday. involvement of the
T DON stated the Medisal Director was awars Maedical Director in the
ofthie déites for the weekly meetings. The DON it ‘
s’t_é!’dﬁd thie Medical Director did not always attend commmtiee.
tHb:#ElA theetings held on Thursdays. The DON
furfrer eif?ated some meetings ware conducted via 4. A designated member of
coriferetite call with the Medical Director. The L :
DON stthd an attendance list of each QA the CQI Comr{uu‘ee w}“
Cotimifise meeting was maintained; however, monitor the minutes o
] Dﬁ:lt:ould not provide the attendancs fist the meetings to ensure
fristl Selblember 2009 through January 2010, that the Medicl
il : s i
Ardbiew!of the attendanca fist for the QA Dxlrector 5 nvollvcmenl o
Comimitiee meetings revealed the MD was this committee is
predantiduring the March 18, 2010 meeting and documented. The
vi‘a%‘ comference call for the meeting conducted minutes will be verified
oft dune 22, 2010. However, thers was no further ki h
evidancd the MD had attended the QA Committee weekiy for one month,
et H\ng% from Septembear 2008 through October then monthly for one
13,2010 quarter, Any irregularity
A# iterfiew conducted with the MD on Ostober  will be comrected
.13, 2016, at 2:30 p.m., revealed the MD did not . immediately and
B ﬁ gegﬂend the waekly QA Committee forwarded to the CQI
madtngs at the facility due o a busy scheduls, Fhdo ‘
ThelMD:stated that most of the time the MD Committee for further
raviBwed the QA Commitiee reports but did not review.
| atitid the QA mestings.
- 5. F520
1 A rdlview: of the facility's QA policy/procedure (no o -
j d=ifg h-evéaled the committee was required to he Date of Completion:
| cominsid of at keast one physician, the Diractor 11/10/10
i of Nlirsés, anc three staff members. The
; pqﬁéWprﬁémedure further noted the committee
% woull midet quarterly o review continuous quality
! imptbvetient activities, recommend action to
L:.Il.ih . :-% . i
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FORM AFPRCVED
OMB NO, 0938-0381

aﬁ&resé toncerns, and follow up on the status of
all frevivus recommendafions.

L

STATEMENT Ot ibdritiencirs (X1} PROVIDER/SUPPLIER/CLIA (X7) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF-CHRRECTION IDENTIFICATION NUMBER: COMPLETED
, A A. BUILDIN®
BRI
P B WING
L 185183 10/13/2010
NAME OF PROVISER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
‘ il i 4 21040 US HWY 421 SOUTH, P © BOX 818
HYDEN NURBING HOME, LLc ‘
G & ‘ HYDEN, KY 41744
0y I S tBUMMARY STATEMENT OF DEFICIENCIES s} i FROVIDER'S PLAN OF CORRECTION sy
PREFIX  (EAZH DEFICIENTY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD RE GOMPLETION
TAG “REGHLATORY OR L&C IDENTIFYING INFGRMATION) TAG CROSS.MEFERENCEDS TO THE APPROPRIATE OATE
B DEFICIENCY] ‘
IR
F 520 Gdtﬁtﬂn&%ﬁ From page 14 F 520

Evant ID: Bova11
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
185193

FORM APPROVED
OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING
10/12/2010

NAME OF PROVIDER OR SUPPLIER

HYDEN HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
21040 US HWY 421 SOUTH, P O BOX 618

HYDEN, KY 41749

(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)
K 000 | INITIAL COMMENTS K 000
A life safety code survey was initiated and
concluded on October 12, 2010, for compliance
with Title 42, Code of Federal Regulations,
§483.70 and found the facility in compliance with
NFPA 101 Life Safety Code, 2000 Edition.
No deficiencies were identified during this survey.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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