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F 000 | INITIAL COMMENTS F 00Q
, ‘ F ~ 253
A standard health survey was conducted on 1. The groutin the tile
I 01:1:‘;;1 6'-1:'1:?1 DtEﬁC|BI"]t PTﬂCUCE wi':ls |SBEHH'IﬁBd[ RAooring of the men and
Wi @ highest scope and sevarily at "E* leval. )
F 253 483.15(h)(2) HOUSEKEEPING & F 253 women's shower ft“}lz
gs=¢ | MAINTENANCE SERVICES was cleaned on 1/16/13.
: 2, An environmental round |
;r;?nftar;‘:lﬂgf Gr;u;stwpirovida hauseicetc-:pingiain:_ln " was conducted and the
ana efvices necessary to mainiain a b b ?
sanltary, orderly, and com{orable inferior. famllty l’hELl,CEd for
Proper cleaning to ensure
. ) that housekeeping and
I:l:s REQUIREMENT s not met as evidenced ! maintenance services
- l . )
Based on observation, inlerview, and review ol | ]mv.e maintained a
facility policy, it was determined the facilily failed sanitary, orderly and
:l‘?lai’i;?;’;dzesze?f"; Tgﬁﬁteepzlg sery lctgglm comfortable environment,
n nitary, arderly, and comfortable . I :
interler. A black substance was noled in the grout Spec.l ficaily ’, ihc‘ grout in
of the tile Noaring in the shower slalls of the the tile flooring in the
men's and women's shower rooms, men and women's showe
The findings include: stalls has been checked
: ' for proper cleaning.
Review of the faclity policy far Laundry Staff 3. Anin-service was
{dated DB/14/10} revealed laundry stafl on the conducted with
gvening shift was o clean the men's and ! ] I . taff by th
women's showers each avening to pravent mold, | ousereeptg statl by e
‘ - housekeeping supervisor
C;b;ewalli)c;nh%z 5};3 rlngrég il;zi wum?nr‘Js IJsh{tlnwer on 1[/16/13 regarding
atalls on at 9 revealed both No '
shower stalls had a black "mold like” substance in p rop er oleaning m‘ld
the file grout around the floors. maintenance services to
) ensure a sanitary, orderly
Interview with Housekeeper #1 on 01/168/13 at and comfortable
2:00 PM revealed ihe housekeepers werg : " ifical}
supposed ko clean the showers once a day and environment; specinicaly
s needed. The cleaning consisted of cleaning
LARQRATORY DIRECTORE OR PROVIDERISUPPLIER REPRESENTATIVES SIGMATLRR TIiE | (0} OATE
2L Gﬂ,:z) .&&&w 22 ,,/ﬁdff}ﬂzyuaﬁmﬁzu A= 1-£3

Any deliciency slalemer andiri/g with an asterlsk (*} denoiss a dallciancy which the InsRiul

other safeguards provide sufficlen] proteclon io the palionts. {(See Instructions,) Excapl o
foliowing (ha dafe of survey wheher or nol o plan of coraclon is provided, For rursing homes, tha above findings and pians of correotion are disciosable 14
days foliowing the date these documents are mads availabie o he facllity. If defiglencies are clted, an approvad plan of correction s requisite 1o confinued

program parlicipatlon.

o may be excused from correcting providing i Is delermined that
¢ nursing homes, the findings staled above are disclosabla 9D days
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DEFIGIENGY}
F 253 | Continued From page 1 F 253 ‘
ihe floars, the garbage cans, and showers. . cleaning the grout in the
Housekeeper #1 stated if there was evidence of | - tile flooring of men and

: mald on the flooring, staff scraped the mold from .
j the fioor. However, the Housekeeper stated she women shm‘ver stalls.
had ot noticed the black "mold like" subsiance in 4. A CQI comumiitee

the shower rooms. _ designiee will conduct

) in the facility to
interview with Laundry Employas #1 on rounds in the facility ¢

01/16/13/at 9:00 AM revealed laundry staff . - ensure that proper
checked the shower rooms on a weekly basis for cleaning and maintenance
mold. The laundry worker also stated she was services are being

unaware fhere was mold in the men's and

women's showar rooms, provided to maintain a

sanitary, orderly and
Etsrviiw wlllh tl’ll_ea Supervisor of the comforinble environment,
ousekeeplngflaundry Depariment on 011643 ) - ik
af 2:45 PMpre%EE!ed tri'?‘e shlgwers were cleansd ‘ The rc-mnds will mc.l ude
! on a daily basis by housekeeping and laundry checking the grout in the
1 staff. The Housekeaping Supervisor stated, "l do tile floonng in the men”
weekly checks of the shower fopms and did not and women's’ shower i
notice the black "mold ke substance in the ! 0
shower rooma " . stalls 3 times per week
F 308 | 483,25 PROVIDE CARE/SERVICES FOR F 300 for one month and then
88=D | HIGHEST WELL BEING : once per week Tor three
Each resident must receive and the faciity must | ; months, A’Lny Idcnt_iﬁcd '
provide the necessery care and services o attaln | j concern will be corrected i
or maintain the highest praclicable physica, i ! immediately and ]f
merdal, and psychosocial wef-being, in : ‘ forwarded to the CQI
accordance with the comprehansive sssessment commitiee for further

and plan of care. ! .
review and follow-up.

5. COMPLETION DATE
02/04/2013

This REQUIREMENT s not mel as evidanced
by: :
Based on obsarvation, interview, record review,
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F 309" Continued From page 2 F 305

the Tacilily faifed to ensure the necessary care
and services to aflain or maintain the higheat
praclicabie physical, mental, and psychosoclal
wail-being were provided in accordance whh the
comprehenslve assessment and plan of care for
one of eighlzen sampled residents {Res|dant #6),
Observalion on 01/14/13 of Resident #6 during

! the evening meal service revealed staff fed the

i resident the dinner meal in the dining area and
the pelvic and thigh area of lhe resident's pants
were observed {o be stained.” Further observation
revealed aitsr the maal service was complete,
faclity siaff placed a tray on the resident's
wheelchair and wheeled the resident to an area in
front of the nurses' station. Siaff fafied to ensure
Inconlinence cara was provided for {he rasident
prier 1o the resident's meal, 2fler the meal, and
prior o positioning the resident in frent of the.
nursing station in the hallway,

The findings includs:

A review of the facility policy Protocol for
Yncontinent Care revealed incontinance care will
be provided at lesst every iwo hours and as .
; indicated. The policy further revealed resldent
: Gare would be individualizad based on the

: resident's care needs.

| Areview of Residant #6's medisal record
revealed the facilily admitled the resldent on
05/03/11 with diagnoses (o inciude Paralysis,
Senile Demeniia, Kidney Cancer, and Parkinson's
Disease. A review of the comprehensive
Minimum Data Set {MDS) assessment and care
plan dated 11/11/12 revealed Resident #6 was

:and review of the facilily policy, it was determined :

always Ineontinent of bowe! and bladder and

-309

l. Resident #6 roceived
incontinence care on
1114/2013,

Residents were observed
to ensure that necessary
care and gervices are
being provided to attain
or maintain the highest
practicable physicai,
mental and psychasocial
well-being in accordance
wiih the comprehensive
assessment and plan of
care, Specifically, all
residents are receiving
proper incontinence care
at least syery two hours
and as needed. All
residents are being
provided proper
incontinence care prior o
meal service to ensure
that they are dry, clean
and comfortable.
In-service education was
conducted on 1/14/13 and
1/15/13 with nursing siaf]

2

Ud
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PROVIDEA'S PLAN OF GORRECTION I

: #6 revealed the resident was sitting in a
twheeichair in the hallway with a lap tray In place

-stained in the pelvic and thigh area, and a urina

required extensive assistance of iwo parsons for
toileting,

Observations on 01/14/13 =t 5:07 PM of Resident

and the residant's pants were observed to ba

odor was noted, Furlher obaervation at 5:40 PM
of Resldent #6 revealed Staie Reglsiered Nurse
Aide (SRNA) #1 wheeled the resident Inio his/her
room in a wheelchair for the evening meal, The
SRNA removed the fap tray on the wheaslchair,
arranged 1he resident's meal lray, and fad ihe
resldent; however, ihe SRNA failed to provids '
incontinence care prior o the meal. Resident #6 -
caimpleted the meal at 6:02 PM and SRNA #1
was cbserved to wipe the resident's hands and
mouth; however, the SRNA failed o provide
incontinence care to the resident.

Continued ohservation &t on 01/1413 at 6:02 PM
revealed Resident #6 remained seated in the
wheelchair and hlsfher pants continued o be
stained in the graln and thigh areas, At that fima, !
SRNA #2 was observed to reattach the residsni's
lap tray to the whealchair, wheel the resident into
the hall, and leave the residant sitting in the g
wheelchalr in froni of the nurses' station.
Observatlons at 6:16 PM revealed facillly staff
assisted Resldent #6 1o histher room and
provided Incontinence care for the resident.

Interview on 01/14713 at 6:05 PM with SRNA #1
ravealed she had not checked Resident #8 o
ensure the resldent was clean and dry before the
SRNA Ted the resident and she had not noticed
the resident's panis were stained, The SRNA

(1) 1D SUMMARY STATEMENT OF DEFICIENCIES D bk
FREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PAREFIX {EACH CORRECTIVE ACTION SHOULD BE Gng‘k?'i_f o
TAG REGULATORY QR LEG IDENTIFYING INFORMATIONY TALG CROSS-REFERENCED TO THE APPROBRIATE
DEFICIEHCY)
F 308 | Continuad From page 3 F 309

by Administrative nursing
staff regarding ensuring
that all residents receive
the care and services
necessary to maintain or
attain the highest level of
physical, mental and
psychosocial well-being
in accordance with their
comprehensive
assessment and plan of
care. Specifically, the in-
service included
providing ingontinence -
care to ensure tHiat
residents are dry, clean
and comfortable during
meal service,

4. A CQI Committes
designee will observe 5
Tesidents per week to
ensurc that necessary care
and sérvices are being
provided to residents o
attain or maintam the :
highest level of physical,
mental, and psychaosocial |
well-being in accordance :
with the comprehensive |
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F 309 | Continued From page 4 F 309
acknowiedged she should have ansurad lhe assessment and plan of
resident was ciean and dry before the resident care, The designee will
was fad. v .
specifically observe for
imterview on 01114413 at 6:11 PM with SRNA #2 mnconiinence care on 5 |
revealed she had provided inconlinence care {n residents per week for ]
Resident #6 on 01/14/13 al approximalely 3:30 to ﬂp and then 5
4:.00 PM. The Interview further revealed the ane mantih and taen
SRNA had npt noficed Resident #5 was wet when residents monthly for 3
i she placed the lap tray on the resident's months. Any identified
: wheelchair and pushed the resident Into the hall .
 following the maal on 04/14/13 t B:02 PM. SRNA concern will be corrocted
| #2 statert she sheuld have snsured Resident #6 immediately and
was clean and dry bafora {aking the resident inlo forwarded to the CQI
the hall in front of the.nurses' siation, Committee for further
Interview on 01/16/13 at 3:00 PM with Registered | review ;ind follow-up,
Nurse (RN) #2 revealad all slaff should enswre 3. COMPLETION DATE
residerits are clean and dry bafore feeding a 02/04/2013
resident a meal. The interview further reveated
RN #2 had provided the SRMAs fraining relalsd to
i ensuring rasidanls were clean and dry before a
i meal,
n Interview on 01/16/13 at 3:15 PM with the
! Directar of Nursing {OON) revealed staff had
received in-sarvica lraining on the imporlance of
ensuring residents were clean, dry, and
comforiable before feading e meal to the
residant, The intarview further revealed
adminisirative slaff made rounds often o snsura
care needs of residents ware being mel. Tha
DOM denled the facilily had identified any
prablems with incontinence care not being
provided when needad. :
F 441 | 483.85 INFECTHON CONTRGL, PREVENT F 441
53=0 | SFREAD, LINENS
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(X4 Io SUMMARY STATEMENT OF DEFICIENGIES E

safe, sanltary and comforiable environment and
lo help pravent the development and transmlssion
of disease and infection.

(a) Infection Conlro) Progrem .
The faclity must establlsh an Infection Contro
Frogram under which i -

(1) Investigates, controls, and prevents infeclions
in the facilily;

{2) Decldes what procedures, such as isolatlon,

should be zpplied {o an individual resigent: and
! actiops related to Infections.

{b) Praveniing Spread of Infection
{1) When the Infection Contro!l Frogram
| determines that a resident neads isolation to
: prevent the spread of infectfon, the facility must
s Isolale the resident.
i i{2) The faciity must prohibii employees with a
communicable disease or infected skin lesions
from direct eoniact with residents or thelr food, #
direct contacl wil transmit the disesse.
(3} The facility must raquire stafl fo wash their
hands afier each diraci resideni contact for which
hand washing is indicaied by accepted
professional praciice.

{c) Linsns )

Personnel must andle, store, process and
fransporl linens so as Eu prevent the spread of
Infection.

{3) Malntains a reenrd of incldents and corrective :

 This REQUIREMENT s not met as evidenced

i

12 PROVIDER'S FLAM OF CORREGTIDN 1%5)
FREFIX {EACH OEFIGEENGY MUST BE PRECERED BY FULL FREFIX {EACH CORRELTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC HIENTIFYING INFORMATION] WG CROSS-REFERENGED TO THE APPROPRIATE DATE
. : DEFICIENCY)
!
t .
¥4\ Continued From page 5 F 441
The facility mus! establish and malntain an ¥ -441
Infection Contral Program designed to provide a

i,

2

Resident 41 had already !
been administered the |
medication which was |
touched by RN #17s :
ungloved hand. Resident |
#1 demonstrated no signs
nor sympioms from
receiving the medication.
RN#1 all other
medications in
accordance with accepted
infection control policies
and procedures,

Review, observation and |
interview with staft was
conducted to ensure that
facility staff are following]
policies lo meintain an
infection control program
designed to help prevent
the development and
transmission of disease
and infection. All
licensed nurses have been
observed during
medication administration
and are following
appropriate guidelines for

FORM CM5-2507(02-90) Pravious Versions Obaalale Event 10:2TRNTI
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1
F 441 { Continued From page 6 F 444
by: ixfection control, All
fBEllflth !:u;; cJl:s_ter\‘wemt";\in,t inte;-vi%w[,h an{d r?_;r;eyunofd ' residents of the facility i .
acility policy, il was determined the facitity falle e v FRAE SR !
to malntain an infecilon control program designed : gre receiving me.dlcatmn ! |
- ! to help preven! the developmen and in accordance with i !
. transmisslon of disease and irfection. i infection control policies ;
; Observation of the medication pass op 01/15/13 ; s )
: ' s. All
8t 9115 AM revealed Registared Nurse (RN} i1 S ar'1d procedure
broke a 40 mg Lasix {diuretic) tablet Inia two i - Licensed Nurses are
pieces using her bate hands and administered y administering medication
one-half of the tablet to Resident #1. i in accordance with

infection conirol policies

. and procedures,

Review of the facilily Infection Conirol Policy 3, Anin-service educaiion
{undated) revealad gloves should be worn whoen 1
louching contaminated iisms; howevar, the policy ! W?S cgnducted on .1” 6113
did rot address fouching medications witq bare J with hcenscq nursig '
i hands, | staff'by administrative .
) ing staff regardin

, Areview of Rasidenl #1's physiclan's orders :;.ur'sll' 5 1; tg - gi :

{ ¢ated January 2013 revealed the restdent was to acihly policy to maintain
receive a 20 mg tablet of Lasix at 9:00 AM. an infection coniro!

ob fiom of 1 y ! [ program to help prevent
servaion of ihe medication administration : ;

pass an 01/15M3 at 8:95 AM revealed there were ihe denfelqpment ?ﬂd

no Lasix {ablets for Resident #1 in the medication transmission of disease
cart. RN #1 went io the emergency madivalion and infeetion.

bax. oblalned a 40 mg lablet of Lasix, and hroke Specifically, included in
e 40 mg tablal of Laskx Into two halves using ; P! ¥

- her bare ungloved hands, RN #1 then !Lhc IH-SE{'V]CG was
administered one-haif of the 40 mg Leslx tabiet o information regarding
Residant #1, : medication administration
RN #1 acknowledged In interview conducled on m]d. ;pfcctmn control i
01/15/13 at 10;50 AM that she should hava usad policies and procedures :
a pill culter lo breai the tabiel and should not

L have used her bare hands to handle the

The findings include:

FORM CMS-2887(02-88) Previous Versions Obsoiole Evant IC: 2TNNT FacHity 0 1106243 It sonflntation shoet Page 7 of B
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F 441 | Continuad From page 7 Fadt!
medication, i related to medication
ieterv A1 the Director of Nursing (DON) administration.
nierview with the Director of Nursing an .
0141613 st 2:30 PM ravealed slzfl was not to 4 A CQI CDn}mlltea
louch medications with bare hands, and staff designee will chserve
shauld heve worn glovas ta break tha lablet into medication administration
fwo places. of various licensed
nursing staff once per
week for one month and
then ane time per month
for three months. Any
identified coneerns will
be corrected immediatel y
i and forwarded to the CQI
f Commitiee for further
review and follow-up.
} 5. COMPLETION DATE
i 02/04/2013
FORM CM8-2557{02-99} Previous Vorslons Qbsolzls Evont ID: 2TNNTY Faelllty {0 300824 |f eenlinuation shoat Page Bof 8
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2 HEALTH AND HiUMAN SERVICES FORM APPROVED
ggg‘r&ﬂi&ﬁsm@xx & MEDICAID BERVICES OB NG, 0838-0391
STATEMENT OF DEFIENGIES {%1) PROVIDER/SURFLIERICLIA {X2) MULTIPLE CONSTRULTION (#3} ESI&%E%R{:UE
AND FLAR OF CORREGTICH IDENTIFICATION NUMBER: ABULOWE 07~ MAIN BLILDING 09
166153 B, WING 01512013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. GITY, 5TATE, 21 CODE
21040 US HWY 429 SOUTH
HYDEN HEALTH & REHABILITATION GENTER HYDEN, KY 41740
! it EFIGIE S PROVIOERS PLAK OF CGRRECTION {r5 )
A S T RN St
! - DEFICIENGY}
1€ 000 | {INITIAL COMMENTS 15,000
| _ K-054
GFR: 42 CFR §483.70 (=} 1. Maotification was made
immediately on
BUILDING: 01 1/15/2013 fo our
PLAN APPROVAL: 198G contracted service
5 pravider (o perfarm the
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NAME OF PROVIDER GR SUPPLIER

HYDEN HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2040 US HWY 421 SOUTH

HYDEN, KY 41749

PROVIDER'S PLAN OF GORRECTION

mainlained, inspacled and lesiad in accordance
with the manufacturers specifications.  9.6.1.3

This STANDARD is not mel as evidenced by;
Based on Interview and record review, the facility
falled lo maintain the fire alarm systam by NFPA
standards. . This deficient praci(ce affectad four of
: four smole compartments, stalf, and all fne

! resldents. The facilily has the capacity for 04
i ! bads with & census of 88 on lhe day of the

 survey.

Tha findings include;

During the Life Safaly Gode tour on 01/15/3 at
11:40 AM, with the Director of Maintenance
(DOM), a record review revealad the fast
sensilivity testing of the smuoke deiectors was
completed in December 2010, This type of

i testing is due every two years. An interview an
£01415/13 at 11:40 AN wiih the DOM revealed ha
| was not aware the smoke daleciors needed

. testing.

Reference: NFPA 72 {1999 Edition),

7-3.2.1*
Deteclor sensilivity shall be checked within 1 year
after instalfation and every alternate year
.| thereafter. Afler the second required cafbvation
tesl, if sensilivity tests indicate that the detector
has remained within tts llsted and marked
sensitivity range (or 4 percent obscuration light
! gray smaoke, If not marked), the length of ime
{ between calibration tests shall be permitied io be
exlended to & maximum of 5 years. |f the

SUMMARY STATEMENT OF DEFICIENCIES D { | {x5)
{EACH DEFICIENGY MUST 8E PRECEDED BY FULL . PREFIX [EACH CORRECT|VE ACTION SHOULD BE ED!-E;EIGN
REGULATORY DR LSBT IDENTIFYING INFORMATION) i TAG CROSS5-REFERENCED TO THE APPROPRIATE
. ; DEFICIEMCY}
]
Coniinued From page 1 i 054

4.- A CQI Committee
designee will review
maintenance logs to
ensure that the facility is
maintaining the fire alarm
system in accordance
“with NFPA standards.
The designee will review
of the maintenance log of
required testing one time
per week for one month
and then once per month
for three months, Any
identified cuncern will be
corrected immediately
and forwarded to the CQI
Committee for further
review and follow-up,

5. COMPLETION DATE

02/01/2013

FORM CMS-2567{{12-05) Proviaus Varsinns Obsolela

Evinl iD: ITNNZ1

Faelfly 10: 100624

il continuallon sheel Page 2 ol4
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K 054{ Continued From page 2 K 054
Jfrequency is exlended, records of
i defector-caused nuisance alarms and
i subsequani trands of these aiarms shall ba

maintained. |n zones or In areas whare nuisance
glarms show any Increase over the previous vear,
cafibralion tesis shall be performad,

To ensure that each smoke detecior is within ils
lisled and maried sensliivity range, it shall be
tested using any of the following methods:

(1) Calibrated test method

(2) Manufacturer's calibrated sensitivily {est
Insfrument

{3) Listed contral equipment aranged for the
purpose . ]

{4} Smoke datector/control unit arrangement
whareby the deteclor causes a signal at the
control unit where its sensitivity is outside its
llsted sensitivity range

(5) Gther calibrated sensilivily test methods
approved by the authority having jurisdiction
Detectors found to have a sensitivity outside the
listed and marked sensltivity range sheall be
cleaned and recalibrated or be replaced. !
{ Excaption No. 1: Delectors listed as fiald

. adjustable shall be parmitied to be either adjusled
withun the Bsted and merked sensitivily range and
cleaned and recalfibrated, or they shal be
replaced.

Exception No. 2: This raquiremani shall not apply
to single station detectors refarenced in 7-3.3 and
Tahle 7-2.2,

The deteclor sensitivity shall nol be tested or
measured using any device that administers an
unmeasured concentration of smoke or other
taerosol into the dalector,

i7-3.2.2

 Test frequency of Inlerfaced equipment shall be

i the same as specified by the applicatie NFFA | : F

FORM CMS-2567(02-94) Provious Varslons Obsclgia Event I6; 2ThINZ1 Facility (0 100623 If conthnuailon sheat Page 3of 4
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K 084 Continued From page 3 K 054 -
standards for the equipment Being supervisad.
S T-3.2.3

For restorable fixed-temperalure, spot-type heat
detectors, two or more deteciors shail ba fesied
on each initiating circult annually, Different
deleciors shail he tested sach year, with records
kept by the building awner specifying which
detectors have been tested. Within & years, each
deteclor shall have been tested.

|
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