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DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000},
Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 03/16/14 as alleged.
LABORATORY DIRECTCR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk {*} denotes a deficiency which the instilution 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
foltowing the date of survey whether of 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. |f deficiencies are cited, an approved plan of correction is requisite to continued

program participation,
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, sr@;g\.\ &
' y 2682 CERUL D, optd
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{X4) D SUMMARY STATEMENT OF DEFICIENCIES D i PROVIDC ECTION ] (x8)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREC N SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG | CROSS-REFERENGED TO THE APPROFRIATE DATE
J ’ DEFICIENCY) |
| ! L Plan of Correction disclaimer [
' ! |
F 000 | INITIAL COMMENTS I F 000[ for Shady Lawn Nursing and |
i Rehabilitation: -
. A Recerlification Survey was conducted on | [
02/12/14 through 02/13/14 to determine the ; The preparation and/or ;
facility's compliance with Federal requirements, execution of this plan of
| The facilily falled to meet the minimum : correction does not constitute
| requiraments for recertification with the highest i‘ admission or agreement by the
: e provider of the truth or facts
scope and severity of an "E", ; alleged or conclusions set '
F 160/ 483,10(c)(6) CONVEYANCE OF PERSONAL F 160 vin-spmdpolmbtnd ook |
§8=B | FUNDS UPON DEATH ‘ deficiencies. This plan of )
' i ' n is prepare I/
Upon the death of a resident with a personal fund | 2,?;';1,",‘;3 s:;f;; {,’:caﬂ:;' g,"
deposited with the facillly, the facllity must convey State and Federal Regulations. ’
within 30 days the resident's funds, and a final (
- accounting of those funds, to the individual or F160 Conveyance of personal
probate Jurisdiction administering the resldent's I funds upon death, 5
estate,, ‘ .
' _ _ 1. Residents B and C's funds (
' Toel e s ' . _have been conveyed to the
This REQUIREMENT is not met as evidenced individuals administering the '
by: _ ; residents’ estates. Th_|s was ;
Based on Interview, record review, review of [ completed by the Business !
facliity's resldent accounting records and the | i gzﬁsﬁ,ggﬂi"age' by o _ :
facmly”s policy and procedure It was determined ' : e !
the facllity falled to ensure personal funds anda | l : ' !
| final accounting for two unsampled deceased % ;Zi:;::g%ﬁp?ef{gg P —_ ) |
residents (Resident B and Resldent C) were since last survey date, of all . | ?
conveyed within thirly (30) days to the Individuals existing resident accounts to -
administering the residents' estates. i ensure all expired or ' ‘
\ ' ' : discharged residents'
: The findings Include: ‘ accounts have been closed, ' | ' !
g and funds have been ! |
Review of an undated facllity policy, titled Closing | , conveyed, if appropriate. |
|-of Resident Trust Fund Accounts, revealed the This was completed by :
: facility will maintain and close resident trust fund | February 28, 2014. Any |
accounts according to the State and Federal ! identified concerns were ;
guidelines and the Resident Trust fund accounts | corrected. ’
will be conveyed to the appropriate party within
I thirty (30) days of the resident's expiration, .
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIONATURE TITLE (X6) DATE
(A ) __3ai1]301y
orrecting providing It Is determined that

*) denotes a deficiency which tha institulion may be excused from ¢
ither safeguards provide sufficlant proteclion o the pallents. (See Instiuctions.) Excepl for nursing homes, the findings stated above are disclosable 90 days .
ollowing the dale of survay whether or nol a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosahle 14
lays following Lhe date these decumants are made avallable o the facliity. If deficlencles are clted, an approved plan of correction Is requisite lo conlinued

am paricipation,

Any deficlency statement ending with an astarisk (
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185262 8. WING 02/13/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S8TATE, ZIP CODE

, - 2682 CERULEAN RD.
SHADY LAWN NURSING AND REHABILITATION CENTER CADIZ, KY 42211
(X4} ID " BUMMARY STATEMENT OF DEFICIENCIES iD f PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLERON
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. JEBF.. '} :
! ]
: 3. The Administrator o
F 160 Continued From page 1 F 160 provided training to the
: Business Office Manager on
1. Review of facility accounting records revealed 2/7/2014 on F160 i
Conveyance of Funds. ‘

Resident B expired on 08/08/13 and had a
balance in the resident accounts of $187,04.
Review of the accounting statement reveslsd the
$187.07 was stiit In the account and status was
"Pending Close on 01/27/14",

Resident C had expired on 06/26/13 and had a
balance In the resident account of $35.00:

$35.00 was still In the account and status was
"Pending Close on 01/27/14".

Interview, on 02/12/14 at 1:00 PM with the _
Corporate-Rinancial Manager revealed she had
identified during an audit, that the fachity
Business Office Manager had failed'to close
Resident B's and Resident C's account within the
thirty day requirement after the residents had
expired. She stated the Business Office Manager
had slmply over looked the accounts and was
provided Inservicing on 02/07/14. The cooperate
financlal manager additionally revealed the
accounts still had not been closed.

Interview with the Adminlstrator, on 02/13/14 at
3:00 PM, revealed resident accounts were {o be
closed according to State and Federal
regulations, :

F 3321 483.26(m)(1) FREE OF MED|CATION ERROR
S8=D | RATES OF 5% OR MORE .

2, Review of facility accounting records revealed ;

Review of the accounting statement revealed the |

The facility must ensure that it is free of
medication error rates of five percent or greater.

One time a month for

three months an audit of all
residents' accounts will be
completed o ensure upon
-death of a resident with a
personal fund deposited with
the facility the funds have
been conveyed, This will be
completed by the Business
Office Manager.

4. One time a month for three
months an audit of ali
resident accounts will be
completed to ensure upon
death of a resident with a
personakfuind deposited with
the facility the funds have
been conveyed. This will be:
complefed by the Business
Office Manager. The
Administrator will also review ;
residents’ accounts with the
Business Office Manager
one time a month for 3
months to ensure that funds
have been conveyed to the
individual or probate
jurisdiction administering the

F 332 residents’ estates. The

results of these audits wiil be

I reviewed with the Quality

Assurance Committee

.!J
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. 185252 8. WING - 02/13/2014_
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2682 CERULEAN RD,
SHADY LAWN NURSING AND REHABILITATION CENTER CADIZ, KY 42211
X410 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X6}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: ' DEFICIENCY) ; :
monthly to ensure ongoing
. . compliance. If at any time
P332 Coptinued From page 2 F332 concems are identified the - ;
Quailty Assurance '
g‘his REQUIREMENT is not met as evidenced cgm,%nee will convene for
'S further recommendations.
Based on observation, interview, record review, The Quality Assurance
review of the facility's Do not ¢rush list, and the Committee will consist at a
facllity's policles it was determined the facility minimum the Director of
falled to ensure It was free of a medication error Nursing, Administrator,
rate of five percent or greater. Observalion of Business Office Manager,
three (3) medicatlon passes on two (2) different Assistant Director of Nursing,
days revealed a total of thirty-three {33) Dietary Services Manager,
opporturities with two (2) errors which resuited in Maintenance Director,
a six parcent (6%) error rate. Observation of 3 g“““f'"es gf"ect“”’ a':ld Saclal
medication pass on 02/13/14 revealed two (2) MZE?::ISDI r':-f or. ""r g )
extended release medications were crushed and at least quart eg‘r{ will atten
administered to one (1) unsampled resident ! S .
ident A) . . F332 Free of Medication Eror < 5. 3/16/2014
(Resident A) rates of 5% or more.
- o (] r .
The findings include: - _ i 1. Resident #11's guardian and
Review of the facility's policy guide tilled, physictan o nolified by
"Medication Pass Adrinistration”, not dated, 211412014 of the
revealed staff should ensure accurate dosage ; ,
medications that were
form and not crush medications that should not ‘
AR crushed, and the resident
be crushed, The gulde addilionally revealed, "if a was monitored for decreased
drug contains SR (slow release), XL (long acting), blood pressure and irritation
or EC (enteric coated) in it's name, it should not from crushed Potassium, !
be crushed or opened. with no concemns noted. On
211714 LPN #1 was
Review of the "Common Oral Dosage Forms observed by the Director of |
That Should Not Be Crushed", dated 2013, - Nursfngladmini_stering i
revealed medications that were not to be crushed medications with no
which included Nisoldipine (antl-hypertensive) ER concerns identified. On ,
and Potasslum Chloride (for low potassium) ER. 2/17/2014 an observation for .
medication for Resident #11
Record review revealed the facilily readmitted g.as ‘;0'“"{'?\:‘3“ by “}3
Resident Aon 02/11/14, Review ofthe edlcations wre arushed
Physiclan's orders, dated 02/11/14, revealed to and madications w
administer Nisoldipine ER 8.5 miltigrams {mg.)
- administered as ordered by
i tablet once a day and Potassium chlorlde 10 the physician,
Event 10: 375X 11 Facility 1D 100388 It conunuation sheet Page 3of 9
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medications were "NOT TO BE CHEWED OR
CRUSHED" and "DO NOT CRUSH".

Obssrvation of a medication pass, on 02/13/14 at
8:45 AM, revealed Resident A was administered

| via a gastrostomy tube (G-Tube) Nisoldipine ER

8.5 mg, and Potasslum Chloride ER 10 mEq. that
were crushed and mixed with water and insliiled
into the residant’s G-tube,

interview with Licensed Practical Nurse (LPN) #1,
02/13/14 at 9:00 AM, revealad she knew the
Niseldipine ER and the Potassium Chloride were
not supposed to be crushed. The LPN stated the
resident had been taking medicalions whole and

by mouth, the G-lube was very recently placed,
and the resident was not NPO (nothing by
mouth). The LPN gave no other explanation as fo
why she crushed the two (2) medications.

Interview with the Director of Nursing (DON), on
02/13/14 at 2:45 PM, revealed the Nisoldipine ER
and the Potassium Chloride ER should never be
crushed. She stated a list was provided to staff
that listed the medivations that were not to be
crushed. She revealed the Nisoldipine ER could
cause an acute drop in blood pressure and the
Potassium Chloride could cause a resident to feel
il if given crushed.

483.26(m){2) RESIDENTS FREE OF
SIGNIFICANT MED ERRORS

The faciiity must ensure that residents are free of
any slgnificant medication errors.

3

CENTERS FOR MEDICARE & MEDICAID SERVICES .
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED

185252 B. WING 02/13/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2682 CERULEAN RD.
Y B
SHADY LAWN NURSING AND REHABILITATION CENTER CADIZ, KY 42211 |
X4 1D SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {E/ 'H CORRECTIVEACTION SHOULD BE | COMPLETION.
1AG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  OR{IC.REFTRENCED YO THE APPROPRIATE DATE
o “* " DEFICIENCY)
T
F 332 | Continued From page 3 F 332 2. A onetime 100% audit of
millequivalents (mEq:} twice a day. Further orders 05 ’esl;de’“s who are
review of the Physician's orders revealed the indicated to have
medications that are to be

F 333

crushed will be completed by
the Assistant Director of
Nursing/Direclor of Nursing
to ensure medications and
methods of administration
are appropiiate for that
specific resident. The
physician will be contacted
for further orders, if needed.
This will be completed by
March 15, 2014, On
2/17/2014 the Director of
Nursing completed

. Medication Administration
observations with no
concerns identified.

The Director of Nursing will
provide training to Licensed
Nurses on Medications that :
do not need to be crushed, i
and medication : :
administration. Training will
also be provided to Licensed -
Nurse by the Director of :
Nursing that if a resident is
-not able to take a medication
that is nat to be crushed, that
the physician should be
contacted for further orders. ;
The training wiil be i
completed by March 15, )
2014.
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i DEFICIENCY)
_' | 4. The Director of Nursing or
F 333 | Continued From page 4 F 333; * Assistant Director of Nursing
This REQUIREMENT is not met as evidenced will complete medication
by: administration five (5) per
week for four (4) weeks,

Based on observation, Interview, record review,
review of the Do Not Crush List and the facliity's
policy it was determined the facllity falled to
ensure one (1) unsampled resident { Resident A),
was free of any significant medication errors.
Observation of a medication pass revealed the
nurse crushed Nisoldipine ER (extended release)
(antl-hypertensive) and administerad it mixed with
water to Resident A per gastrostomy tube
(g-lube). The Pharmacist revealed crushing
Nisoldipine ER would cause the medication to act
more quickly and could cause the resident's
blood pressure to drop to much.

The findings nclude:

Review of the facility's policy gulde titled,
"Medication Pass Administration”, not dated,
revealed lo ensure medication was in accurate
dosage form and fo not crush medications that
should not be crushed. The gulde additionally
revealed, If & drug contalns SR (slow release), XL
{fong acting), or EC (enteric coated) in it's name,
it should not be crushed or opened.

Review of the "Common QOral Dosage Forms
That Should Not Be Crushed", dated 2013,
revealed a list of medications that were not to be
crushed which included Nisoldipine ER,

Record review revealed the facilily readmilted
Resldent A on 02/11/14 with diagnoses which
included Diabetes Mellitus, Hypertension,
Dysphagla and Anemia.

Review of the Physician’s orders, dated 02/11/14,

revealed staff should administer Nisoldipine ER

then weekly for eight (8)
weeks to assure on going

- compliance with medication

administration regulations.
The results of these audits
will be reviewdd with the
Quality Assurance
Committee monthly to
assure ongoing compliance.
If at any time concerns are
identified the Quality
Assurance Commiflee will
convene for reviewand
further recommendations.
The Quality Assurance

Committee will consistof ata

minimum the Director of
Nursing, Administrater,
Business Office Manager,
Assistant Director of Nursing,
Dietary Services Manager,
Maintenance Director,
Activities Director, and Social
Services Director. The
Medical Director wili attend

_ gt Ie_asi quarterly.
5. 316712014
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, F333 Residents free of

F 333 | Continued From page 5 F 333 Medication Errors slgnificant
8.6 milligrams {mg.) once a day. The Physiclan's
Orders also revealed "NOT TO BE CHEWED OR i 1. Resident #11's guardian and
CRUSHED". physician were notified by

Licensed Nursing on

Observalion of @ medication pass, on 02/13/14 at 2/14/2014 of the
8:45 AM, revealed Licensed Practical Nurse med;]cahons that were
(LPN) #1 crushed the Nisoldlpine ER 8.6 mg. anid iy ed, .?“déhfe resident
mixed the medication with water. She then bloz;nﬁrglsgﬁ . :;:ﬁ?i::zgﬁd
administered the medication to Resldent Avia i from crushed Potassium,
G-tube. with no concems noted, On
Interview with LPN #1, on 02/13/14 at 8:00 AM, ff;zm i;‘ tﬁl giar:ctor of
revealed she knew the Nisoldiplne ER was not Nursing administering
supposed to be crushed, She stated the residant medications with no
had bean taking medications whole and by mouth concerns identified. On
bul recently had a G-lube placed and the resident - 2M17/2014 an observation for
was not NPO (nothing by mouth). The LPN gave | medication for Resident #11
no other explanation as to why she crushed the o was completed by the
medication. - . Director of Nursing. No
| medications were crushed
interview with the Director of Nursing (DON), on and medications were
02/13/14 at 2:45 PM, revealed the Nisoldipine ER administered as ordered by
should never be crushed. She stated a list was * the physiclan.
provided to staff that listed the medications that
were not to be crushed. She revealed the
Nisoldipine ER could cause an acute drop in
blood pressure.
Interview with Pharmacist #1, on 02/13/14 at 3:00 I
PM, revealed Nisoldipine ER should never be i
crushed. He stated adiministering the medication
after crushing it would cause the medication to
act more quickly and the medication was to be
raleased over a twenty four hour period. He
stated it could cause a person's blood prassure to
drop foo much. !

F 371 483.35()) FOOD PROCURE, F3r1

58=E | STORE/PREPARE/SERVE - SANITARY
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1 i " * .
' : 2. A onetime 100% audit of
F 371 Continued From page 6 F 371 orders of residents’ who are
‘ indicated {o have
The facllity must - medicatior;s that are to be
(1) Procure food from sources approvad or crushed will be completed by
considered satisfactory by Federal, State or local g’:ﬁ:;%?;;‘cgr' i‘;‘;:j‘;;mg
(azl;lg?;!rhees, and ; to ensure medications and
, prepare, distribule and serve food methods of administration
under sanitary conditions c are appropriate for that
' specific resident. The
physiciah will be compieted
for further orders, if needed.
This will be completed by
March 15, 2014. On .
This REQUIREMENT Is not met as evidenced 2/17/2014 the Director of
by A ‘ Nursing completed
Based on observation, Interview and review of : Medication Administration
facility policy it was determined the facility falied observations with no
to prepare and distribute food under sanitary concerns dentified.
conditions. Observation of a lunch meal service’ !
revealed kitchen staff hair restraints were not 3. The Director i
adequately restraining hair and hand : provide tralni:?; ';gj [sig;%;v;f;
waspinglglove changing was not conducted, Nurses on Medications that
Additionally, beverages were left uncovered in the do not need to be crushed, i
dining room during the meal, _ and medication i
administration. Training will
The findings Include: also be provided to Licensed
. Nurse by the Director of ‘
Review of faclity policy titled, "Food Nursing that if a resident is
Service/Distribution", dated 2010, revealed Food not abls to take a medication
service staff, Including nursing services that is not to be crushed, that
parsonnel, will wash their hands before serving the physiclan should be
food to residents. The policy also stated bare %"t?rcf.e? for fi‘r‘“her orders.
hand contact with food Is prohibited. Gloves must : complte é’%wﬁ; beh o
be worn when handilng food directly. However, _ 201 ‘f y March 13,
gloves can also become contaminated andfor o
solled and must be changed between tasks,
Additionally, Dietary staff shall wear hair resiraints
{hair net, hat, beard restraint, etc.) so that halr
does not contact food.
if continuation shest Page 7 of 8
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) 4. The Director of Nursin
F 371 Continued From page 7 F 371 Assistant Director of N%r(:i:ng
1. Observation of food {ray preparation, on will complete medication
02/12/14 at 12:20 PM, revealed Kitchen Staff #1 administration five (5) per
left the steam table where she was preparing week for four (4) weeks,
resident food trays and went through a door to the then weekiy for eight (8)
dry storage area by opening the door with her weeks to assure on going
gloved hand using the door knob. She returned cgmf’ffa"“’. with medication
o the kitchen through the same door using the -?hg"r';'s"ft'o?t;fg“'a"°".s'
door knob. She then opened the four will be srlejvise:fe i es:g‘aﬁdxts
compariment refrigerator and obtained sandwich Quality Assurancv;l the
meal In a plastic bag. She then reached into the - Committes month)
y {o
bag, retrieved a plece of sandwich meat with the assure ongolng compliance
same gloved hand she had touched the door If at any time concerns are
knobs and refrigerator handles with and made a identiffed the Quality
sandwich for a resident. The sandwich was then Assurance Committee will
served lo a resident, convene for review and
: : . further recommendations,
Further observation revealed there were three {3) |- . The Quality Assurance
staff in the kitchen that had hair restraints on but™ Committee will consist of at a
, a large amount of hair was not covered on the .minimum the Director of
o top, sides and backs of their heads. One staff's Nursing, Administrator,
. restraint had slipped off exposing most of her hair Business Office Manager,
as she clrculated about the preparation area. Assistant Director of Nursing,
qutary Services Manager,
Interview with the Kitchen Staff #1, on 02/12/14 at paintenance Director,
42:30 PM, revealed she should have changed her Sewic:: Diil-:c(::l!:r' aTIJ;d Social
gloves after touching Ihe door knobs and again Medical Direotor will ot
_ will aftend
after touching the refrigerator handles and had at least quarter!
falled to do so. V- 5. 31612014
2. Observalion during the noon meal, on 1
02112114 at 12:40 PM, revealed four (4) pitchers
of beverages on a rolling serving cart lhat were
not approprialely covered leaving them exposed
to contamination.
Interview wilh the Dletary Manager on 02/12/14 at
12:40 PM and 12:46 PM, revealed hair restraints
often slip and the staff try to fix them. She stated
the slaff's hair was supposed to be completely
Event 10:3T6X1 Facility 12, v Weo  allon sheel Page 8of 9
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‘ F371 Food Procure,
F 371 Continued From page 8 F 371 store/prepare/serve-sanitary

restrained. The Dietary Manager revealed there
was a concern with staff preparing food for
residents with contaminated gloves and Kitchen
Staff #1 should have stopped and changed
gloves after fouching the door knobs and
refrigerator handles. In addition, she revealed it

had not been the facliity's practice to cover the N
beverage pitchers. o

2. On 201212014, 212512014,

1. On 2/18/2014, 2/25/2014,
and 3/7/2014 observations
were completed by the
Dietary Services Manager
that noted that all dietary
émployees had on hair
restraints that were
restraining afl of their halr ~ - -
and the dietary staff were
washing hands and changing
gloves properly, per
guidelines. On 3/7/2014
beverage pitchers were
ordered by the Dietary
Service Manager to ensure
that the pitchers of
beverages In the dining room

. would be appropriately
covered-at all tmes and to
meet sanitation guidelines,
The new pictures will be in
ptace by 3/16/2014

and 3/7/2014 observations
were completed by the

Dietary Services Manager

that noted that all dietary
employees had on hair
restraints that were

restraining all of their hair

and the dietary staff were
washing hands and changing
gloves properly, per :
guldelines. On 3/7/2014
beverage pifchers were
ordered by the Dlatary

Service Manager to ensure

I continuation sheat Page 9of¢
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PREFIX
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COMPLETION
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F 371

Continued From page 8
restrained. The Dietary Manager revealed there
was a concern with staff preparing food for
residents with contaminaled gloves and Kitchen
Staff #1 should have stopped and changed
gloves after touching the door knobs and
refrigerator handles. In addition, she reveaied it

had not been the facliity's practice to cover the _ |

beverage pitchers.

F 371

3

~ that the pitchers of
beverages in the dining room
would be appropriately -
covered at all times and to
meet sanitation guidelines.
The new pictures will be in
place by 3/15/2014.

The Dietary Services
Manager has reeducated alf
Dietary Staff on the
requirement to restrain all
hair, the proper procedure
for changing gioves, and
washing of hands on
2/12/2014. Beverage
pitchers were ordered on
3/7/2014, by the Dietary
Managrs, that contalned lids
to ensure that sanitation
guidslines are being
maintained for coverage of
beverage pitchers. The
Dietary Services Manager
will complete this education
with by 3/10/2014 with the
Dining Services Staff,

The Dietary Services
Manager will observe tray
line three (3) times per per
-week for fweive {12) weeks
to assure that halr is
restrained, gloves are
changed, hands are washed
appropriately, and that
beverage pitchers are
covered. The results of
these audits will be reviewed
with the Quality Assurance
Committee monthly to
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was a concern with staff preparing food for
residents with contaminated gloves and Kitchen
Staff #1 should have stopped and changed
gloves after louching the door knobs and
refrigerator handles. In addition, she revealed it

beverage pitchers.

had not been the facility's practlce to cover the

recommendations. The
Quality Assurance
Committee will consist of at a
minimum the Director of
Nursing, Administrator,
Business Office Manager,
Assistant Director of Nursing,
Administrator, Business
Office Manager, Assistant
Director of Nursing, Dietary
Services Manager,
Maintenance Director,
Activities Director, and the
Social Services Director with
the Medical Director
attending at least quarterly.

SHADY LAWN NURSING AND REMABILITATION CENTER
o) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8
PREFIX (EACH DEFICIENCY MUST BE PRECEQED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
- ensure ongolng compliance.
F 371 | Continued From page 8 Fa7q| [fatanylime concems are
trained. The Distary M led th noted the Quality Assurance
restrained. The Dietary Manager revezled there Cont d Committee will re-convene
| for review and further

5. 3/16/2014

i

|
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{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 03/16/14 as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (¥8) 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 safequards provide sufficient prolection to the patients. (See instructions.} Except far nursing hames, the findings stated above are disclosable 90 days
foliowing 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 ara.made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

pragram participation.
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(X2) MULTIPLE CONSTRUCTION
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(X3) DATE SURVEY
COMPLETED

02/12/2014

NAME OF PROVIDER OR SUPPLIER

SHADY LAWN NURSING AND REHABILITATION CENTER

2582 CERULEAN RD,
CADIZ, KY 42211

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG -

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMAT/ON)

D
PREFIX
TAG

BUILDING: 01~

21)

compartments.

sprinkler system.

propane.

the survey.

Fire)

K000 | INITIAL COMMENTS

CFR: 42 CFR 483.70(a)

PLAN APPROVAL: 1964, 1982, 1993
SURVEY UNDER: 2000 Existing

i FACILITY TYPE: SNF/NF

T\;’PE OF STRUCTURE: One (1) story, Type Ill

SMOKE COMPARTMENTS: Three (3) smoke

E ALARM: Complete fire alarm system with
twerlty-two (22) smoke detéctors,

SPRINKLER SYSTEM: Complete automatic dry
GENERATOR: Type Il generator. Fuel source is

A standard Life Safety Code survey was
conducled on 02/12/2014. Shady Lawn Nursing
Home was found not to be in compliance with the
requirements for participation in Medicare and
Medicaid. The facility is certified for fifty (50) beds
and the census was thirly-eight {38) on the day of

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from

K000

Qud dor,

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the Institution may be excused from correcling providing it Is determined that
other safeguards provide sufficionl protection to the patlents. (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, lhe above findings and plans of correclion are disclosable 14

days following the dale these documents are made available

praqram particlpalion.
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K 000 Continued From page 1 K000
Deficiencles were cited with {he highest
deficiency identified at an "E" level.
K 026 | NFPA 101 LIFE SAFETY CODE STANDARD K028
8S=E
Smoke harriers are censliructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3, Smoke barriers may
terminate at an alrium wall. Windows are
protectad by fire-rated glazing or by wired glass
panels and steel frames. Aminimum of two
separate compartments are provided on each
floor. Dampers are nol required In duct
penetrations of smoke barrfers in fully ducted
healing, ventilating, and alr conditioning systems.
19.3.7.3, 190.3.7.6, 19.1.6.3, 19.1.6.4
m..—Jib"" .
K025 L!fe Safgtx-(;pde Standard

This STANDARD is not met as evidenced by:
Based on observations and interview, it was
determined the facility falled to maintain smoke
barriers that would resist the passage of smoke
betwaen smoke compartments In accordance
with NFPA standards. The deficlency had the
potential to affect two (2) of three (3) smoke
compartments, all residents, staff and Visitors.
The facliity is certifiad for ﬂfty (60) bads and the
census was thirty-eight (38) on the day of the
survey. The facllity failed to ensure one (1)
smoke barrier was sealed around plpes, wires
and complete to the roof to resisl the passage of

smoke.
The findings include;
Observations, on 02/13/14 at 10:01 AM with the

1. The simoke barrier that was
found to not be sealed
around pipes, wires, and
complate to the roof, to resist
the passage of smoke, will
be repaired according to the
Life Safety Code Standards
by the Maintenance Director
by March 15, 2014,

FORM CMS-2567(02-99) Previous Verslons Obsolele Event ID; 3T6X21
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i 2. The Maintenance Director
Continued From page 2 K 026 will complete a one time

K026

Maintenance Supervisor, revealed the smoke

' partition, extending above the celling located at

the utllity/electrical room was penetrated by pipes
and wires and not sealed to prevent the trangfer
of smoke. Further observation revealed the wall
was not complete at the bottom and lop.

Interview, on 02/13/14 at 10:01 AM with the
Maintenance Supervisor, revealed he was
uhaware of the penetrations in the smoke barrlers

as they have been Inspected several fimes since
the last survey. Further interview revealed he
was unaware the wall was not complete at the top
and bottom to be properly rated at the 30 minute
fire resistive rating.

Reference: NFPA 101 (2000 Edltion).

8.3.8.1 Pipes, condults, bus ducts, cablas, wires,
alr ducts, pneumalic tubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shall be protecled as
follows:

(a) The space between the panetrating item and
the smoke barrier shall

1. Be filled with a material capable of maintaining |

the smoke resislance of the smoke barrier, or
2. Be protected by an approved device designed
for the specific purpose.

(b) Where the penetrating item uses a slesve to
penetrate the smoke barrier, the sleave shall be
solidly set in the smoke barrier, and the space
betwaen the ilem and the sleeve shall

1. Be filled with a materlal capable of maintaining
the smoke resistance of the smoke barrler, or

2. Be protected by an approved device designed

for the specific purpose,

(¢) Where designs take transmission of vibration

inspection of smoke barrlers
to ensure that there are no
further smoke barriers that
do not meet NFPA
standards. The Maintenance
Director will also inspect all
walls to ensurs that they are
complete from bottom to top.
Any identified concerns will
be corrected by 3/15/2014 by
the Maintenance Director.

3. The Maintenance Director
will be educated on the
requirements for smoke
barriers per NFPA
regulations by the
Administrator by 3/12/2014.
One time a quarter the
Maintenance-Dircetewill
complete an inspection of -
smoke barriers to ensure
that smoke barriers are
meeting the NFPA
standards, The results of
these audits will be reviewed
with the Quality Assurance
Committee monthly to
assure ongoing compliance.
If at any time concerns are
identified the Quality
Assurance Committee will
convene for review and
further recommendations,
The Quality Assurance
Commitlee will consist of al a
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_ [ - minimum the Director of ]
025 Nursing, Administrator,
K Continued Frorln page 3 K025 Business Office Manager,
Into consideration, any vibration isolation shall Assistant Director of Nursing,
1. Be made on elther side of the smoke barrisr, or | ] Distary Services Manager,
2. Be made by an approved device designed for ' Maintenance Director,
the specific purpose, Activities Director, and Soclal
Services Director, The
8.3.6.2 Openings oceurring at points where floors Medical Director will be
or smoke i attending at least quarterly. ]
barrers mest the outside walls, other smoke [
barriers, or fire ' .
barriers of a buliding shall meet one of the One time a quarter the
following conditions: | ! Maintenance Director will
(1) it shall be filled with a material that is capable i complete an inspection of
of maintalning smoke barriers to ensure
the smoke resislance of the floor or smoke that smoke barriers are
(2) It shall be protectad by an approved device | standards. The results of
that Is thpse audits will be reviewed
designed for the spacific purpose. ggg’mhgtgé‘gfg] tﬁf;;’;a"‘ce
;; ggg NFPA 101 LIFE SAFETY CODE: STANDARD K 029 assure ongoing compliance,
= .. ) at any time concerns
One hour fire rated construction (with % hour "ééntiﬁgd the Quality e

fire-rated doors) or an approved aulomatic fire
extingulshing system in accordance with 8.4, 1
and/or 19.3.5.4 protects hazardous areas. When
the approved automalic fire extinguishing system
option is used, the areas are separated from i
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or

field-applied protective pilates that do not exceed
48 inches from the bottom of the door are

permilted, 19.3.2.1

This STANDARD is not met as evidenced by:
Based on observation and Interview, it was

Assurance Committee will
convene for further '
recommendations. The
Quality Assurance
Committee will consist of at a
minimum the Director of
Nursing, Administrator,
Business Office Manager,
Assistance Director of
Nursing, Dietary Services
Manager, Maintenance
Director, Activities Director,
and Social Services Director.
The Medical Director will
attend af least Quarteriy,

§. 3/16/2014
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_ K029 Continued From page 4 K029\ K029 NFPA 101 Life Standard
‘ determined the facllity falled to meet the Safety Code
requirements of Protection of Hazards in g
accordance with NFPA Standards. The | 1. The Maintenance Director .
deficlency had the potential to affect one (1) of ' has been completing
thres (3) smoke compartments, twenty-four (24) . observations of the kitchen
residents, staff and visitors. The facility Is supply/storage door on
certified for fifly (50) beds and the census was g}?ﬁg}} gﬂgfgg}j
thirty-eight (38) on the day of the survey. The ' '
; 2/19/2014, 2/20/2014, and
facility falled to ensure two (2) rooms were 2/21/2014 to ensure that this
properly protected due to the storage in the I door has not been propped
rooms. openinanyway. No
’ roblems have been noted
The findings include: Qnd the
kitchen/supply/storage door
Observation, on 02/13/14 at 10:67 AM with the . has not been propped open
Maintenance Supervisor, revealed the Director of | - 4 -_in any way.. On 3/7/2014 the
Nursing office and the dry storage room In the . Administrator inserviced the
kitchen were not properly protecled due to the . -. Director of Nursing that her
storage located in the rooms.  This requirement. |~~~ ;5. : = *door Is to remained closed
Is due o the storage of combustible items inside - until office space is cleared
‘[ the areas. The dry storage door in the kitchen to meet NFPA standards.
had a slring that was used to tie the door open Office Space/all identified
not allowing the closer to work. The Director of concerns will be cleared by
Nursing office was not equipped with a door the Maintenance Director
closer for protection and Director of Nursing by -
) ) 3/112/2014. .
Interview, on 02/13/14 at 10:57 AM with the i 2. The Mal .
Maintenance Supervisor, revealed he was " il do me"“}”"e Director
unaware of the amount of storage in the Director ! of officsrete e Inspection
of Nursing office. Further interview revealed he e g€ spaces
i within the facility to ensure
was unaware of the string being used to hold the _ any areas with combustible
dry storage room opened. ' matenial will have a door i
closure installed. Identified
concerns will be correct
Reference: NFPA 101 (2000 Edilion), 3/15/2014, od by
19.3.2 Protaction from Hazards.
19.3.2.1 Hazardous Areas. Any hazardous areas
Event I0; 3T6X21 Facility ID: 100396 : If continuation sheet Page 5 0f9
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3. The Maintenance Director
K028 Continued From page 5 K029 will provide training to the
shall be safeguarded by a fire barrler having a facility's Management Staff
1-hour fire resistancs raling or shall be provided on storage within their offices
with an automalic extinguishing system In by 3/16/2014. The !
accordance with 8.4,1. The automatic Administrator will re-educate
extinguishing shall be permilted to be in the Maintenance Director on
accordance with 19.3.6.4. Where the sprinkler the requirement of door
| option is used, the areas shall be separated closures for areas that
from olher spaces by smoke-resisting partitions contain combustable
and doors. The doors shall be self-closing or material. This willbe
automatic-closing. Hazardous areas shall : °°Té"°?ted by March 15,
include, but shall not be restricted to, the 2014.
following:
(1) Boller and fuel-fired heater rooms 4. 3"? t“’“e a q‘;_.""’i"er- the
i (2) Central/bulk laundries larger than 100 fi2 anin et f’ec“’r will do
(6.3 m2) n inspection o
officesfstorage areas to
{(3) Paint shops ensure that the facility is
{4) Repair shops.. . .. ‘meeting NFPA standards.
(6) Soiled linen rooms The results of the Inspection
~ . [(6)Trash coflection rooms will be reviewed by Quality
(7) Rooms or spaces larger than 50 12 (4.6 m2), Assurance Committes
' including repalr shops, used for storage of monthly to assure ongoing
combustible suppiies compliance. if at any time
and equipment in quantities deemed hazardous concerns are identified the
by the authorlty having jurisdiction Quality Assurance
(8) Laboratories employing flammabie or Committee will convene for
combustible materials In quantities less than reviewand
those that would be considered a severe hazard. recommendations. The
'+ Exception: Doors In rated enclosures shall be Quality Assurance
permitted to have nonraled, factory or Commmittee will cansist of at a
field-applied _ ;qmmr‘num ﬁfge :I){rector of '
protective plates extending not miore than Bﬁ;fngg; Of’}l‘cg':;’at” ' "
48 In. (122 cm) above the bottom of the door. Assistant Director of Nocin
K143 { NFPA 101 LIFE SAFETY CODE STANDARD K 143 Dietary Services Manager, %
§8=D ‘ Maintenance Director,
Transferring of oxygen is: Activities Director, and Social
Services Director. The
(a) separated from any portion of a facliity Medical Director will be
wherein patients are housed, examined, or aftending at least quarterly. 5. 37162014
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. I K143 Life Safety Code Standard
K 143 Continued From page 6 K 143 _
treatad by a separation of a fire barrier of 1-hour i 1. The mechanical vent in the
fire-resistive construction: room where oxygen is being
filled and stored will be

| with NFPA 99 and the Compressed Gas

{b) In an area that is mechanically ventilated,
sprinklered, and has ceramic or concrete ﬂoorinlg;

and

{c) In an area posted with signs indicating that
transferring Is occurring, and that smoking in the
immediate area Is not permitted in accordance

i Association, 8.6.2.5.2

This STANDARD is not met as evidenced by:
Based on observation, interview and plan of

correction review, it was determined the facility
falled to assure the room being used to transfer
liquid oxygen was rated per NFPA requirements,
The deficlency had the potential to affect one {n
of three (3) smoke compariments, twenly-four
(24) residents, staff and visitors. The facliity is
certified for fifty (50) beds and the census was
thirty-eight (38} on the day of the survey. The
facility failed to ensure the oxygen transferring

room was mechanically ventilated and had proper
signage indicating trans-filling was oceurring, ;

The findings include:

Observation, on 02/13/14 at 10:57 AM with the
Maintenance Supervisor, revealed the room in
which oxygen was being transferrad did not have

| proper ventifation. -The room was equipped with

repaired by the Maintenance
Diregtor by March 16, 2014,
Proper signage was placed
door of room on February
12, 2014 by the Maintenance
Director.

2. This is the only room utilized
for filling/storing of oxygen
tanks/materials. The

; mechanical vent in the room

where oxygen is being filled

and stored will be repaired
by the Maintenance Director
by March 15, 2014, Proper
signage was placed door of

room on February 12, 2014

by the Maintenance Director.

3. The Administrator wiil
inservice the Maintenance
Director for the need of
signage on oxygen room and
to ensure that the ventilation
fan is checked one time a
month (1) for proper
functioning, This will be

; completed by March 15,

2014,

J

|
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K 143] Continued From page 7 K143, 4. One time a quarter the
a mechanical vent but it was not functioning. Maintenance Director wiii
inspect the room to ensure ;

Further observation revealed the oxygen
trans-filling room did not have proper signage
[ Indicating trans-illing was occurring In the room.

Interview, on 02/13/14 at 10:67 AM with the
Maintenance Supervisor, revealed the raom had
the proper signage on it but was unsure of who
removed the signage, Further interview revealed
he was unaware of when the efectrical fan had
stopped working in the room.

Reference: NFPA 99 (1999 Edition),

8-6.2.6.2 Transferring Liquid Oxygen.
Transferring of liquid oxygen from one container
to another shall be accomplished at a ioeation
specifically designated for the fransferring that is
as follows:

a, Separaled from any portlon of a facility wherein ;
patients are housed, examined, or treated bya.
separation of a fire barrier of 1-hour fire-resistive
construction; and

b. The area is mechanically ventilated, Is .
sprinkiered, and has ceramic or concretd flooring;

and

c. The area is posted with signs Indicating that
transferring is occurring, and that smoking in the
Immediate area is not permitted.

Transferring shall be accomplished utilizing
squipment designed to comply with the
performance requirements and producers of CGA
Pamphlet P-2.6, Transfilling of Low-Pressure
Liguid Oxygen to be Used for Respiration, and
adhering to those procedures,

The use and operation of smali portable liquid

| oxygen systems shall comply with the

| requirements of CGA Pamphlet P-2.7, Guide for

[

that the vent is furictioning
and signage remains in
Place. Licensed Nursing
staff will be provided training
by the Director of Nursing to
immediatsly notify the
Maintenance Director if the
vent is not working. This will
be completed by March 15, i
2014. ‘

5. 3M6f2014

e —— s e
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K 143 Continued From page 8 K 143
the Safe Storage, Handling and Use of Portable
Liquld Oxygen Systems in Health Care Faciliffes.
!
;
j i j
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