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An abbreviated standard survey (KY18495) was
tnitiated on 06/19/12 and conciuded on 06/21/12.
The complaint was substantiated. Deficient
practice was identified with the highest scope and
severity at "G level, with an opporiunity to
cofrect. ] )

F 157 | 483.10(b){11) NOTIFY OF CHANGES F 157
55=G | {INJURY/DECLINE/ROOM, ETC) '

Afaciiity rmust immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested famity member when there is an
accident invoiving the resident which resutts in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mentat, or psychosocial status (f.e., a
deterioration in health, mental, or psychosodial
status in either life threatening conditions or -
clinical complications); a need to alter treetment
significantly {l.e., a need to disconfinue an
existing form of treatment due to adverse e

consequences, of tg commence & new farm of ’ Soug:;?rﬁoEnﬂgge@:?‘E;thf{ghch
treafiment); or a decision o fransfer ar discharge : e
the resident from the facility as specified in

§483.12(a).

The faciity must also promptly notify the resident
and, If known, the resident's legal representative
or interested family member when there is a
change in room or ropmmate assignment as
specified in §483.15(e)(2); or a changein .
resident rights under Federal or State law or
regulations as specified in paragraph {b)(‘[) of
this secfion.

ECEIVE

JUL 19 201

The@'mj_mu%t record and penodically update
LABORATCRY QMEWOWDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (46 DATE

7 /40&»»@741 =04 Q,,/ lf 2aia_

Any deﬁc-ené statement ending with an asterisk (‘) denotes a deficiency which the msﬂtutmﬁ may be excused from comeciing providing |t/ is du{:rrmnad that
other safeguards provide suffisient protection o the patients. (See instructions.) Except for nursing homes, the findings stated above are discloseble 50 days
following the date of survey whether or not a plan of comection is provided. 'For pursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallahle to the facility. If deficiencies are cited, an approved plan of comaction is requisite to continued
program participation,
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the address and phone number of the resident's
legal representative or interested famify member.

This REQUIREMENT is not met as evidenced
by:

Based pn observation, interview, record review,
policy review, and review of the facility
fnvestigation it was determined the facility failed
to ensure the physician was notified when one of
three sampled residents (Resident #2)
experienced a change of condition and decline in
function after a fall. On 03/27/12, Resident #2
was ambulating, unassisted, from the bed and
sustained a fall. The facility notified the resident's
physician of the fall and an x-ray was obtainad of
the resident's pelvis, sacrum, and coceyx which
revealed no evidence of fractures. However,
Resident #2 suffered pain and a decrease in
function following the fall, from 03/28/12 through
04/03/12, a timeframe of seven days, and.the
physician was not noftified of the change in the
resident's condition, On 04/03/12, following a
radiology examination, Resident #2 was
diagnosed to have a fractured pelvis.

The findings inciude:

A review of the facility's policy "Physician/L.egal
Representative Notification," dated June 2003,
revealed the facility was required fo inform the
resident's physician when there was a significant
change in the resident's physical, mentai, or
psychosocial status, e.g., deterioration in health,
mental, psychosocial status in either life
threatening conditions or clinical complications.

Areview of Resident #£2's medical record

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER; COMPLETED
A. BUILDING
B. WING c
185270 ’ 06/2172012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
301 S MAIN STREET, PO BOX 438
CUMBERLAND VALLEY MANOR y
BURKESVILLE, KY 42717
X9m | SUMMARY STATEMENT OF DEFICIENCIES D 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 APPRGERIATE DATE
DEFICIENCY)
F 157 | Continued From page 1 F 157

FORM CMS-2567(02-09; Previous Versions Obsoiete Event 1D: WYKM11

Facility ID: 100474

If continuation ghéet Page 2 of 27




PRINTED: Q7v/06/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES : - OMB NO. 0938-0391
STETEMENT GF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED

. A BUILDING g
c
B. WING :
185270 : © 062112012
NAME OF PROVIDER OR SUPP!.IER : STREET ADDRESS, CITY, STATE, ZIP CODE

301 S MAIN STREET, PO BOX 438

CUMBERLAND VALLEY MANOR BURKESVILLE, KY 42717

(Xd) D SUMMARY STATEMENT OF DEFICIENCIES : iD ‘ PROVIDER'S PLAN OF CORRECTION (%5}
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
DERCIENCY)
F 157 | Continued From page 2 ‘ F 157

: revealed the facility admitted the resident on
(01/06/12, with diagnoses to include Aftercare
Traumatic Fraciure of the Right Hip, Anxiety, and
Alzheimer's Disease. In addition, the resident
was receiving Physical Therapy and Occupational
Therapy. :

Areview of an "Event Report Investigation" for
Resident #2 revealed on 03/27/12, at 5:03 AM,
the resident's personal alaims sounded and,
upon entering the resident's room, Licensed
Practical Nurse (LPN) #1 found the resident lying
on the floor on his/her back. The report revealed
1 the resident hit his/her head and was complaining
of hip pain. Based on documentation in the
report, the resident experienced no obvious
trauma but staff was unable to perform range of . ) !
motion to assess Resident #2 due to his/her ‘ : A i
complaints of pain in the right hip/leg area. The ' ' '
report revealed the resident's physician was
notified of the fall and the physician reguested the
resident be transported to the hospital for a
radiology examination. A review of a hospital
report dated 03/27/12, revealed Resident #2 had
fallen at the facility and complained of pelvic pain.
An x-ray of the resident's pelvis, sacrum, and
coccyx was obtained and revealed no evidence of
a fracture.

Continued review of Resident #2's medical record
revealed physician's arders dated March 2012
and April 2012 for the resident to recetve 650
milligrams {mg) of Tyleno! (non-opioid analgesic)
every four hours as needed for mild to moderate !
pain. In addition, the physician's arders revealed
facility staff could administer 500 mgq of Lortab
{anaigesic) to Resident #2 every eight hours as )
needed for maderate {o severe pain. Areview of ' ' ‘ g
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Resident #2's medication administration record
{MAR) revealed the resident had not requested ‘ )
the pain medication during the month of March '
until the day of the fall on 03/27/12 and, based on
documentation, frorm 03/27/12 through 04/03/12,
. the resident received the prescribed Tylenol ten
times for mild to moderate pain. Further review
of the MAR revealed Resident #2 had not
received the preseribed Lortab during the month
of March untit the day of the fall on 03/27/12 and,
based on documentation, from 03/27/12 to
04/03/12, Resident #2 received Lortab for pain
three times.

Areview of Resident #2's'Physical Therapy (FT)
plan of care, updated 03/05/12, revealed the - . :
resident had shown progress in alt areas of care, o
:| demonstrated improved transfer and gait status, ‘ :
and ambulated with the assistance of one staff
‘person. A review of PT progress notes dated
03/20/12 through 03/26/12, revealed Resident #2
had met the short-term goal to perform transfers
from bed to chair with assistance of one person,
and to propel self in the wheelchalr to meals with
verbal cues and supervision. The therapist's
written summary revealed the resident continued
to participate weil, showed progress foward
treatment, and required the assistance of one for
transfer from bed to chair. Continued review of
documentation revealed an updated Physical
Therapy plan of care dated 04/03/12, which
revealed the resident experienced a fall on
03/27/12, and was transported for x-rays, with no
fracture noted. According to the plan of care, the
resident had been exiremely sore with reported
pain levels of 9 out of 10 on the pain scale, had
experienced a decline in status with greater
assistance required with transfers and
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ambulation, and noted that although the resident
was improving daily hefshe had nof retumed to
the level of the resident’s previous function.

An interview conducted with Physical Therapist
{(PT) #1 on 06/21/12, at 12:14 PM, revealed
Resident #2 had been admitted to the faciiity for
rehabilitation following a fracture. According to
the therapist, the resident had improved and had
| shown progress toward mobility and functional
status until after the fall sustained on 03/27/12.
The therapist stated Resident #2 had increased
pain and complained of stiffness and soreness
after the fall and had experienced a decline in
status. Further interview revealed the PT
informed the resident’s nurse during the week of
03/26/12 to 04/03/12, of the increase in pain and
decline in function. PT #1 acknowledged that she
had not called Resident #2's physician to inform
him of the increase in pain and decling in
function. PT #1 also stated prior to the resident's
fall, Resident #2 was fransferred with the
‘assistance of one staff person and ambulated
with minimal fo moderate assistance of one staff
person. PT #1 staied after Resident #2 sustained
the fall on 03/27/12, Resident #2 required the
maximum assistance of two staff members for
ambutation.

Interview with Certified Nursing Assistant (CNA)
#1 on 06/21M12, at 11:37 AM, revealed after
Resident #2's fall on 03/27/12, the resident was
"hurting really bad.” CNA#1 further stated
Resident #2 was no longer able to assist staff
with activities of daily living and would hold her/his
side when staff assisted the resident with such
things as fransferring from the bed, CNA#1
stated she reporied the resident's condition to the
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nurse or medication techniciah and they gave
Resident #2 Tylenol for pain. :

Interview with CNA#2 on 06/21/12, at 11:38 AM,
-revealed after Resident #2 experienced the fall on.
03/27112, the resident could no longer get out of
bed, CNA #2 stated staff had to perform

complete bed baths instead of taking the resident
to the bathtub and Resident #2 required the
assistance of two staff persons after the fall.
CNA#2 further stated prior to the fall, Resident

#2 was golng to therapy, walking up and down

the hall, and "doing well." :

On 04/03/12, Resident #2 had a foliow-up
appeintment with a physician for evaluation of a
previous right femaral neck fracture {right hip
fracture). A review of the physician's evaluation
"dated 64/03/12, revealed the physician conducted
a foliow-up examination of Resident #2 related to
the previous right femoral neck fracture (right hip
fracture) and based on documentation the
physician also noted the resident had sustained a
fall, a week prior to the visit, and had experienced
pain in the groin area since the fall. An x-ray was
ohtained on 04/03/12, and revealed Resident #2

5 had a right irferior pubic rami fracture (a fracture
of the nght pelvic bone).

tnterview with Registered Nurse {RN} #1 on
08/21M12, at 11:17 AM, revealed Resident #2
expenenced increased pain the week after the fall
on 03/27/12, and wouid hold her/his side when
assisted. RN #1 further stated she "kept
questioning” the x-ray taken on 03/27/12, that
revealed no fracture. Interview further revealed
RN #1 could not remember if Resident #2's

. physician had been notified of the resident's
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increased pain and decrease in function.

Intarview with Resident #2's physician on
06721112, at 11:15 AM, revealed the physician
could not remember if facility staff hac contacted
him after the resident had sustained the fall on
03/27/12, to inform him of Resident #2's _
. increased complaints of pain and functional ‘
decline. Further interview revealed the facility ,
staff would routinely fax him any updates or netes
on residents, he would write and sign an order If
needed, and fax the order back to the facility. i
The physician was not able te find nofification
fromn the facility related to a change in the
resident's condition after the resident's fall on
03/27/12. The physician further stated he wouid
expect facility staff to notify him of a resident's
increase in pain and functional decline.

F 281 | 483.20(k)(3)()) SERVICES PROVIDED MEET F 281
§8=D | PROFESSIONAL STANDARDS

The services provided or amanged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by: _
‘Based on interview, recard review, and review of ‘|
facility policy it was determined the facikity failed
to follow physician's orders for one of three
sampled residents (Resident#1). Resident #1
did not receive the 9:00 PM medications as

| prescribed by the physician.

The findings inciude:

A review of the facility policy, "Medications,
Administration”, dated 07/16/00, revealed
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designated staff members were reguired to
provide medications in accordance with
physician's orders, and to document on the
resident's medication sheet any failure to
administer medications and/or the refusal of the
resident to take medications, regardless of the
reason.

A review of Resident #1's physician's orders for
June 2012 revealed a physicitan’s order for the
resident to receive two 10 milligram {mg) tablets
of Namenda (central nervous system drug) at
bediime; one 25 mg tablet of Seroquel
{antipsychotic} at bedfime, and 50 mg of Zolpit
{antidepressant) at bedtime.

Although a review of Resident #1's medication
administrafion record (MAR) for June 2012
revealed Medication Technician {MT) #1
administered Namenda, Seroguel, and Zoloft on

+ 06/07/12, at 9:00 PM to Resident #1, inferview
with MT #1 on 06/19/12, at 7:24 PM, revealed he
had failed to administer the medications.
According fo MT #1, he had prepared
medications Namenda, Seroquel, and Zoloft for
Resident #1 and prior fo giving the medications
he had been called away from the medication cart
to assist another staff member with another
resident. MT #1 stated he put the medications in

i the cup and locked them in the medication cart
and forgot fo give the medications to Resident #1
after assisting the other staff member.

F 282 | 483.20(k)(3)(i} SERVICES BY QUALIFIED F 282
$5=G | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persans in
accordance with each resident's written plan of
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This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
! the facility's investigation, it was determined the

. facility. failed to ensure services were provided in

i accordance with the written plan of care for two of
three sampled residents (Residents #1 and #2).
Areview of Resident #1's plan of care revealed
the resident had been assessed to require the
use of foot pedals on the wheelchair. However, |
pn 04/25/12, Ceriified Nursing Assistant (CNA) #3
failed to apply foot pedals to Resident #1's
wheelchair and Resident #1 fell out of the
wheelchair and hit his/her head on the fioor.
Resident #1 was lafer transported to the hospital
and diagnosed with & fracture of the spine. In
addition, Resident #2's plan of care indicated the
- resident required the use of an alam to the

! wheelchair when the resident was in the

{ wheelchair, On 04/29/12, Residen: #2 was
seated in a wheelchair in the chapel of the facility
and siaff left the resident without staff ;
supefvision. Documentation revealed Resident :
#2 stood up cut of the wheelchair and attempted ,
to take a step before falling to the ground. It was o _
discovered the alarm on Resident #2's wheelchair ' :
was not piugged in and therefore was not working | ;
at the time of the fall. Resident#2 did not suffer .
-any injuries due to the fall, -

[
;
i

The findings include:

Interview with the Facility Compliance Officer on
06/21/12, at 5:48 PM, reveaied the faciiity did not
have a policy on care plans and stated resident
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care plans were updated with each Minimum
Data Set (MDS) update and as needed.

1. Areview of Resident #1's medical record
reveated the facility admitted the resident on
01/15/12. Resident #1's diagnoses included Late
Effect Stroke, Alzheimer's Disease, Dementia
with Depression, Psychosis, and Anxiety.

A review of Resident #1's plan of care revealed
facility staff assessed Resident #1 on 01/18/12, {o
have an alteration in mobility related to the risk for
falls and a diagnosis of late effect stroke and

" | arthritis. Documentation in the plan of care
revealed Resident #1 required extensive
assistance with bed mobility, transfers,
locomotion on/off unit, was nonambulatory, and
was a high risk for falis. Centinued review of the
plan of care revealed a foot rest was to be used
on Resident #1's wheelchair and was to be kept
at the nurses' siation while not in use, In addition, ‘ ‘
the plan of care revealed Resident #1 and staff : ' |
were fo be instructed on the appropriate use of 3
ass:stwe/supportrve devices.

A review of Resident #1's Quarterty Minimum
Data Set (MDS) assessment dated 04/03/12,
revealed the facility assessed Resident #1's
cogmnition io be moderately impaired. The
assessment revealed the resident had upper
extremity impairment, used a wheelchair,
required extensive assistance of two for fransfers,
and extensive assistance of one for locomaotion to
areas off the unit, such as the dining roem. In
addition, documentation revealed the resident
had experienced two falls since the prior
assessment that resuilted in no injures.
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| Resident #1 revealed on 04/25/12, at 11:15 AM,

Continued From page 10
Areview of an "Event Report Investigation" for

Resident #1 sustained a fall from the wheelchair. |
According to the report, Resident #1 was seated
in a wheeichair and CNA #3 was pushing the
resident's wheelchair to the dining room when the
resident put his/her feet down on the floor
causing the wheelchair to tip and the resident fell
forward to the floor. The resident was assessed
to have a slightly swollen and darker right eye.
Further review of the investigation revealed
Resident #1 had a physician's order for foot
pedals to be placed on the wheelchair when staff
was assisting the resident in the wheelchair.

Interview with CNA#3 on 06/20/12, at 12:55 PM,
revealed Resident #1 was a high risk for falls due
to previous falls. CMA#3 stated each resident's
care pian stated what interventions facility staff
was to put into place to prevent falls, and each
resident's care plan was "back there to look at.”
CNA#3 stated she was pushing Resident #1 in
the wheelchair to the dining room on 04/25/12,
and Resident #1 put his/her feet down on the
fioor while the wheelchair was moving, CNA#3
stated the resident was wearing non-skid diabetic
shoes and when he/she put the shoes on the
floor, he/she fell out of the wheelchair. CNA#3
stated she attempted to stop the resident from
falling out of the wheelchair by hoiding the
resident's shoulders, but failed to prevent the fafl,
Interview further reveated Resident #1 did not
have foot pedals on the wheeichair at the time of
the fall. CNA #3 stated "honestly” she "didn't
know [Resident #1] had them, had never seen
[the pedals] on [his/her] wheelchair, didn't know
[the pedals] was on the care plan till after” the fall
occurred, According to CNA#3, she knew

F 282
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Resident #1 had foot pedals for the wheelchal
previously but was nat aware the resident still
required the use of the foot pedals.

Interview with RN #1 on 06/20/12, at 8:45 AM,
revealed she was sitling at the nurses’ desk on
04/25/12, when she heard scmecne say "oh no"
and when she looked up cver the desk Resident
#1 was falling out of the wheelchair. RN #1

: stated CNA#3 attempted to hold the resident's

i shouiders to prevent the fall but was unsuccessful
and Resident #1 continued fo falt and fanded on
the upper body with the head on the floor. RN #1
further stated there were no foot pedals on
Resident #1's wheelchair at the time of the fall.

Areview of the hospital record dated 04/25/12,
: revealed Resident #1 was diagnosed with a C1
ring (part of the cervical spine} fracture and a
fracture of the odontoid process (part of the -

cervical veriebrae).

2. Areview of Resident #2's medical record
revealed the facility admitied the resident on

: 01/06/12, with diagnoses to include Aftercare
Traumatic Hip Fracture, Anxiety, and Alzheimer's
Disease. The resident was also to receive
physical and occupational therapy.

Areview of Resident #2's plan of care dated

i 01/19/12, revealed the resident had an alteration
 in mobility related to a history of falls and
diagnosis of Aftercare Traumatic Fracture of the
Hip. According io the plan of care, Resident #2
required assistance from staff with bed mobility,
transfers, ambulation, and locomotion. The

! facility had assessed the resident to require an

! alarm on the wheeichair at all times as an

I
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approach to prevent falls.

A review of the facility's investigation, inciuding
the Event Report dated 04/28/12, revealed on
04/29/12, Resident #2 was in the chapel, left
unattended by staff, and attempted to stand from
the wheelchair and take a step when the resident
feli to the floor. Further review of the fall
investigation revealed the alarm on the
wheelchair did not sound when the resident stood
up from the wheelchair, Documentation on the
report revealed the personal alarm had not been
properly connacted to the resident's wheelchair at
the fime of the resident's fali.

Interview with CNA#5 on 06/20/12, at 11:40 AM,
revealed the CNA had assisted Resident #2 into
the wheelchair prior io the resident being
transported to the chapel on 04/29/12. CNA#5
stated when the resident was assisted out of bed
| and into-the wheelchair, the alarm on the bed and
the floor alarm were sounding, and when she
turned around to turn the alarms off, another staif
member left the room with Resident #2 in the
wheelchair. CNA#5 stated she did nof check fo
ensure the wheelchair alarm was plugged in and
properly working before the facility staff left the
room with the resident. However, CNA #5 stated
she was aware Resident#2 required the use of
an alamm on the wheelchair to prevent falls.

Interview with Certified Nursing Assistant {CNA)
#4 on 06/20/12, at 11:21 AM, revealed
interventions that were required to be put in place
to assist residents and prevent falls were listed on
each resident's plan of care. CNA #4 further
stated she had been educated by the facility on
falls. Interview with CNA#4 further revealed on
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04/29/12, the CNA was assisting residents from
the chapel and ta their rooms. CNA#4 reported
she was walking back to the chapel o assist
more residents when she observed visitors that
had been in the chapet standing in the hallway .
stating a resident bad fallen. CNA#4 stated she
observed Resident#2 lying on the floor of the
chapel and although there was an alarm on the
wheelchair the alarm was not sounding. CNA#4
stated she had not checked the alarm since cther
staff members had brought the resident into the
chapel and the CNA assumed the staff would
have ensured the alarm was working when the
resident was assisted into the wheelchair.

Interview with the Restorative Coordinator on
06/20/12, at 2:54 PM, revealed it was the
responsibility of the GNA who transported
Resident #2 into the chapel to ensure the alarm
was working- properly prior to leaving the resident :
in the chapel. The Restorative Coordinator
further stated the Restorative Department was
responsible for checking each resident's alarm
one time a day. CNAs who warked on the fioor
were responsible for ensuring all alarms were in
place and functioning properly prior to leaving the
resident and every two hours throughout the day. |
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

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 well-being, in
accordance with the comprehensive assessment
and pian of care.

F 282

F 309
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This REQUIREMENT s not met as evidenced
by:

Based on interview, record review, and a review
of the facility policy it was determined the facility
failed to provide the necessary care and services
to attain or maintain the highest practicable
physical, mental, psychosocial well-being for one
of three sampled residents (Resident #2}. )
Resident #2 experienced a fall on 03/27/12; an
x-ray that same day revealed no fractures.
However, from 03/27/12 to 04/03/12, the resident
experienced an onset of pain and a decline in
functional ability. -Facility staff failed to evaluate
Resident#2's pain to determine the cause and
characteristics of the pain and factors that
influenced the pain. On 04/03/12, seven days
after the resident sustained the fall,-a second
| x-ray revealed the resident had a right peivic
fracture. According to the resident's physician, it
was not uncommon for a fracture not to show on
the first x-ray due to swelling.

The findings include:

Areview of the facility's "Pain Management”

| policy and procedure, not dated, revealed all
residents wokid be assessed for their jevel of
pain and the effectiveness of pain management
therapy would be monitored, in addition, the
poficy revealed staff was to conduct a Chinical
Pain Assessment of all residents upon admission,
‘quarterly, and with any significant change in their
behavior or activity levet. According to the policy,
if staff identified a resident had issues andior met
certain criteria, such as use of "as needed" pain

! medications which required the assessment of
the severity of pain, staff was o impiement an

|
Event 10: WYKM11
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electronic pain management record. The policy
revealed staff was also to conduct cbservations
on each shift, and as needed, of the resident's
level of pain and cognition.

Areview of Resident #2's medical record
revealed the facifity admitted the resident on
01/06/12, with diagnoses of Aftercare for
Traumatic Hip Fracture, Anxiety, and Alzheimer's
Disease. The resident was also recelving
physical and occupational therapy. A review of
the resident's admitting Minimum Data Set (MDS)
dated 01/13/12, revealed facility staff assessed
Resident #2 o require extensive assistance of
two staff persons for bed mobility, transfers, and
when walking in the room. Further review
revealed prior to admission the resident had a
history of falls with fracture. Continued review of
the MDS revealed the resident had indicated
during the five days prior to the date of the
assessment completed on 01/13/12, that the
resident had not experienced pain that made it
difficuit to sleep and indicated that "mild” pain had
limited the resident's day to day activities. A
review of a quarterty MDS dated- 04/02/12,
révealed under the pain assessment the resident
had not received a scheduied pain medication, an
as needed paln medication, or a non-medication
intervention for pain in the five days prior. When
asked if the resident had pain or any hurting in
the last five days according to the MDS the
resident responded no. However, review of
Resident #2's Medication Administration Record
revealed the resident did receive pain medication
the five days prior to the completion of the MDS.

A review of the plan of care developed by facility
staff for Resident #2 and dated 01/18/12, )

[
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revealed staff assessed the resident to have a
"problem" area related fo pain and developed

‘| inteérventions which included to evaluate the
resident's pain in accordance with facility palicy,
administer pain medications as ordered, and
evaluate the effectiveness of the pain medication.

A review of a facility investigation, including an
"Event Report" reveated on 03/27/12, facility staff
heard Resident #2's safety alarms sounding and [
upon entering the resident's room abserved the : :
resident fying on the floor on his/her back.
Resident #2 reported he/she hit her/his head and
was having hip pain. Documentation reveaied
facility staff was unable to perform range of
motion due to the resident's complaints of right
hip/leg pain. Based on documentation, Resident
#2 was sent fo the hospital on 03/27/12, for

; evalyation and according to documentation dated
03/27/12, an x-ray was obtained and revealed no
evidence of a fracture.

A review of Resident #2's clinical pain _ :
assessment dated 03/30/12, revealed staff !
assessed the resident's pain during the five days
{03/25/12 through 03/29/12) prior to the

i assessment date, and noted the resident had
expenenced pain almost congtantly, which made
it difficult for the resident to sleep at night, and
limited the resident's day to day activities. The
resident reported the pain was located in the right
hipfback area and the resident described the pain
as "sharp,” "dull”, "shooting,"” and "aching." In
addition, the resident reported sitting down made
the pain less intense, while walking/lying made
the pain worse. Facility staff also assessed the
resident's nonverbal indications of pain such as
crying, whining, gasping, moaning, or groaning,
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| and facial expressions such as gnmaces, winces,
wrinkled forehead, furrowed brow, clenched
teath, or jaw. Documentation revealed staff also
observed during the five day look back period
physical indications of the resident's pain such as
protective body movements and/or postures
{such as bracing, guarding, rubbing, or
massaging a body partfarea, clutching or holding
a body part during movement). Continued. review
of the assessment revealed the resident should
be repositioned often, have frequent rest periods
with activity, Tylenol/Lortab was to be
administered "as needed,” and staff was to
contact the resident's physician with an increase
in the resident's pain or pain that was not relieved
with the administration of the "as needed"”
medications.

A review of a pain roster established by facility
staff to monitor Resident #2's pain revealed
Resident #2 had been assessed for pain 78 times
from 03/01/12 through 03/26/12, and prior to the
resident's falt on 03/27/12, and the resident had
only reported pain 6 of the 72 times. However,
documentation on the pain assessment roster
from the time of the resident's fail on 03/27/12
and through 04/03/12, revealed facility staff had
assessed Resident #2 26 times for pain and the
resident had reported pain-on 9 occasions, In
addition, a review of Resident #2's Medication
Administration Record (MAR]) reveaied the
resident had not requested the prescribed pain
medication during the month of March until the
day of the fall on 03/27/12, and based on
documentation, from 03/27/12 through 04/03/12,
the resident recefved the prescribed Tylenol ten
times for mild tc moderate pain. Further review
! of the MAR revealed Resident #2 had not
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received the prescribed Lortab during the month
of March until the day of the fall on 03/27/12, and
based on documentation, from 03/27/12 to
04/03/12, Resident #2 received Lortab for pain
three times.

Areview of a Physical Therapy updated plan of
care dated 04/03/12, revealed Resident #2
experienced a fall on 03/27/12, and was
transported to the hospital for an x-ray which
revealed no evidence of a fracture. -
Documentation by Physical Therapist #1 revealed
the resident had been extremely sore with a
reported pain kevel of 9 out of 10. In addition,
based on docurnentation in the therapist's notes,
Resident #2 experenced a decline in status with
greater assistance reguired with transfers and
ambulation. .

Documentatien in the medical record revealed
Resident #2 expenenced a decline in condition
and an increase in pain after the fall sustained on
03/27112, However, a review of nursing notes

‘| and physician's orders from 03/27/12 {the day of
the fall) through 04/03/12, revealed no
documentation that Resident #2's physician had
been notified of Resident #2's increase in pain,
requirement of pain medication daity, or the
decline in the resident's funcition. While review of
the medical record revealed facility staff assessed
Resident #2's pain level and location of the pain
prior to administenng pain medication, there was
no documentation that facility staff was
attempting to find the origin of the pain and
reason for the decline in function.

f‘ Interview with Physical Therapist (PT) #1 on
06/21/12, at 12:14 PM, revealed since the
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resident was admitted on 01/06/12, Resident #2
had displayed progress related {o mobility and
functional status. The PT stated Resident #2
experenced an increase in pain, complaints of
stiffness and soreness, and experienced a
decline from the fall on 03/27/12 untit the
diagnosis of a right pelvic fracture on 04/03/12.
Further interview revealed the PT informed the
resident's nurse during the week of 03/26/12 to
04/03/12, of the increase in pain and decline in
function. PT #1 acknowledged that she had not
called Resident #2's physician to inform him of
the increase in pain and deciine in function.

Interview with Registered Nurse (RN) #1 on
06/21/12, at 11:17 AM, Certified Nursing Assistant
{CNA) #1 on 08/21/12, at 11:37 AM, and CNA#2
on 06/21/12, at 11:38 AM, revealed they had
observed Resident #2 experience an increase in
pain and a decline in function after Resident #2's
fall on 03/27/12. CNA#1 stated Resident #2 was

“hurting really bad” after the falf on 03/27/12, and

had a decline in his/her abiliies such as getting
out of bed. CNA#1 stated she informed the
nurses and they administsred pain medication to
the resident CNA#2 stated after the fall on
0372712, staff was no longer able to get Resident
#2 from the bed into the bathtub; facility staff had
to perform bed baths each day. CNA#2 staied

| prior to the fall Resident #2 had been ambulating
i in the hall, "doing well," and after the fall the

resident was a total assist of two staff persons. In
addition, RN #1 stated she kept "questioning”
while taiking to other facility staff the x-ray which
indicated no fracture. RN #1 further stated after
the resident's fali on 03/27/12, when staff
assisted Resident #2 to a standing position, the
resident would hold his'her side. RN #1 stated
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decline in function.

| Interview with Resident #2's family member on

. experienced an increase in pain and went from
; ambulating in the hall with assistance of one staff

. pelvic bone.

Continued From page 20

she could not remember if she contacted
Resident #2's physician between 03/27/12-and
04/03/12, related to the increase in painand -

06/20/12, at 4:00 PM, revealed the resident was
admitted to the facility for rehabilitation after a fall
at home that resulted in a right hip fracture. In
addition, the family member stated the resident
felt on 03/27/12, at the facility and was sent to the
hospital for an x-ray which revealed no evidence
of a fracture. According to the family member,
during the week following the fall, Resident #2

person to not ambulating at all. The family -
member stated she had spoken to the physical
therapist during the week of 03/27/12 to 04/03/12,
and was told if Resident #2 did not start showing
improvement and a decrease in pain, the facility
wouid "need to do something." Further interview
revealed the resident's family member
accompanied Resident #2 to a previously
scheduled appoiniment to the resident's
orthopedic surgeon on 04/03/12, to follow up from
the righi hip fracture that had occurred prior to
admission., The resident's family member stated
he/she informed the surgeon of the resident's falt
on 03/27/12, and the increase in pain and
decrease in funciion. According to the family
member, the surgecn performed another x-ray
and diagnosed Resident #2 with a fractured r:ght

A review of an evaluation from Resident #2's
follow-up visit on 04/03/12, with the orthopedic
surgeon revealed the resident felf about a week

F 309
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agc and had experienced pain in the groin area,
difficulty standing, and a hard time walking since
the fall, Further review revealed an x-ray was
taken on 04/03/12, which showed a right inferior
pubic rami (a part of the pelvic bone) fracture.

Interview with Resident #2's attending physician
on 06/21/12, at 5:00 PM, revealed the physician
could not recali if the facility staff had informed
him the resident experienced an increase in pain

-\ and/or & decline in physical functioning after the
fali sustained on 03/27/12. The resident's
attending physician staied that facility staff would
either call or fax him regarding reports or updates
of resident conditions and would usually fax him a
form with any information he needed to be aware
of regarding the residents. The alfending
physician stated he was unable to find any faxed
information from facility staff refated to the
resident's increase in pain and decline in function
| after the fall sustained on 03/27/12. Interview
further revealed it was not uncommon fora , ] 3
fracture to not show up on the first x-ray. The : ' i
physician stated sometimes it takes time for the ) : ' o ;
sweliing to go down and the fracture to show up ! |
on the x-ray. '

F 323 | 483.25(h) FREE OF ACCIDENT F 323 S
§5=G | HAZARDS/SUPERVISION/DEVICES . :

The facility must ensure that the resident ]
environment remains as free of accident hazards ;
as is possible; and each resident receives
adequate supervision and assistance devices o
| prevent accidents.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
policy review, and review of the facility's o
investigation, it was determined the facility failed |
10 ensure adequate supervision and assistive
devices were provided to prevent accidents for
one of three sampled residents (Resident #1).
Resident #1 was assessed by facility staff to be at
risk for falis, and facility staff had developed a
care plan for the resident that included the use of
foot pedals to the resident's wheelchair, On
04/25/12, staff failed to ensure the foot pedals
were in place on the resident's wheelchair and
the resident sustained a fall from the wheelchair
when staff was wheeling the resident to the dining
room. A review of documentation revealed
Resident #1 was diaghosed with a fracture of the
vertebrae as a result of the fall.

The findings include:

Areview of the facility's poiicy, "Falling Stars" (not ‘
dated) revealed a fall risk assessment was ‘
required to be completed on all residents upon C
admission, quarterty, when a change of status i
occurred, and after a fall. The policy indicated if a
resident scored "high risk” the resident wouid be
placed on the "Falling Stars” program and staff
‘woulld be alerted to the resident's status and the
need for possible interventions by a "gold star"
placed on the resident's door. Continued review

. of the policy revealed it was the responsibijlity of
all staff members to monitor ail residents _
assessed to be in the “Falling Star” program and
that all falis would be addressed znd investigated
for any/all factors by the interdisciplinary team.

|
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According to the policy, if a resident experienced
a fall an assessment and updated interventions
would be discussed and docummented by the
interdisciplinary team or fall prevention team. In
addition, the policy indicated residents in the .
"Falling Star" program were o be monitored
closely' when transferring from one surface to
ancther, ambuiating or attempting to ambulate,
attending activities, and standing up after they
had been sitting or lying down for a while,

Areview of Resident #1's medical record

revealed the facility admitted the resident on
01/15/12, with diagnoses that included | ate Effect
Stroke, Alzheimer's Disease, Dementia with
Depression, Psychosis, and Anxiety.

Areview of Resident #1's plan of care with a date
of 31/18/12, revealed facility staff assessed
Resident #1 on 01/18/12, to have an alieration in
mobility refated fo the risk for falls and diagnoses
of Late Effect Stroke and Arthritis. Based on the
plan of care, Resident #1 required extensive
assistance with bed maobility, transfers,
locomotion on/off the units, and was
nonambulatory and a high risk for falls. The pian
of care révealed a foot rest was to be used on
Resident #1°s wheelchair and was to be kept at
the nurses’ station while not in use, and staff was
to be instructed on the appropriate use of
assistive/supportive devices. A review of the
Certified Nurse Aide {CNA) care plan for April
2012 also revealed the resident was to have a
wheelchair foot rest on the wheelchair and the
foot rest was to be kept at the nurses' desk when
the wheelchair was not in use. 1n addition, a
review of Resident #1°s physician's orders for
April 2012 revealed an order for a wheelchair foot
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rest,

Areview of a fall risk assessment dated 04/02/12, |
revealed Resident #1 had an assessment score
of 100 and was at risk for falls. According to the
fall risk assessment a score of 65 or greater
meant the resident was at a high risk for falls.

A review of Resident #1's Quartery Minimum
Data Set (MDS) assessment dated 04/03/12,
revealed the facility assessed Resident #1 to be
moderately cognitively impaired. Further review
of the assessment revealed the resident required
extensive assistance of two staff persons for
transfers and the extensive assistance of one for
locomotion to areas off the unit, such as the
dining room. Further review revealed the resident
was assessed to have upper extremity
impairment, used a wheelchair, and had
experienced two falls since the prior assessment
that resuited in no injuries.

A review of the facility "Event Report
Investigation” revealed on 04/25/12, at 11:15 AM,
Resident #1 sustained a fall from the wheelchair.
According to the report, Resident #1 was seated
in a wheelchair and CNA#3 was pushing the
resident’s wheelchair fo the dining room when the
resident put his/her feet down on the floor
causing the wheslchair to tip and the resident fell
forward to the floor. The resident was noted with
a slightly swollen and darker right eye. Continued
review of the investigation revealed Resident #1
had a physician’s order for foot pedais to be
placed on the wheelchair when staff was
assisting the resident in the wheelchair. Further
review of the investigation revealed CNA#3
received a verbal warning for not following the
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resident's plan of care by not having the foot
pedals on the wheelchair when she wheeled the
resident in the wheelchair to the dining room.

Interview with CNA #3 on 056/20/12, at 12:55 PM,
revealed Resident #1 was a high sk for falis due
to previous falls. CNA#3 stated each resident's
care plan stated what interventions facility staff
had put inte place o prevent falls, and each
resident's care plan was "back there to look at.”
CNA #3 stated she was pushing Resident #1 in
the wheelchair to the dining room on 04/25f12,
and the resident put his/her feet on the floor while
being wheeled. According to CNA#3, Resident
#1 had non-skid shoes on and when he/she put
his/her feet down while being wheeled, the
wheelchair tipped and the resident fell to the floor.
CNA#3 further stated she tried to stop the
resident from falling out of the wheeichair by
holding his/her shouiders but could not keep the

-+ resident from hitting the floor. Interview further

i reveaied Resident #1 did not have foot pedals on
the wheelchair af the time of the fall. CNA#3
stated "honestly* she "didn't know [Resident #1]
-had them, had never seen [the pedals] on
[his/her] wheelchair, didn't know [the pedals] was
on the care plan filf after” the fall occurred. CTNA
#3 further stated Residen{ #1 had foot pedals for
; the wheeichair previously but was not aware the

| resident stifl required the use of the foot pedals.

Interview with the Restorative Coordinator on -
06/20/12, at 2:45 PM, revealed Resident #1 was
assessed to require the wheelchair foot pedals
when staff was transporting the resident in the
wheeichair. The Coordinator stated Resident #1
wheeled him/herself at imes and there was a
passibility the resident would get hisfher feet
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caught in the foot pedals and fall, and it had been
decided the foot pedals were to be kept at the
nurses' desk when staff was not transporting the
resident. According to the Restorative '
Coordinator, facility staff was to place the foot
pedais on the wheelchair when they assisted the
resjdent in the wheelchair and acknowledged
CNA#3 falled to place the foot pedals on at the
time of the fall on 04/25/12.

Interview with Resident #1 on 06/21/12, at 2:41
PM, revealed staff did not offer to put the foot
pedals on the wheelchair the day the resident fell.
Resident #1 stated facility staff was pushing the
resident in the wheeichair to the dining room
when the resident put his/her feet down and fell

i out of the wheelchair. The resident further stated

he/she did not need the foot pedals on the
wheelchair and facility staff never attempted to
the put the pedals on the wheeichair.

‘| Areview of the hospital record dated 04/25/12,

reveaied Resident #1 was diagnosed with a C1
ring {part of the cervical spine) fracture and a

! fracture of the odontoid process (part of the
i cervical vertebrae),
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Plan of Action
Cumberland Valley Manor
Complaint Survey 06/21/2012

Preparation and execution of this plan of correction does not constitute admission or
agreement by the provider of the truth of the facts alleged or conclusions set forth in the
statement of deficiency. This plan of correction is prepared and executed solely because it
is required by federal and state law,

F 157 Physician Notification

A facility must immediately inform the resident; consult with the resident’s physician; and
if known, notify the resident’s legal representative or an interested family member when
there is an accident involving the resident which results in injury and has the potential for
requiring physician intervention; a significant change in the resident’s physical, mental, or
psychosocial status; a need to alter treatment significantly; or a decision to transfer or
discharge the resident from the facility as specified in 483.12(a).

Criteria 1:  The physician and family have been updated by thé DON on the
pain and ADL status for Resident #2.

Criteria 2:  The 24 hour reports for the last 30 days have been reviewed by
the DON/ADON to determine that the physician and family have been notified
of residents identified with changes in pain and/or ADL status.

Criteria 3:  Facility RN’s and LPN’s have received inservice education on the

need to immediately inform the physician and family of resident changes, including but not
limited to changes in pain and ADL status, and to document this notification, as provided
by the DON and ADON on 06/22/12

Criteriad:  -The CQI indicator for the monitoring of physician and family notification of .
changes will be utilized monthly X 2 months and then quarterly under the supervision of the
DON. :

-The DON/ADON will review the 24 hour nursing reports daily during the week, and on
Monday for the weekend reports, to identify any resident changes. They will then review the
~chart to determine that physician and family notification has been completed and documented.

Criteria 5:  June 25, 2012
F 281 Services Provided Meet Professional Standards

The services provided or arranged by the facility must meet professional standards of
quality.



Criteria 1: Resident #1 is provided medications in accordance with MD orders as determined in
the med pass observation performed on 07/03/12 by the DON/ADON.

Criteria 2:  Med pass observations have been performed for all medication administration
staff by the DON/ADON/MDS Nurses/QA Nurse/ Infection Control Nurse/Restorative Nurse on

06/22/12-07/03/12 to determine that medications are administered in accordance with MD
orders.

Criteria 3:  Inservice education has been prov1ded for inedication administration staff by the
DON/ADON/ MDS Nurses/QA Nurse/ Infection Control Nurse/Restorative Nurse on 06/22/12-
{(47/03/12 on the administration of medications in accordance with MD orders.

Criteria 4:  The CQI indicator for the monitoring of compliance with med pass in accordance
with MD orders will be utilized monthly X 2 months and then quarterly as per the estabhshed
CQI calendar under the supervision of the DON/ADON.

Criteria 5:  July 4, 2012.
F282 Comprehensive Care Plans

The services provided or arranged by the facility shall be provided by qualified staff in
accordance with each resident’s plan of care.

Criteria 1:  -Resident #1 has the wheelchair foot buddy in place as indicated on the care plan.
-Resident #2 has wheelchair/bed alarms in place as indicated on the care plan,

Criteria 2: - Fall prevention intervention devices including but not limited to wheelchair foot
pedals and alarms are utilized as indicated on the resident care plans as determined by weekly
compliance rounds conducted by the DON/ADON/MDS Nurses/ QA Nurse/ Infection Control
Nurse/Restorative Nurse.

Criteria 3:  The non-licensed nursing staff have received inservice education

on 06/19/12-06/24/12 as provided by the DON/ADON/ MDS Nurses/ QA Nurse/ Infection
Control Nurse/Restorative Nurse on the utilization of fall prevention interventions in
accordance with each resident’s care plan.

Criteria 4:  The CQI indicator for the monitoring of utilization of fall prevention interventions
in accordance with the care plan will be utilized monthly X 2 months and then quarterly as per
the established CQI calendar, under the supervision of the DON.

Criteria 5:  June 25, 2012

F 309 .Quality of Care



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 well-being, in
accordance with the comprehensive assessment and plan of care.

Criteria 1:  Resident #2 has been assessed for pain, and the pain management medication plan
addressed on the care plan and reviewed with the attending physician by the
DON/ADON.

Criteria 2:  An audit was completed of all residents triggering section J pain on the most
recent MDS. Pain assessments were completed on these residents, with review of the pain
management medication care plans by the MDS Nurses. :

Criteria 3:  The licensed nursing staff have received inservice education on

06/22/12 - 06/24/12 as provided by the DON/ADON/ MDS Nurses/ QA Nurse/ Infection Control
Nurse/Restorative Nurse on pain assessment, and documentation, 1nclud1ng addressing pain
management on the care plan.

Criteria 4 The CQI indicator for the monitoring of pain management will be utilized
monthly X 2 months and then every six months as per the established CQI calendar, under the
supervision of the DON. -

Criteria 5:  June 25,2012
F 323 Accidents and Supervision

The facility must ensure that the resident environment remains as free of accident hazards
as is possible.

Criteria 1: . Residents #1 and 2 have been reviewed by the Fall Review Committeé on
06/24/12 to determine that the current fall prevention interventions in place are appropriate
and being implemented in accordance with the care plan.

Criteria 2:  -An audit was completed on 06/24/ 12 by the Fall Review Committee for all
residents with falls in the last 30 days to determine that the current fall prevention interventions
in place are appropriate and being implemented in accordance with the care plan.

Criteria 3:  -The Fall Review Committee has received inservice education on 6/28/12 by the
Nurse Consultant on fall management program components including but not limited to: timely
review of all falls and resident fall logs to investigate the trends and potential causes of falls and
the fall prevention interventions indicated; the need to implement alternative interventions when
residents are refusing or are non-compliant; timely follow up on committee recommendations to
determine that fall prevention interventions are successfully implemented.

-Licensed and non-licensed nursing staff has received inservice education on 06/22/12 -
06/24/12 as provided by the DON/ADON/ MDS Nurses/ QA Nurse/ Infection Control -
Nurse/Restorative Nurse on fall management including but not limited to: the utilization of fall



prevention interventions in accordance with the care plan; the need to report observations of
resident activities which increase their risk for falls; and the need to report resident non-
compliance with fall prevention interventions so that alternatives can be addressed.

Criteria 4:  The CQI indicator for the monitoring of fall management will be utilized monthly

X 2 months and then quarterly as per the established CQI calendar under the supervision of the
DON.

Criteria 5:  June 29, 2012



